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A MEETING OF THE BOARD OF DIRECTORS 
WILL TAKE PLACE ON THURSDAY 28TH MARCH 2013, 2PM 

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 28th February 2013 

13/03/P/03

4. To review and note progress on Matters Arising  13/03/P/04

Quality & Governance 

5. Patient’s Story  

6. To approve the annual statement of compliance re Single Sex 
Accommodation   

13/03/P/06

7. To approve the Organisational Development Framework and receive the 
Leadership Development Progress report 

13/03/P/07

8. To approve the Information Governance Toolkit annual submission 13/03/P/08

9. To receive and endorse the latest Assurance Report of the Audit Committee 13/03/P/09

10. To consider and endorse the Trust’s compliance with Monitor’s Code of 
Governance and Quality Governance Framework 

13/03/P/10

11. To receive and note the Board Assurance Framework 2012/13:  
exception report 

13/03/P/11

Performance & Finance  

12. To receive and review the monthly Integrated Performance Report   13/03/P/12

13. To receive a report from the Chairman, Mr S Wragg   13/03/P/13

14. To receive a report from the Chief Executive, Mr P O’Connor 13/03/P/14

15. 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:   
- 25th April 2013, 2pm, at Education Centre, Barnsley Hospital 

 

 

Signed:  ………………………….. 
  Chairman  

 
 
 



 
REF: 13/03/P/03

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT  

 

MINUTES OF A MEETING OF THE 
BOARD OF DIRECTORS  

HELD ON 28TH FEBRUARY 2013  
EDUCATION CENTRE, BARNSLEY HOSPITAL 

 
PRESENT: 

Mrs J Ashby Director of Finance & Information 
Mrs S Brain England OBE Non Executive Director  
Mrs L Christon Non Executive Director  
Dr J Mahajan Medical Director 
Mrs H Mcnair Chief Nurse 
Mr P O’Connor Chief Executive 
Mr F Patton Non Executive Director 
Mr D W Peverelle Chief Operating Officer 
Mr P Spinks Non Executive Director  
Mr S Wragg Chairman 

 
IN ATTENDANCE: 

Mrs H Brearley Director of HR & Organisational Development 
Ms C E Dudley Secretary to the Board 
Ms D Firth Matron, Emergency Department (Minute 13/37 refers) 
Mrs E Jeffers Director of Transformation 
Mrs E Libiszewski Director of Quality & Performance 
Ms C Shaw Interim Associate Director of Communications  
 

APOLOGIES: 
Mr S Houghton CBE Non Executive Director  

 
13/33  APOLOGIES & WELCOME  

Members and attendees were welcomed to the meeting.  Apologies were noted
from Mr Houghton. 

Ms Shaw was welcomed, attending her first meeting as interim Associate 
Director of Communications.  Several Governors and members of staff and the
public were also welcomed to the meeting as observers.  
 

 

13/34  DECLARATIONS OF INTEREST 

None.   

Members were reminded of the need to keep the Register of Interests updated.
 

 

13/35  MINUTES OF LAST MEETING (13/02/P/3)

The Minutes of the meeting of the Board of Directors held in public on 31st

January 2013 were received and reviewed.  The following amendments were
proposed: 

 As an Executive Director of the Board, Mrs Mcnair should be listed as 
“present” rather than “in attendance” 
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 Minute 13/11 – National Commissioning Board’s planning guidance – should 
be corrected to read “quality and patient safety continue to be improved and
not compromised by the need for greater efficiencies ...” 

 Minute 13/12 – Integrated Performance (Quality) – should be expanded for 
clarity to refer to MRSA Bacteraemia, rather than MRSA. 

The amendments were approved, subject to which the Minutes were accepted 
as an accurate record. 

13/36  MATTERS ARISING (13/02/P/4)

The progress report on matters arising from the last and previous meetings
held in public was received and noted.  Further information on a number of
items was also noted: 

 13/02 – Register of interests 
The Board accepted Mrs Libiszewski’s suggestion that, for greater accuracy,
the Register of Interests currently entitled “Divisional/ Departmental 
Directors” should instead refer to “Departmental/Clinical Directors”. 

 13/04 – Barnsley Hospital Support Services (BHSS) 
Mrs Ashby advised that, following further consideration and contrary to 
earlier reports, she would be recommending an audit of the accounts for
2012/13 to the Board of BHSS.  Whilst not a mandatory requirement, this 
would reflect good governance. 

 13/14 – Quarterly Communications report 
The article commissioned from Ms Stevens (previously the Trust’s Associate
Director of Communications) on the Trust’s communications measurement
system had been published in the HSJ recently. 

 13/15 – Chairman’s Report 
The Barnsley Apprenticeship Launch event was scheduled for 13th March;
several members of staff would be attending to represent the Hospital. 

 12/307 – Privacy & Dignity  
Dates for the learning disabilities training sessions had been received and 
would be circulated to Board members shortly with an open invitation to 
attend.  The training DVD would also be shown to Governors, as agreed. 
 

CED

13/37  PATIENT’S STORY 

The Chairman reminded members that Patients’ stories had been introduced at
the start of each Board meeting to set context and provide a focus for the 
Board’s discussion.  To date, the reports had not been open for discussion
when presented and any issues had been pursued outside the meeting.  To 
respond to the more immediate enquiries relating to some of the issues raised, 
however, the Chairman proposed to change the process to enable limited
questions after each account.  This was welcomed. 

Ms Firth, Matron for Emergency Services, provided a detailed account of a 
case, which had begun just before Christmas when a patient had been brought 
in by ambulance following her collapse at home.  Initial tests had shown her to 
be suffering from septic shock; further tests subsequently diagnosed a very rare 
and virulent bug, requiring the patient to be barrier nursed in the latter part of 
her treatment.  The patient had been supported  throughout her treatment by 
nurses in constant attendance; she and her family had been kept advised of
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progress and, following discussions with the team looking after her, had agreed 
to pursue options available through the clinical research team.   

Sadly the patient did not survive her illness.  Members of her family and staff 
from the wide range of teams involved with her care (including the emergency 
department, research staff, intensive care unit and infection prevention & 
control (IP&C)), were all swabbed (tested) and the patient’s husband and son 
were subsequently admitted for treatment.  Her husband was nursed on the
intensive care unit and her son was treated separately on the Acute Medical 
Unit; both recovered.  The situation had been even more difficult for everyone 
involved as it had occurred over the Christmas period. 

The Board thanked Mrs Firth for her insightful report.  The loss of the patient 
was tragic and the account had also made the Board keenly aware of the 
emotional demands and unknown risks potentially facing front line staff every 
day. The Chief Executive emphasised the need to identify learning from this
unusual case and to ensure that staff continued to feel fully supported in such 
situations.  In response to questions from several members of the Board,
Ms Firth highlighted some of the key learning identified: 

 the importance of robust care and support being available to staff 24/7 as 
well as patients and their families.  To emphasise this, Mrs Firth referred to 
a phone call made by Mrs Potter, Assistant Director of IP&C, to a staff 
member on Boxing Day, which had provided tremendous assurance to them

 additional induction needs for staff new to the unique environment of an
emergency department 

 the need to review protocols for swabbing; if this had been delayed for any 
reason it could have had serious consequences.  

The Board expressed its sincere thanks to all the teams involved, for the 
speedy response, care and diligence provided to everyone affected throughout. 
It was agreed that the Chairman should write a note of particular thanks to 
Mrs Potter on behalf of the Board. 

Mrs Firth left the meeting at this juncture. 
 

SW

13/38  FRANCIS REPORT (13/02/P/6)

This agenda item had been scheduled for later (3pm) to enable more
Governors to join the meeting and participate in full and open discussions with 
the Board.  
 

 

13/39  PATIENT QUALITY AND SAFETY REVIEW (13/02/P/7)

Mrs Libiszewski expanded on the report.  Members were reminded that, as part 
of its continuous review and learning cycle, the Board had commissioned an 
independent review of patient quality and service at the Trust.  The findings had 
been considered at a recent workshop, following which the Board and 
executive team had provided further comments outside the meeting.  Having 
drawn the findings, discussions and further comments together, the report set 
out four key themes (as below) and options for how each theme could/should 
be developed to build a learning and proactive culture:   

• Direction 
• Corporate Leadership 
• Clinical Service Units (CSUs) 
• Organisational Development (OD) 
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The Board supported the themes identified and the proposed approach to take
this work forward.  Key points raised in further discussion included: 

(i)  the need to ensure that progress was based on actions rather than action
plans, built with staff, patients and other stakeholders - avoiding a “top 
down” approach (this would be supported by the OD Framework currently 
being developed); 

(ii) patient quality and safety at the heart of everything – interlinked to other 
workstreams across the Trust 

(iii) the need to lead by example, at every level 

(iv) clear alignment with the Trust’s business plan, the first objective of which
focussed on high quality services for patients 

(v) must be aligned with – but not overtaken or driven by – other key factors 
such as the Francis Report and introduction of the Family & Friends Test. 

In closing, the Board fully supported the approach outlined in the report and
agreed that it provided the right place from which the Trust should continue its
development and push forward in its quest to provide best services for patients.
 

13/40  2013/14 QUALITY ACCOUNT AND PRIORITIES (13/02/P/08)

The Board received and reviewed the report, which set out the proposed 
Priorities and Indicators for the 2013/14 Quality Account (QA) and 2012/13 
indicators for external audit, and the performance to date on the 2012/13 QA. 
Subject to the Board’s approval, more work would be progressed to define the 
proposed indicators to ensure they were deliverable (but stretching) and 
measurable and linked into issues identified as important for the Trust following
internal review and audit and consultation with the Governors, and aligned to 
the wider quality priorities identified by the Department of Health.   

The priorities and indicators had been identified to support both national drivers
and, more importantly, delivery of care in Barnsley.   

The Board acknowledged that much of the work outlined needed to be
supported by robust data collection.  The Board agreed it was important that
the scope encompassed a wide range of areas focussed on improving patient 
services, not just those with easily accessible data nor solely national drivers. 
Dementia and incident reporting were highlighted as good examples.  The
former needed considerable work around data collection and the latter would 
give useful learning in terms of front line reporting with new systems coming on
line shortly as well as opportunity to review effective reporting into national 
systems.  

The Chairman and Mr Spinks highlighted the need to secure external feedback
on the QA and queried the impact of imminent changes across the NHS, with
the demise of primary care trusts (PCTs) and Local Involvement Networks 
(LINks).  Mrs Libiszewski affirmed that national clarification had been received 
advising Trusts to seek feedback from the Area Teams instead of the PCTs. 
She was aware that the outgoing PCT had been required to write a risk profile
on its providers, which would include the Trust and would help to inform the 
Area Team’s feedback on the QA.  Guidance was less clear regarding LINks as
Healthwatch units (the successors to LINks) were not yet fully established
nationally, although the Chairman advised that the contract for the Barnsley 
Healthwatch had been awarded recently.  Members were reminded that 
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feedback would be sought from the local Overview and Scrutiny Committee as 
well.  Mrs Brain England also emphasised, and the Board fully supported, the
importance of the QA to the Council of Governors, as part of their remit of
holding the Non Executive Directors - and through them the Board - to account.

The recommendations set out in the report were noted and approved. 
 

13/41  CARE QUALITY COMMISSION’S LATEST INSPECTION (13/02/P/09)

The report provided an overview of the latest unannounced Care Quality
Commission (CQC) inspection of the Trust, which took place at the end of
January 2013.   Mrs Libiszewski reminded the Board of the three previous CQC
inspections, all of which had been targeted on single issues; this had been the 
first broader inspection.   The CQC’s report was now available on its website
and copies had been distributed to the Board and Executive Team.   

The CQC had found the Trust compliant with all inspected outcomes and formal 
and informal feedback from the inspection team had included some very
positive feedback around examples of best practice observed on the day and
compliments received from patients and visitors.  Two points of learning had 
been identified, although neither had been considered a compliance issue.
These included greater staff awareness of the Trust’s policy on raising
concerns and consistency of information provided to patients and relatives.  As
set out in the presented report, it was proposed that the actions for these issues
be developed and monitored through the Clinical Governance Committee
(CGC) and Non Clinical Governance & Risk Committee (NCGRC).  This was
agreed. 

It was also acknowledged that the positive outcomes, whilst welcome, reflected 
only a snapshot in time, across a limited number of selected areas at that time, 
and it was important that the Trust continued its drive to ensure consistency of
high quality services at all times, in every area.  Subject to this caveat, the 
report was accepted. 
 

CGC &
NCGRC

13/42  PATIENT AND FAMILY CENTRED CARE PROGRAMME (13/02/P/10)

The report provided an update on the point of care project that the Trust was 
currently undergoing with the King’s Fund.  The key objective was to review the 
care of frail elderly patients (for consistency, identified as patients aged >85
years) throughout their stay when admitted through the Emergency
Department.  The report outlined the progress to date and the further aims and
objectives of the project. 

Mrs Christon advised that she had been engaged in the project and
appreciated the report, which provided a useful overview of progress overall 
and assurance of its feed into the transformation programme, through the
Urgent Care Board (UCB).  Mrs Mcnair, Chair of the UCB, and Mrs Jeffers 
advised that  the project also linked into work with community-wide partners to 
help prevent admissions, enable wider sharing of information, improve patient
experience and support timely robust discharge and was intended to enable 
shared learning with partners as much as possible as well as internally.  The 
project would also focus on ensuring patients were in the most appropriate
place for care at all times.  It was acknowledged that the Trust could not
enforce learning on other organisations but this could be improved with better
engagement with partners; Board members – collectively and individually –
would be keen to support any routes to build that engagement.  Discussions 
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broadened to outline several other areas of work (past and present) and links
into the local Health & Wellbeing Board that would support this project. 
Mrs Jeffers assured the Board that all such aspects would be factored into its
progress and continuing development. 

The Board noted the progress to date and looked forward to hearing more 
about its continued progress in the future. 
 

13/43  2013/14 BUSINESS PLANNING (13/02/P/11)

The report was received and reviewed.  It described the approach agreed 
previously in discussions with Governors and Board of Directors for building the 
2013/14 business plan, based on existing work, agreed objectives and the
ongoing transformation programme. The report included the timetable for 
further development of the business plan, prior to its approval at the meeting of 
the Board in March, from which point the plan would also form the basis of the
Annual Plan to be developed for submission to Monitor at the end of May 2013.
Mrs Libiszewski highlighted some of the other factors involved with the
development of the business plan, including discussions at the latest NCGRC, 
the Transformation Delivery Group and the Monthly Managers (with Clinical 
Directors) meetings, and the new QIPP (quality, innovation, productivity and
prevention) schemes underpinning the transformation programme for 2013/14.   

Mr Patton welcomed the work to date and links to the transformation 
programme.  He would, however, liked to have received a fuller draft of the 
Plan, although it was scheduled for further review at the next Board workshop
ahead of the March Board meeting; he would also like to see more links with 
the Trust’s agreed visions and values as well as QIPP.  He suggested, and it 
was agreed, that it would be useful for future Board reports to identify the 
specific values and QIPP items addressed within each paper, per the (then) 
agreed plan so that the Board was more easily able to see how the Trust was
delivering against them and working towards giving patients what they should 
be able to expect when coming to Barnsley.   

Mrs Ashby advised that the scheduled date for signing of the contract with the 
main commissioners had slipped slightly, with national guidance now requiring
the local Clinical Commissioning Groups (CCG) to liaise with the National
Commissioning Board prior to sign off.  This meant that whilst activity would be 
agreed by 15th March, the formal sign off would be deferred to the end of the
month.  It was agreed, however, that this should not impact on the business
plan as the Trust, like any other organisation or company, should be able to 
develop a plan based on informed assumptions, with the acknowledgement that
the commissioners could vary this prior to completion. Mr Patton also reminded 
the meeting of informal indications from the CCG previously that they
anticipated making little change this year.  
 

LL

13/44  HOSPITAL STANDARDISED MORTALITY RATIO (HSMR) (13/02/P/12)
AND SUMMARY HOSPITAL MORTALITY INDICATOR (SHMI) 

In view of the publication of the Francis Report and the related media reporting,
which had included identification of a number of Trusts as significant outliers for 
HSMR and SHMI, the Medical Director had presented an additional report on
the Trust’s HSMR and SHMI. 

From the Trust’s review carried out to date, it was believed that the outlying 
Trusts had been identified due to their SHMI position and as HSMR outliers for
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two consecutive years at some point in the past.  Dr Mahajan assured the 
Board that the Trust had never been an outlier in HSMR on this basis and was 
currently ranked 30th in SHMI.   The Board was also reminded of the reduction 
(improvement) already achieved for the Trust’s HSMR and SHMI and the
continuing work to ensure further improvement, as reported quarterly.  A clearer 
view of the positive impact of this work was evident from the crude mortality 
ratio; members were aware of the complex nature of the HSMR and SHMI
calculations.  Mr Spinks suggested that the crude ratio offered a better, more 
measurable, target for future improvements rather than the current aim of 100
for HSMR by October 2013, particularly with the HSMR median being subject to
rebasing periodically.   

Referring to the last quarterly report on HSMR/SHMI, Mrs Christon and
Mr Patton, Chairs of the CGC and NCGRC respectively, confirmed that they
had taken the topic to their Committees as requested by the Board.  The CGC
had reviewed the action plans and would continue to do so in future; 
Mrs Christon had also met with the Medical Director to discuss this important 
issue further and would continue with these 1-to-1 meetings in future, notes 
from the first of which she would be happy to share with the Board outside the 
meeting on request. The CGC had appreciated the work carried out to date but
agreed the need to focus on further work beyond the existing action plans and 
would be seeking further reports on this in future.  Referring to the submitted
report, Mrs Christon was particularly appreciative of the appended presentation 
from Dr McAndrew and recommended his findings for further consideration, in 
particular around complexities and the high incidence of alcohol related liver
disease in young people.   Mr Spinks also commented on the structure of
reports to the Board; the presented report, which had been provided as an 
additional report to the usual quarterly system in view of the recent media 
reporting, repeated much of the data received previously and key elements 
such as the information referred to by Mrs Christon were not immediately 
apparent nor referred to in the main body, which would have been useful.  This
point was noted for future reference. 

Both committees had considered the proposal to introduce a single coder (a
clinician) but neither had accepted this as the best way forward.  Mr Patton
reported that the NCGRC had acknowledged that the information written on the 
notes by clinicians drove the coding rather than who did the coding per se.  In 
discussion the Committee had identified the location of the coders as another 
issue and Mr Patton had recently visited the coders’ office to follow this up. 
The team was currently based outside of the main building, which could give 
rise to delays in accessing files and/or Health & Safety concerns with the lack
of facilities available when coders needed to work on the wards.  Mr Peverelle 
advised that a move to address this was already in hand. 

A number of other issues and related factors were raised, including: 

- plans to conduct an audit of all reported deaths  

- the need for further assurance to the Board that no harm was being done to
patients, irrespective of what/how anything was being counted 

- important links to other workstreams within the transformation programme
(eg the Patient and Family centred programme discussed previously) 

- the value of a further presentation on HSMR to the Council of Governors to 
demonstrate that the Trust is doing everything it can to prevent avoidable
 

LC
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deaths (a request reported by the Chairman following discussion at a recent
Governors’ sub-group meeting), which  Dr Mahajan would be pleased to
provide. 

It was agreed that the additional report had been timely and useful. 
Improvements in HSMR and SHMI remained essential and would be a focus 
point for the Board until further improvements had been achieved. 
 

JM

13/45  FRANCIS REPORT (13/02/P/06)

As determined earlier, discussions on the Francis Report commenced at 3pm,
enabling a number of Governors to join the Board’s discussions. The following 
Governors were present: 

- Mr A Conway, Staff Governor (Volunteers) 
- Ms G Morritt, Staff Governor 
- Mrs M Richardson, Public Governor 
- Mr R Ramsay, Public Governor 
- Mr J Ramsey, Staff Governor 
- Ms C Stacey, Partner Governor 
- Mr J Unsworth, Lead Governor 

To support full and frank discussions, contributions were also accepted from 
members of public present.   

The Chief Executive expanded on his submitted paper, which highlighted the 
specific recommendations for foundation trusts (and other NHS trusts) identified 
in the second “Francis Report”, the final report on the Mid Staffordshire NHSFT 
Public Inquiry.  The need for cultural change was the key message from the
Francis Report and it challenged all organisations to   consider what this meant
for them.  The Government’s detailed response was due out in March but there
had been some immediate response already, as evidenced by the meeting’s 
earlier discussion around HSMR. 

The Chief Executive believed the real task was for the Trust to become a truly
challenging, open and transparent organisation, in which the needs of the
patients were put above everything else.   

It was acknowledged that the Francis Report highlighted a Board’s
responsibilities to support high quality patient care, with greater transparency, 
underpinned by effective systems and processes. This should enable key front 
line professionals to feel confident and able to speak up if/when they see things 
being done wrong and able to depend on the Board and senior leaders to act 
appropriately in response to their concerns, and potential problems to be 
identified and addressed more quickly.  The Chief Executive highlighted the 
need to separate the specifics of the events at Mid Staffordshire Hospitals, to 
look at what can be done at Barnsley, to build on the compassion and care of
our staff, ensuring they feel engaged, supported, involved – and listened to.  He 
emphasised that there had been pockets of good performance at Mid
Staffordshire as well as the poor practice which had led to tragic outcomes.  No 
trust was infallible but it was important to ensure that lessons were learned and
improvements made to change cultures, to ensure high quality of care, 
maximise transparency and enable Boards to identify, understand and mitigate
risks. 

Discussions were frank and wide ranging.  A number of issues were raised and 
explored, including: 
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• Staff training around compassion  
 Mrs Mcnair stressed that care and compassion were and had always been
expected of nursing staff and needed to be explored at the point of
recruitment as well as throughout education and development.  She also 
referred to the national Compassion in Care initiative, which had pre-empted 
the report and the work being progressed to build this into the Trust’s 
nursing strategy currently being refreshed.  One of the Governors present 
had asked if there were concerns that pay might become linked to the care 
provided but it was believed this referred to the proposals recently agreed 
for performance related pay to be introduced into the NHS, which was
intended to ensure that pay progression was based on performance
appraisal.   Ms Brearley also reported on the work of the local Education 
and Training Board, which would give the Trust opportunity to consider
future needs for the workforce and to work with university providers to
explore how they could attract appropriate applicants.  Mr Patton
emphasised the links with the Trust’s vision and values, which would be
embedded further through the OD Framework to be launched shortly. 

• The potential loss of corporate bodies (foundation trusts) in light of the 
Report’s outcomes and the changing role of commissioners.  Mr Unsworth, 
Lead Governor, suggested that the Report could have big implications for 
Governors in terms of their role of holding the Non Executive Directors to
account.  Whilst the Council of Governors believed it functioned well
currently, it must remain open to learning from the Inquiry to guard against
the situation where the Governors had had no knowledge of the situation
until it was too late.  The Chairman emphasised that whilst a lot of
information was already provided to Governors, the Board was always open 
to requests for more information if required.  Mrs Mcnair believed the
Friends and Family Test/FFT (which the Trust planned to expand beyond 
the core question) would also help with triangulation of feedback received 
from the FFT and other routes across the Trust and provide further useful 
information to Governors. 

• Mr Ramsay affirmed his belief that the current Board was a listening Board, 
which had also worked hard to raise its profile, making it more accessible to
Governors, staff and patients across the Trust.  This was appreciated by the 
Governors. 

• The current composition of the Board was also valued, with ability to 
challenge issues across the spectrum of the Trust’s business, including
clinical issues (as evidenced by the Board’s continuing focus on HSMR). 

• Mr Conway sought clarification around the definition of “culture”: what did it 
mean generally and for the Trust?   It was acknowledged that this was a 
very broad question and answers could include “what people do without 
being asked” and “doing the right thing even when no-one is watching you”; 
personal and organisational behaviours – influenced by each person’s own 
ethics and approach, interaction with colleagues, training and education,
and the organisation itself from the moment of joining its staff.  The 
Chairman referred back to the Trust’s values and vision and the ongoing 
work to increase staff awareness and engagement with the agreed 
statements underpinning the Trust’s fundamental beliefs and behaviours,
bearing in mind that the Trust employed over 3000 staff, all of whom would
behave differently. 
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• A member of public queried “empowerment”: staff had to be empowered to 
be able to deliver the requirements of the Francis Report but this had not 
been identified in discussions.  The Chairman, however, affirmed that 
empowerment of staff was inherent within the Board’s current and previous
discussions, although he agreed it would be useful to make this more 
explicit, for clarity.  Ms Morritt affirmed that she felt empowered and able to 
raise concerns through appropriate channels and would not hesitate to stop 
actions of others if she felt they were inappropriate; this was welcomed. 
Nevertheless it was also acknowledged that this may not be the case for all 
staff, which was what the Trust should aspire to. 

• Several Directors also raised the value of encouraging patients and the
public to report their concerns too: increased reporting of complaints would 
provide more learning opportunities. 

• Dr Mahajan suggested it would be useful to follow up on concerns raised by 
staff or patients/public, through whatever route, a year or so afterwards, to 
see how matters had progressed and to be sure that there had been no 
repercussions for the persons involved.  This idea was noted and would be 
explored further as the work developed. 

• Other avenues for capturing feedback included exit interviews.  These were 
already well established within the Trust: on leaving, every member of staff 
was, as a minimum, asked to complete a questionnaire and also had the
opportunity to request an exit interview with their line manager or someone
else if it was more appropriate.  With regard to the latter Mrs Brain England 
and Mr Patton reported on their involvement with exit interviews for senior 
personnel, which had given them both assurance about the robustness of 
the system.   

Whilst more uptake of exit interviews would continue to be encouraged, it
was believed that the current process was effective.  Mrs Mcnair would also 
welcome wider dissemination of information gleaned from exit interviews, 
not necessarily in terms of specifics identifiable to the individuals involved
but potential learning from the feedback. 

• Discussions under this and earlier agenda items had alluded to “whistle 
blowing”.  Everyone agreed that it was important staff felt able to raise 
concerns at appropriate levels – locally, to senior staff, directors or other 
avenues if necessary – but the system should not be badged as “whistle
blowing” as this often had unwarranted negative connotations associated
with it.  As agreed previously, staff should be able to be confident that they 
can raise concerns, their concerns would be listened too, and that they 
could do so without fear of recriminations. 

Equally, several Directors emphasised that consideration of these matters 
must be inclusive: supporting both the staff raising concerns and those
receiving them (ie ensuring they felt confident enough to respond
appropriately) and that staff felt supported and protected when facing
aggressive patients too (one such case had been reported in the local 
newspaper only recently).  It was agreed that these aspects should also be
factored into appropriate learning and development programmes and the 
OD Framework. 

In terms of proactively building the Trust’s response to the Francis Report, it 
was agreed that the Chief Executive’s email issued to all staff after the 
publication of the Francis Report had been a good start.  The open discussions
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at the Board meeting were also appreciated.  The Board was pleased to learn 
more about a programme of workshops being held throughout March and April,
which every member of staff would have the opportunity to attend.  Wider work 
on staff engagement and the OD Framework had also been outlined earlier. 
Mr Spinks highlighted the need to build engagement with other parties too,
including local GPs – what were their views of the Trust?  The Medical Director 
agreed that this was an important area for development and as an immediate 
step the Chief Executive and Chairman, both undertook to raise this in their 
next regular meetings with CCG colleagues.   

Mr Patton proposed that the next steps should also include a considered
response, checking the Francis Report against what the Trust was already
doing and identifying gaps – and sharing that information with the Governors to 
ensure their continued involvement too.  Learning from this exercise would also 
be fed into the iterative process of the business plan and the interlinked
transformation programme.  The Board endorsed Mr Patton’s proposal.  The 
Chief Executive further proposed that the Trust should also support wider
engagement (helping people express their concerns constructively); creating an
active voice, picking up the principles of transparency, engagement,
constructive criticism and a voice for the Trust’s staff – and others.  This 
proposal was endorsed albeit it was acknowledged it would take longer to
develop (initial timescale would be at least a few months). 

Before moving the meeting back to its formal structure, the Chairman thanked 
everyone for their contribution to the discussions.  He repeated the core 
question featured in the Chief Executive’s report: “How can the Board be 
assured that the Trust has done everything possible to ensure that the quality 
of patient care at the Trust is as high as possible and the risks of failure are 
understood and fully managed?”  It was undeniable that the experience of Mid 
Staffordshire could happen at any hospital – but it was important that the Board 
continued to do its utmost to guard against it happening at Barnsley. 
 

JM

SW/
POC

Exec
Team

Exec
Team

13/46  CLINICAL GOVERNANCE COMMITTEE (CGC) (13/02/P/13)

The assurance report from the CGC’s latest meeting held on 6th February 2012 
was received and reviewed, many of the issues from which had been discussed 
by the Board through its agenda.  As Chair of the CGC, Mrs Christon 
highlighted some key issues for the Board’s attention: 

• 2.1:  the Committee’s continued focus on surgical site infections; 

• 3.2:  work on HSMR, as discussed; 

• 3.3.1: status of accreditation for NHS Litigation Authority and the Clinical
Negligence Scheme for Trusts and agreement for level 2 to be 
progressed next year via the business plan; 

• 3.3.2: progress against the stroke key performance indicators, a further
report on which was due at the CGC’s next meeting; 

• 4.1:  Attendance at, and engagement with, the Infection Prevention & 
Control (IP&C) Committee.  Mrs Mcnair suggested attendance had 
fallen due to the IP&C team’s excellent achievements and thus less
concern about this issue.  Nonetheless attendance was being 
reviewed with the CSUs as this was a critical committee for the Trust. 
The Chairman affirmed that the Board would be willing to lend its 
support to any messages from the Committee if required; and 
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• 4.4: agreement that, in accordance with the Audit Committee’s
recommendation, the QA should be reviewed by the CGC prior to 
formal sign off by the Board 

Progress on the Children’s Strategy was also noted (section 3.3.3 referred).
Dr Mahajan advised that this would now be part of the “working together”
initiative, which would make timescales more difficult to predict.  Mrs Mcnair 
assured the Board, however, that elements identified from the 2012 OFSTED
report had been identified separately and work on these was ongoing. 

 
13/47  NON CLINICAL GOVERNANCE & RISK COMMITTEE (13/02/P/14)

The Board received and reviewed the assurance report of the latest meeting of 
the NCGRC.  As Chair of the Committee, Mr Patton drew several issues to the 
Board’s attention, including 

• 2.2:  progress on the Joint Advisory Group accreditation for the endoscopy
unit. 

The Chief Executive advised that some aspects of internal assurance 
were still being followed up. Mr Peverelle confirmed that the work was 
progressing well, which should help to secure partial accreditation in 
May, with full accreditation dependent on completion of the associated 
capital programme later in the year.  Concerns were expressed,
however, regarding the omission of progress reports to QSIEB (Quality,
Safety, Improvement and Effectiveness Board) and thus onward 
assurance to NCGRC.  If left unchecked this would undermine the
robust assurance processes established for the Trust; the Board was
pleased to note that this would be picked up and progressed; 

• 2.3.1 current status of the Patient Flow system, which had been tested and 
deemed unusable.  Discussions were in progress to resolve the 
contractual position and the Trust was also progressing plans for 
further tendering to secure a suitable replacement as soon as possible. 
In response to a question from the Chairman, Mr Peverelle confirmed 
that the Extramed system was a separate contract and should not be 
adversely affected by the current position. Nevertheless it was agreed 
that it should be noted on the Trust’s risk register;   

• 2.3.3: performance in identified CSUs was progressing well in relation to 
appraisals and mandatory training; 

• 2.3.5: the deferred 2011/12 Health & Safety report had been received and
accepted (copy appended to the assurance report).  Mrs Libiszewski 
assured the Board that the 2012/13 annual report would be presented
in better time.  Mrs Libiszewski also assured the Board that work had 
been progressed on each of the issues identified in the 2011/12 report
and was being monitored through the Health & Safety Committee,
which she Chaired. 

• 4.2 the OD Framework had been accepted, subject to sense checking
against the Francis Report and the Trust’s visions and values.
Subsequent to the meeting, Mr Patton had been assured that this work
had since been completed; and 

• 5.1: The Committee had approved a number of revised policies, namely:
 

LL
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• Urgent Domestic Leave Policy 
• Mental Health Policy 
• Induction Policy 
• Annual Leave Policy 
• Bereavement Policy 
• Carers Leave Policy 
• Employment Break Policy 
• Equality Impact Assessment Policy 
• Knowledge & Skills Framework (KSF) Policy 
• Retirement Policy 
• Special Leave Policy 

The Chairman also queried the urgent review referred to in section 3.3,
regarding the working conditions for coders (as mentioned in discussions
earlier).  Mrs Libiszewski advised that the review had been completed and the
report was due to be presented to her on 1st March, ahead of the next meeting 
of the Health & Safety Committee. 

The Board noted the report and the policies approved by the Committee. 

The Chairman reminded the meeting of Mrs Peverelle’s, Head of Corporate
Governance, resignation from the Trust.  The Board agreed that a letter of 
thanks should be sent to Mrs Peverelle, to thank her for her work and 
invaluable help in establishing the Trust’s robust governance arrangements. 
 

SW

13/48  BOARD ASSURANCE FRAMEWORK (BAF) (13/02/P/15)

Mrs Libiszewski presented the exception report for the Board Assurance
Framework and highlighted the two red risks identified, which included the <4 
hours and CQUIN targets (and implications thereof), the CNST and NHLSA 
accreditation as reported through CGC, and the addition of HSMR and SHMI as
agreed by the Board in January. 

The report was reviewed and accepted.  
 

13/49  COUNCIL OF GOVERNORS (13/02/P/16)

The latest agenda (for February 2013) and approved Minutes (from December 
2012) of the Council of Governors was received and noted.  Further reports
from the February General Meeting were included in the Chairman’s report
(Agenda item 18).  
 

13/50  INTEGRATED PERFORMANCE REPORT (13/02/P/17)

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 January 2013, was received and reviewed. The lead 
Directors expanded on the relevant sections as presented in the report: 

Activity 
Mr Peverelle presented the report on activity and drew attention to three
reported “red” rated items, the rationale for each of which was included in the 
report: 

• two week cancer wait, a breach against target had been retrospectively 
reported for Quarter 3.  Monitor had been informed of this discrepancy and
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had confirmed that it would not affect the Governance Risk Rating of amber-
green.  Whilst the appointment had been deferred by patient’s choice, the
cancer services team was looking into why the variance had not been
identified sooner to reduce the risk of any further discrepancies in reporting
arising in future; 

• constraints in diagnostics, mainly related to capacity, and  

• <4 hours target for A&E.  Despite focussed efforts it would not now be 
possible to meet the year end target and the Q4 target also remained at
risk.  This would result in a further penalty point for governance risk ratings if 
the position did not return to compliance quickly and had already incurred a 
contract penalty.  It was noted that the penalty funding would be directed by
the commissioners to community-wide work to support improvements to 
delivery of the target.   

Whilst it was acknowledged that inappropriate referrals continued to be an 
element of the issues to be addressed and that there were actions to be
progressed with partners across the community to support better discharge
flow etc, there were also actions more directly within the Trust’s remit that 
could be improved and would help to achieve the 95% target.  Mr Patton 
noted the comments regarding the internal scope for improvements, which
had not been reported previously.  The Board was keen to see 
improvements delivered speedily, particularly bearing in mind that, as 
highlighted by the Chairman, the Trust had previously met the national rate
when it had been higher, at 98%.  It was stressed, however, that
improvements would not be sought at the cost of safe services for patients 
(eg relocating patients from the Emergency Department to meet targets). 
Dr Mahajan emphasised the need to retain a focus on quality of service
whilst simultaneously working with teams across the Trust to change
behaviours and enable more support for this target. 

Work would focus on returning the Trust to compliance as soon as possible 
(ie <95% daily) albeit this would not redress the year end position overall.   

The Board noted the position and projections and agreed that, in
accordance with the Trust’s commitment to good governance and 
transparency, it would be useful to advise Monitor in a timely fashion ahead 
of the Q4 return.  The schedule for notification to Monitor was referred to the 
Executive Team, to ensure that it encompassed ongoing considerations and 
expectations for return to compliance. 

Referring to the contract penalty for not achieving the 95% target, it was 
clarified that the funds withheld would be directed by the commissioners
towards improvements to help achieve the target on a community-wide 
approach, not just internal improvements within the Trust. 

Quality  
Mrs Libiszewski expanded on the small number of “red” issues identified and 
the continuing progress against multiple falls, which, as reported last month had 
improved but was still being monitored at QSIEB.  It was noted that two serious 
incidents had been reported for January.  The Trust was also looking into six
incidents submitted over the last period relating to care of deteriorating patients
and linked to guidance around never events.  It was also confirmed that several
aspects from the safety thermometer would be reported in the Quality Account 
for next year.  
  

DWP
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Workforce  
Ms Brearley briefly expanded on the report for January.  The further increase in 
sickness and absence was disappointing.  In addition to the  continuing work 
with CSUs to analyse causes of increase within their areas and proactive 
management on long term sickness, additional analysis had been undertaken 
to identify underlying causes to the recent increases.   It was also anticipated
that the outcomes of the latest staff survey would help to get data and analysis
on stress, which was acknowledged as a growing problem for the Trust. 

Finance  
Mrs Ashby expanded on each of the indicators shown in the report, confirming 
the continuing Finance Risk Rating of 3 (as planned) and current income 
surplus position of £1.195m above plan.  She remained confident that the year
end position would meet 100% of capital programme and deliver the required
run rate for the transformation programme.  It was noted that reporting on the 
transformation programme continued to develop; the latest report showed 91%
at month 10 compared to 58% at month 9.  Mr Spinks also queried the risk 
rating of the programme at amber, which it was explained referred to volume in
the context of paid activity.  Mrs Christon was pleased to note the improvement 
in the pay position, even though still above plan. 

Transformation Programme  
Mrs Jeffers reported on progress and current challenges to the programme in 
view of operational pressures, nonetheless no programmes had been rated as 
“red” for the month.   There were now two main focuses: (i) to drive years two 
and three through the CSUs and build on the work to date and (ii) to get the 
programme recognised more widely across the community and build wider
engagement.  Mrs Christon welcomed the latter as, from attendance at a recent 
transformation board meeting, she had been concerned by the lack of 
engagement by one of the key partner organisations, who would be critical to 
the success of several elements to the programme.  Members of the Board and 
Executive Team undertook to use their regular meetings and contacts with this
partner to help progress discussions. 

It was noted that some programmes had also been delayed due to staff 
changes and sickness absences.  Whilst the impact of the latter was 
sometimes unavoidable, the Non Executive Directors questioned why staff 
changes (particularly with the notice periods involved) had not been better 
addressed.  Mrs Jeffers confirmed that this had been recognised  by the
Transformation Board and steps taken, with each programme now having
specific programme leads and support structures in place.  However, it was 
agreed that this should be revisited by the Executive Team to ensure the Board
could be better assured about processes in place to mitigate the impact of any 
future absences or staff changes. 

The Non Executive Directors welcomed their increased involvement with the
programmes and the Executive Team had appreciated their input.  Following
attendance at recent meetings and based on the update report, the Non 
Executive Directors highlighted some developments and continuing concerns: 

 with regard to the Urgent Care Pathway programme, Mrs Christon
highlighted  the need to determine the position of the GP service beyond
31st March  and the virtual ward beyond 31st March.   Ms Brearley and 
Mrs Mcnair outlined ongoing work on both issues and it was agreed that
information on ongoing work would be useful to include in the progress 
report in future 

ALL
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 the external support for the Strategic Services Review (SSR) was noted, 
outcomes from which would be critical to the business plan (as an iterative
document) although full  details were unlikely to be available ahead of
submission of the annual plan to Monitor.  It was agreed that the momentum
and continued drive should be reflected in the annual plan, building on the
feedback provided to Monitor at the Stage 2 review.  It was noted that the 
SSR was not supported by regular meetings although Mr Spinks (nominated
Non Executive) planned to meet with Mrs Jeffers as programme lead to 
keep updated.  It was also agreed that his support at the Elective Care
board would be welcomed as Mr Houghton, currently the  nominated Non 
Executive for that programme had not yet been able to attend. 

 Looking at the IT workstreams, the Chairman queried how the staff affected 
by the proposed TUPE transfer to South West Yorkshire Partnership FT 
(SWYPFT) were responding and being supported.  Ms Brearley and 
Mrs Ashby explained the situation and affirmed that they were trying to keep
the staff as aware of progress as possible.  Staff were aware that the timing 
and process was not within the Trust’s control. 

It was also reported that the Trust had received confirmation that its initial
expression of interest (first stage) for the national PAS programme had 
received favourable feedback, with some points to be clarified. 

 For the Non Clinical support programme, Mrs Ashby confirmed that work 
was being progressed with Capita to explore options on coding. 

 Referring to the financial overview, Mrs Ashby confirmed that no 
transformational money or contingency funding had been  included in the
report. This funding had enabled investment in the project management
office and support work rather than set against the programmes’ delivery.
The forecast outturn was below plan but projected to catch up by year end. 

In terms of the overall report, Mr Patton thanked Mrs Jeffers for the improved
format and content.  The triangulation between the progress report on the
programme and the financial reporting on same was queried.  It was clarified 
that the progress report reflected the position for the month in question rather 
than year to date, albeit the year to date run rate was shown in the milestone
report.  Mrs Ashby also highlighted the differing aims of the programmes, not all 
have which currently have cost improvement programmes attached (eg
consistency in care and strategic services) compared to others, such as
Estates, which were over achieving. 

 

PS

13/51  CHAIRMAN’S REPORT (13/02/P/18)

The Chairman’s report was received and noted.  In addition to information 
provided in the written report, the Board noted that appointment of a 
Membership Manager had been supported by the Board of Trustees on a 12
months trial basis, in response to the request of the Council of Governors. 

The Board also noted that the Board of Trustees had recently approved the 
updated Policy and Procedures for Charitable Funds, which had been reviewed
to incorporate the role of the newly established fundraising office at the
hospital. This information would be cascaded across the Trust through the 
monthly team brief.  
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13/52  CHIEF EXECUTIVE’S REPORT (13/02/P/19)

The Chief Executive’s report was received and noted.  The Chief Executive
drew particular attention to the “working together” agreement reported in
section 2, work on which continued to progress to enable firm proposals to be
available for consideration at the Board’s meeting in March.  
 

For good order the Board also confirmed the authority of the Chief Executive
and  Director of Finance & Information to complete the 2013/14 contract
(scheduled for March) on behalf of the Trust, in accordance with usual practice.
  

POC/
JA

13/53  ANY OTHER BUSINESS 

a)  Public Comments  
It was suggested, and the Board agreed, that the introductory information 
provided with the packs distributed at the meeting for public attendees
should be reviewed to highlight the Board’s emphasis on “patients at the
centre of everything we do”. 

b)   Date of Next Meeting  
The next meeting of the Board of Directors was scheduled for 28th March
2013, commencing at 2pm. 

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.   

CS
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SUBJECT: MATTERS ARISING 

DATE: MARCH 2013  

PURPOSE: 
To report on matters arising from the Board meeting held in public on  
28th February 2013 and to provide an update on items from previous 
meetings where applicable. 

RECOMMENDATIONS: 
The Board of Directors is asked to receive and note the progress 
reported on matters arising from previous Board meetings. 

AUTHOR: 

 
Paul O’Connor   
Chief Executive 
 
Carol Dudley 
Secretary to the Board   
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1. 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 FEBRUARY 2013  

The table below provides an update on actions arising from the last Board meeting held in 
public.   

Table 1 
Minute 

ref 
Issue Outcome/Action 

13/37 
Patient’s Story  
Board’s appreciation to be conveyed to Mrs 
Potter, for her tremendous work and support. 

Completed – letter sent from 
Chairman on behalf of the Board. 

13/41 
CQC Inspection  
Actions to be developed and monitored 
through governance committees 

Ongoing: to be progressed at April 
Clinical and Non Clinical Governance 
& Risk Committees  

13/43 

2013/14 Business Planning 
Board report covers to be revised after 
business plan agreed to reflect progress 
against values/QIPP 

To be progressed for 2013/14 

13/44 

HSMR/SHMI 
a) Notes of CGC Chair/Medical Director 

meeting re HSMR to be circulated on 
request. 

b) Presentation to Governors’ Patients & 
Access sub-group  

a) To be provided on request 
b) Scheduled for 30th April  

13/45 

Francis Report  
a) A range of actions to be progressed 

within the learning and training 
programme and Organisational 
Development Framework  

b) Gap analysis to be carried out and shared 
with Governors 

c) Wider engagement systems to be 
developed. 

a) Ongoing: largely led through HR,  
See also agenda item 7 re OD 
Framework. 

b&c) Ongoing: integral to the action 
plans being developed from the 
Patient Quality and Safety Review 

13/47 

Non Clinical Governance & Risk 
a) Ensure progress reports on JAG 

accreditation to be reported via QSIEB 
b) Extramed to be noted on risk register 
c) Letter of thanks to be sent to 

Mrs Peverelle on behalf of the Board 

a) In action: reports received at QSIEB  
b) Completed 
c) Completed - letter sent from 

Chairman on behalf of the Board. 

13/50 

Integrated Performance Report 
a)  Activity - Ongoing work re A&E, including 

notification to Monitor on year end 
projections 

b) Transformation:  several actions identified 
for further development  

a) Actioned. 
b) Actioned: March integrated 

performance report refers. 
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Minute 
ref 

Issue Outcome/Action 

13/51 

Chief Executive’s report  
a)  Working together agreement to be 
 progressed  
b)  Contract to be signed 

a) Private agenda refers (pending 
agreement with all parties); update 
to be shared with Council of 
Governors’ April General Meeting 

b) Currently on schedule for sign off by 
end of month. 

 
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 
Issue Outcome/Actions 

Jan 
13/04 

Matters arising:  
a) Subsidiary company  

Further assurance re accounting/audit 
requirements for 2012/13 awaited  

b) Clinical Commissioning Group  
Outcome of authorisation application to be 
advised. 

a) Actioned: Audit Committee 
assurance report refers  
– see agenda item 9  

b) Update provided in CEO report 
– agenda item 14 

Jan 
13/10  

Voluntary work in the Trust  
Update report to follow when ongoing work 
progressed.   

Due June/July 

Dec 
12/306 

Non Clinical Governance & Risk   
Overview of policies (process) 

a)  Progress report due March/April. 

Dec 
12/307 

Privacy & Dignity  
a) DVD to be presented to Council of 

Governors’ sub-group meeting 
b) Training dates to be shared with Board 

members for attendance. 

a) Scheduled for Governors’ sub-
group 30th April. 

b) Dates received and circulated  

Oct 
12/251 

Integrated Performance report  
Non Clinical Support programme: IT model to 
be presented to the Board 

Scheduled for December 2012 – 
deferred due to focus on the PAS/EPR 
project; to follow March/April 2013 

July 
12/173 

Governance Documents  
Brief guidance to be provided for Clinical 
Directors/Clinical Service Units 

Guidance completed,  
for distribution in Quarter 4.  
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SUBJECT: STATEMENT OF COMPLIANCE REGARDING SINGLE SEX 
ACCOMMODATION 

DATE: MARCH 2013  

PURPOSE: 

To provide the Board with:  

i) a status and progress update regarding the ongoing delivery of 
the requirements for single sex accommodation; and  

ii) present the annual declaration of compliance for agreement. 

Board Assurance 
Framework: 

BAF  
Key 
risk  

To provide assurance against strategic objective 1 and 2e. 

RECOMMENDATIONS: 

The Board of Directors is requested to receive this report and: 

i) note the current position and ongoing risks associated with 
ensuring and maintaining single sex accommodation. 

ii) approve publication of the agreed declaration of compliance on 
the Hospital website with immediate effect. 

AUTHOR: Heather Mcnair, Chief Nurse  

 



  
 

 

CORE IMPLICATIONS  
 

i) Business Plan Objectives    
Patient focus 

ii) Public and Patient Involvement 
Integral to this workstream. 

iii) Communication And Reputation  
This is an area of active high media and political interest. 

iv) Risk Issues (including reputation) 
Risks of breaches or non-compliance with the requirements necessitate reports to 
commissioner and potential for fines to be applied, plus declaring to Monitor. 

v) Equality and Diversity 
Inherent in the delivery of all workstreams.  

vi) Sustainability 
N/A 

vii) Legal 
No legal aspects noted. 

viii) Resources 
No added resources required however failure to deliver this agenda would inflict financial 
penalties.  
 
 
 

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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1. INTRODUCTION  

1.1 The Department of Health maintains an ongoing high level of focus and commitment 
on the issue of single sex facilities as one of the core elements of privacy and 
dignity work. The expectation on all NHS organisations is clearly identified in that 
they are to ‘eliminate mixed-sex accommodation, except where it is in the overall 
best interest of the patient, or reflects their personal choice’ (national definition).  

1.2 This paper will review the ongoing work and assurances in this area, previously 
highlighted to the Board of Directors and provide evidence to support the proposed 
Declaration of Compliance. 

2. REQUIREMENTS 

2.1 Make a declaration, clearly visible on their websites, no later than 1 April 2013. 
The declaration should be accompanied by a commitment to audit data quality and 
to publish the results to ensure all episodes of unjustified mixing are captured and 
reported and that mixing is only classified as “justified” if it is genuinely in the 
patient’s overall best interests. 

3. REPORTING ARRANGEMENTS 

3.1 The Board of Directors will continue to receive a monthly update via the Integrated 
Performance Report on performance against the national definition.  

3.2 The Hospital has a clear internal and external escalation process, which is activated 
in the event of an episode of mixing. A root cause analysis (RCA) is undertaken and 
presented for discussion at the monthly RCA meeting with commissioners. The 
outcome of the meeting would determine if the episode of mixing was “justified” or 
not. If identified not to be “justified” then it must be recorded as a breach and the 
Primary care Trust (PCT) could consider imposing financial sanctions.  

3.3 Any breaches of sleeping accommodation1 for each patient affected are reported via 
the national reporting system – Unify2 System. This data is now made public and is 
the subject of ongoing scrutiny by the national media. 
 
Updates of Specific Clinical Areas 
 
a) Acute Medical Unit (AMU) 
 Concerns raised previously have now been addressed and are no longer an 

issue in the new unit.  
 
b) Critical Care Areas  
 (Intensive Care Unit, Surgical High Dependency Unit and Coronary Care 
 Unit) 

The national EMSA guidance indicates a breach occurs when a patient’s care 
needs moves from Level 2/3 care down to Level 1. The local exclusion now 

                                            
1 includes areas where patients are admitted and cared for on beds or trolleys, even when they do not stay 
overnight therefore includes all admissions and assessment units (including clinical decision units), plus day 
surgery and endoscopy units. It does not include areas where patients have not been admitted, such as accident 
and emergency cubicles. 
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indicates a breach will occur if patients are not moved from the critical care area 
within the same day or within 12 hours. Monitoring of these timeframes has been 
put in place across all the applicable areas.  

 
c) Day Surgery/Endoscopy and Planned Investigation Unit (PIU) 

There have been some significant improvements in these areas.  The Planned 
Investigation Unit has now moved to a new clinical area and there is a clearly 
defined discharge area in endoscopy/day surgery.  Estates work is being 
undertaken in Endoscopy to ensure it meets Joint Advisory Group (JAG) 
accreditation standards which will further improve the environment.  However this 
remains an area where active ongoing monitoring is required and in place. 

 
d) Paediatrics 

The current guidance indicates that Children and Young People should have a 
choice of whether care is segregated according to gender or age. In order to 
meet this challenge additional questions are now in place in the nursing 
assessment to establish the individual requirement; bed management processes 
have also been put in place to meet these requirements. Ongoing monitoring of 
compliance will take place in the form of an annual audit.  The criteria for the 
remaining areas of the Trust remain unchanged, as a result all remaining areas 
continue to meet the guidance.  

4. SELF ASSESSMENT 

4.1 The Trust continues to self assess itself on a regular basis against the national 
definition.  

4.2 The Trust has a live plan that details the areas of potential concern and the 
mitigating factors employed to ensure that no episodes of “unjustified” mixing occurs 
in these areas. The Commissioners have identified set dates when the eliminating 
mixed sex action plan is monitored and in addition on a monthly basis the 
Commissioners receive the information from the integrated performance report – of 
which episodes of mixing are recorded – and findings (as appropriate) from the root 
cause analysis (RCA) meeting are presented.  

4.3 The Commissioners have agreed a number of local exclusions against the ‘decision 
matrix for providers and commissioners’. These provide a clear timeframe for audit 
of compliance against specific aspects of the matrix, information on which will be 
published on the Trust website in a timely manner.   

4.4 In light of the information provided and following detailed discussions internally and 
with the Commissioners, the recommended position is to replace the statement of 
compliance currently on the Trust website with the proposed declaration of 
compliance at Appendix 1. 

5. APPENDICES 

Appendix 1 – Declaration of Compliance 
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Declaration of Compliance 

March 2013 

Barnsley Hospital NHS Foundation Trust is pleased to confirm that we are compliant with the 
Government’s principles to eliminate mixed-sex accommodation, despite a breach in the last 
quarter of 2012/13.  Exceptions are only made when it is in the patient’s overall best interest, 
or reflects their personal choice. 

Facilities, resources and culture 

We have the necessary facilities, resources and culture to ensure that patients who are 
admitted to our hospitals will only share the room where they sleep with members of the same 
sex, and same-sex toilets and bathrooms will be close to their bed area. 

Sharing with members of the opposite sex will only happen when clinically necessary (for 
example where patients need specialist equipment such as in Intensive Care Unit, Coronary 
Care Unit and Surgical High Dependency Unit), or when patients actively choose to share. 

Committed to Dignified Care 

The Trust is committed to dignified care, one of the strands of which is delivering single sex 
accommodation. We will continue to provide this and will work hard to make sure all patients 
are treated with dignity and respect at all times. 
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SUBJECT: Trust Organisational Development Framework and Leadership 
Development Progress Report 

DATE: MARCH 2013  

PURPOSE: 

To present to Trust Board the Trust’s Organisational Development 
Framework 
 
To provide Trust Board with a progress report on implementation of 
Trust Leadership Development Programmes 

Board Assurance 
Framework : 
 

BAF  
Key 
risk  

This framework will contribute to delivery of all strategic 
objectives in particular 3: investing in our workforce and 
continue to develop them to provide high quality.  
The framework will contribute to the ongoing development of a 
high performing and motivated workforce by increasing 
workforce engagement, competence and wellbeing/and, 
creating a culture where care, compassion and safety is 
central to everything we do. 
 

RECOMMENDATIONS:  

1.  It is recommended that Trust Board receives and approves the  
Trust Organisational Development Framework and action plan. 

 
2.  It is recommended that Trust Board receives the progress report 
 for information. 

AUTHOR: 
Hilary Brearley, Director of Human Resources and Organisational 
Development 
Angela Earnshaw, Assistant Director of HR (Learning and OD) 
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CORE IMPLICATIONS 

i) Business Plan Objectives    
1 Provide high quality and safe services 
2 Design healthcare around the needs of our patients 
3 Invest in our workforce and continue to develop them to provide high quality 
services 
4 To make the best use of our resources 

ii) Public and Patient Involvement 
Not applicable 

iii) Communication  
Individual communication and staff engagement plans will routinely be developed to 
support each discreet organisational development intervention.   

iv) Risk Issues (including reputation) 
The purpose of the Organisational Development Framework is to create a culture 
where compassion, care and the safety of our patients is at the centre of everything 
we do.  Delivering this change is vital to developing the Trust’s reputation as a place 
where patients, staff and their friends and families want to receive healthcare.  

v) Sustainability 
Not applicable 

vi) Legal 
The Organisational Development Framework and Action plan will support the Trust’s 
legal duty to meet the NHS Constitution, in particular aspects that relate to equality of 
treatment and access to services and high standards of excellence and 
professionalism. 

vii) Resources 
Resources to support implementation of the Organisational Development Framework 
Action Plan will be identified for each intervention, this will involve utilisation of 
internal resource in the Trust Learning and Development Team and where applicable 
procurement of external resource and expertise. 
 
 

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 : 
Trust Organisational  Development Framework and 
Leadership Development Progress Report Ref: 13/03/P/07 
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1. INTRODUCTION – TRUST ORGANISATIONAL DEVELOPMENT FRAMEWORK 

1.1 Board members will recall a discussion at the February 2013 Board meeting on the 
Trust Organisational Development Framework and delivery action plan.  The attached 
Framework and action plan represents the final draft following thorough discussion 
and consultation amongst key stakeholders.  The Framework represents the Trust’s 
approach to developing the organisation to ensure we create a culture where 
compassion, care and safety of our patients are at the centre of all we do. 

1.2 The framework addresses many of the issues raised by the Francis Inquiry and its 
recommendations, support the NHS Constitution.  Both the framework and the action 
plan are underpinned by Trust values and behaviours. 

1.3 The Framework outlines key areas of organisational development activity and focus, 
these are:- 

• Developing high performing teams 
• Developing behaviours that support Trust values 
• Developing leadership and change competence 
• Developing coaching: team and individual 

1.4  The delivery action plan outlines key workstreams to deliver the framework’s 
 objectives during the next 12 months.   

2. DEVELOPING LEADERSHIP AND CHANGE COMPETENCE – PROGRESS UPDATE 

2.1 One key aspect of the Organisational Development Framework is developing 
leadership and change competence.  The following provides an update on 
implementation of key leadership development activities:- 

2.1.1 Service Leadership Model (SLM) Leadership Development Programme 

Sheffield Hallam University (SHU) has been appointed as the Trust’s delivery 
partners for the SLM Leadership Development programme.  Key stakeholders 
have been involved in the design of the programme specification and 
procurement of the provider.  Angela Earnshaw, programme lead is currently 
working closely with Sheffield Hallam University to ensure programme content 
and design fully reflects the needs of the Trust and participants.   The cohort of 
20 delegates has been agreed, these include Clinical Service Unit (CSU) 
clinical directors and other senior leaders.  A programme board will be 
established to sign-off the delivery plan and monitor progress.  The first phase 
of delivery will commence on 17th May 2013.  It is recognised that the SLM 
Leadership Programme and the Platform to Transform Programme, described 
in detail below, need to provide an integrated opportunity for delegates from 
both programmes to participate in joint learning and development.  Impact 
measures for the SLM programme will be identified at the planning stage and 
data collected to enable full evaluation of learning and return on investment 
reporting to take place. 
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2.1.2 Platform To Transform Programme 

UKWON have been appointed as the Trust’s partners to deliver the taught 
component of this programme.  Programme launch of the first cohort took 
place on 25th January 2013 and 15 middle managers, including matrons, 
service managers and transformation leads, commenced on the programme.  
The programme design incorporates a blended delivery approach and includes 
opportunity for participants to experience taught modules, action learning, 
coaching from executive directors and 360 degree feedback based on the NHS 
Leadership framework.  Lucy Harmer is programme lead and Trust Directors 
Liz Libiszewski and Elaine Jeffers are providing support as action learning set 
facilitators and coaches.  A second cohort of 25 middle managers has already 
been identified and will start the programme on the 19th April 2013. 

2.1.3 Board Development/Executive Team Development 

Trust Board and Executive Team members are currently participating in a 
number of development activities, as follows:- 

• Board Effectiveness Programme 
• Understanding Your Leadership Impact 
• Executive and Non Executive Team Development Programmes 

2.1.4 Nurse Leadership Development 

 The University of Sheffield in conjunction with the Trust Learning and 
Development Team and senior nursing colleagues, is currently working to 
complete a comprehensive training needs analysis to fully understand the 
leadership and management training needs of nurses working in middle band 
clinical leadership roles.  The results of the training needs analysis will then 
inform the design and development of the Trust’s leadership and management 
development provision and enable the needs of nurses to be addressed.  In 
particular the needs of Trust lead nurses have been identified as a priority and 
the Learning and Development team is working with senior nursing colleagues 
to ensure the training needs analysis and subsequent development 
interventions meet Trust, individual and service needs. 

 The NHS Leadership Academy is currently offering places on national nurse 
leadership development programmes, some nurses working in the Trust have 
been supported to participate in these programmes. 

3. CONCLUSIONS 

3.1 The Trust Organisational Development Framework and action plan has been 
developed in conjunction with key stakeholders including Workforce Board and Non-
Clinical Governance and Risk Committee. 

3.2 The Framework and Action Plan include measures of success and progress against 
these will be monitored and reported to Workforce Board, Non-Clinical Governance 
and Risk Committee and Board. 

3.3 The Framework will be subject to annual review and updated to ensure it continues to 
be aligned to Trust values and enables the Trust to deliver transformational change. 
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4. APPENDICES 
Appendix 1 – Trust Organisational Development Framework 
Appendix 2 – Trust Organisational Development Framework Action Plan 
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Organisational Development (OD) Framework 

1.  Introduction and Context 

The Trust is currently facing unprecedented change as it undergoes a far 
reaching programme of transformation and organisational development in order 
to create a culture where compassion, care and safety for our patients is at the 
centre of everything we do. Embedding the agreed Trust values and behaviours 
is a fundamental part of a change in culture. Our Values are:   

1. We treat people how we would like to be treated ourselves  

2. We work together to provide the best quality care we can  

3. We focus on your individual and diverse needs 

Our aim is to ensure that leaders at every level have the skills and capacity to 
create transformational change in line with the Trusts strategic vision and that 
our Clinical Service Units are supported to deliver clinical services to patients 
that are patient centred, high quality, efficient and safe. The Trust is committed 
to a programme of organisational development that equips our workforce, 
governors and Non-Executive Directors to continually achieve local and 
professional standards delivered through robust audit, performance 
management and accountability.  

The Trust faces significant financial challenges in the next 3-5 years and beyond, 
with the need to reduce overall costs year on year and at the same time meet 
the ever increasing demands of changing service delivery and population 
change. To achieve that, we must engage our workforce in challenging what we 
do, and how we do it – looking for better, more effective and efficient ways of 
delivering the best possible care to our patients. 

The Trust requires strong and efficient teams across the organisation to be 
working effectively both within the Trust and also with our external partners and 
stakeholders.  The Trust is currently adjusting to working with new health care 
commissioning arrangements, local clinical commissioning groups (CCGs), and 
the opportunities and threats that any qualified provider (AQP) will bring. 

These challenges require individuals, and teams in the Trust to think behave and 
work differently and being able to learn and change are the main ingredients for 
success.  The Trust recognises that it has a need to develop strong clinical 
leadership teams.  Major investment in leadership development to support the 
embedding of the Service Leadership Model (SLM) and support transformation is 
planned over the next 2 years. 

We know that the future will not be easy, many challenges lie ahead for the Trust 
as the commissioning landscape changes and more demands are required to 
provide high quality healthcare even more efficiently than before.  The Trust 
needs a workforce that is adaptable and responsive to the demands that are to 
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come; this won’t happen by chance, investment must be made in the 
organisation’s teams and individuals to enable us all to be better, stronger, 
together.  

 

2.  What is Organisational Development (OD)? 

Organisational Development involves the utilisation of a number of strategies to 
enable teams or individuals to change and learn new ways of working that match 
the needs of the business. 

There are lots of definitions of OD in the literature, this is one that is used widely 
in the context of NHS organisations, OD is described as 

“A planned, holistic approach to improving organisational effectiveness – one 
that aligns strategy, people and processes. 

Fundamentally, OD balances the need for organisational effectiveness, 
organisational and individual well-being with wider societal concerns about the 
kind of world we live in. 

You have to have the will to improve, you have to have ideas about alternatives 
to the status quo, and then you have to execute these ideas reliably and robustly 
to make the change real and sustainable” 

OD is not just a distinct function. It is a “way of doing things” that can be adopted 
by individuals and teams across the Trust.  OD is everybody’s responsibility and 
if sustainable change is to be achieved broad and active engagement must be 
achieved. 

It is about creating a shared vision for the organisation, (what), mapping the 
skills and behaviours needed to successfully deliver the vision (how), and 
creating a common language and consistent approach across the organisation, 
that clearly aligns to our values, and that these are role modelled and actively 
championed by the Trusts Board and  senior leaders.  

  

3.  Purpose of Barnsley Hospital NHS FoundationT rust’s OD 
Framework 

• To develop the Trust both as a place where patients want to receive 
healthcare and where people want to come and work 

• To continually improve the quality and safety of healthcare services delivered 
to our patients and deliver the Trust’s vision and strategic objectives 



OD Framework – version  

 

• To bring about behavioural change and develop the skills and capacity 
required to deliver the Trust’s 3 year transformation programme. 

• To maximise the performance of individuals, teams and the whole 
organisation, and to equip individuals and teams with the capacity and skills to 
match the needs of patients who access our care.. 

• To develop the culture of the organisation to reflect the agreed Trust values 
and behaviours, these are 

Value 1: We treat people how we would like to be treated ourselves”  

Behaviours:-   We will always:-  

1. Show you respect, courtesy & professionalism 

2. Treat you with kindness, integrity & dignity 

3. Communicate with you in a clear, honest & responsible manner 

Value 2 “We work together to provide the best quality care we can”  

Behaviours:-  We will always:- 

       1. Share the same goals; viewing issues as challenges 

  2. Recognise your contribution by treating you fairly & equally 

       3. Constantly learn from you, so we share & develop together 

Value 3 “We focus on your individual & diverse needs” 

Behaviours:-  We will always:- 

       1.  Personalise the care we give to you 

       2. Strive to keep you informed & aim to involve you in decisions  

       3. Take the time to listen to you  

 

4. What will be the Measures of Success? 

It is important to establish how the success of this framework will be 
measured, the following guiding principles should be applied to ensure OD 
activities deliver agreed change:- 

4.1 All OD activities must uphold and support the Trust’s mission, vision and 
values. 

4.2 All OD activities add value to the Trust at an individual, team, CSU and 
Trust level. 

4.3 Everything we do within this framework puts our patients and carers care 
and safety at its core. 
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4.4 All staff understand that developing the organisation is everyone’s 
responsibility and time should be invested in ensuring staff understand 
how they can contribute. 

4.5 All OD activity must have agreed measures of success and progress 
tracked and reported to ensure activities really do make a difference. 

By following these principles, we can ensure that we have a workforce that is 
genuinely committed to, and has the skills to provide excellent care to our 
patients, by working effectively across teams, always working to high 
professional standards, and is comfortable with challenging ourselves and 
others when we don’t deliver to these standards, or when we think we can do 
better. 

The Framework’s success will be measured by the Trust’s ability to drive and 
deliver the transformational change agenda as outlined in the objectives in 
section 3.  There are some specific performance indicators that will be used 
as direct measures of success, these are:- 

• Staff Survey results - indicators relating to leadership, team working, staff 
engagement in decisions, work related stress, care of patients being a top 
priority, role clarity/appraisals, staff recommending the Trust for care of 
self or family and satisfaction with extent that Trust values work 

• CQC Outcomes and CQC Quality Risk Profile Indicators  

• Data collected on quality of appraisal/appraisal compliance rates 

• Incident reporting/raising issues and learning to change 

• Behavioural change/impact of Trust values 

• Patient feedback/ surveys, raising overall patient satisfaction and 
reduction in patient complaints. 

• Investors in People Accreditation – feedback received against 2014 
assessment 

• Family and friends test – increase in Trust reputation as a place where 
staff would recommend the Trust as a healthcare provider to friends and 
family.  More patients recommending the Trust as a place to receive 
healthcare. 

• Demonstrating return on investment by achieving the pre-determined 
success measures for major development projects, for example team 
coaching/Platform to Transform and SLM Leadership Development 
Programme. 

It is important that success criteria for OD activities is defined and can be 
measured, the Trust will utilise a structured and agreed process of return on 
investment to ensure this is achieved.  OD activity will be continually reviewed 
to ensure continued alignment to organisational values, aims and objectives.  
Trust Workforce Board and Non-Clinical Governance and Risk Committee will 
receive regular monitoring and reporting against agreed success criteria. 
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Developing 
high 

performing 
teams 

5.  Benefits 

Utilising an organisational development approach is particularly beneficial when 
managing changes that impact on strategy, culture, restructuring or processes.  
This can be at the individual, team or organisational level.  The following are 
examples of the positive impacts:- 

• Fosters innovation 

• Actively engaging our workforce in delivering a shared vision 

• Enhancing working relationships and ways of communicating  

• Enhance the effectiveness of teams and the way they work  

• Understanding and successfully managing change  

• Improving cross functional/cross departmental working.  

• Equips people with the skills and knowledge they need to solve problems and 
encourages them to continually improve what they do. 

 

6.  The BHNHSFT OD Framework – to bring about continuous 
improvement to our services to patients 

The Trust already has a well established Learning and Development function, 
which runs a comprehensive programme of development, and provides a lead 
on some early OD programmes such as ‘Together We Will Make It: better’ 
Programme, TNA for ; band 6/7/8a nurses, Service Leadership Model 
Leadership Programme, and ‘Platform to Transform Programme’. It performs 
comparatively well on the delivery of appraisals and mandatory training,  
However, we recognise that a comprehensive OD  approach is a fundamental 
element of the Trusts ability to meet the challenges it faces, and that effective 
OD intervention must be selective (so that we don’t overload our workforce), and 
clearly focused on our principle objectives: 

 

 

 

 

 

 

 

 

 

Creating a culture 
where 

compassion, care 
and safety for our 
patients is at the 

centre of 
everything we do 

Developing 
coaching: 
team and 
individual 

Developing 
behaviours 
that support 
Trust values 

Developing 
leadership and 

change 
competence 
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This framework should inform our decisions to continue with development 
programmes and initiatives, realign them to these principles, and help us identify 
the gaps so that we can design and source fit for purpose interventions. 

• Appraisal and clear goal and objective setting – underpin all elements of the 
framework. 

• Talent management and proactive workforce engagement require 
development, and will also underpin the entire programme. 

 

6.1 Developing Coaching, Team and Individual  

Intervention  Status  

Utilisation of team coaching In progress 

Embedding coaching as a management tool to develop 
competence and learning 

Gap 

Establishment of local coaching network Gap 

Development of existing and training new coaches o 
support Trust development programmes and individual 
growth 

Gap 

 

  6.2 Developing High Performing Teams  

Intervention  Status  

Developing team leadership and first line managers Current 

Utilisation of team coaching Gap 

Developing team resilience Gap 

Recognition and reward Current 

Strong corporate and local communication of goals and 
expectations 

In progress 

Performance Management to ensure behavioural change 
to reflect Trust values 

Gap 

Specific OD interventions designed to develop teams In progress 

Together we will make it: better programme Current 

Challenging ourselves and others when we don’t deliver to 
professional standards 

In progress 

Creating a learning culture where staff are comfortable to 
raise concerns and whistle blow. 

In progress 
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6.3 Developing Behaviours that Support Trust Values  

Intervention  Status  

Developing team and individual resilience Gap 

Conflict resolution and customer care skills development Current 

Customer care training for doctors In progress 

Embedding values and behaviours in recruitment, 
appraisal and performance management systems and 
processes 

Gap 

Together we will make it: better programme Current 

 

6.4 Developing Leadership and Change Competence  

Intervention  Status  

Board development programme In progress 

SLM Leadership Programme In progress 

Platform To Transform Programme In progress 

Coaching, team and individual  Gap 

Leading and Empowered Organisation (LEO) Current 

Band 6/7 Nursing Leadership Development Gap 

360 degree feedback – NHS Leadership Framework In progress 

Management Development Programmes Current 

7.  Methodology 

The framework will be delivered utilising a number of organisational development 
tools and interventions.  The Trust has a small internal OD resource, where 
appropriate internal skills will be utilised and developed.  It may be necessary to 
bring-in specific expertise from outside the Trust, where this is required, funding 
and expertise will be accessed and utilised, ensuring value for money and return 
on investment.  Where applicable, the Trust’s internal resources on 
methodologies such as return on investment (ROI) will be utilised) 

The Trust will be developing coaching capacity to support this framework.  The 
Yorkshire and Humber SHA will work closely with the Trust to ensure local 
expertise is developed and grown to enable both individual and team coaching to 
be an integral part of the OD framework. 
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When choosing to work with partners, we will select providers who are best able 
to promote the Trusts values in the method and content of their delivery. 

Effective diagnosis is a key aspect of OD and this demands rigorous Training 
Needs Analysis (TNA) from all levels of the organisation and involving a broad 
range of stakeholders.  The process of involvement is just as important as the 
data itself in bringing about change.  The role of those leading the OD 
interventions is to respond to the issues that emerge from the TNA and to ensure 
that those who remain critical to the success of the change, the staff, remain fully 
engaged. 

OD interventions will broadly utilise the following 6 phases:- 

1. Entry and contracting 

2. Data and diagnosis 

3. Feedback and review 

4. Planning and intervention 

5. Evaluation and ROI 

6. Exit 

 

8. Next Steps and Action Plan 

8.1 This framework to be discussed at the Trust’s Workforce Board on 30th 
January 2013, Non-Clinical Governance Committee and Trust Board in 
February 2013. 

8.2 The attached action plan outlines the interventions and actions to 
implement this framework. 
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Action Plan to deliver OD Framework 

Objective Trust Values & 
Behaviours 

Intervention Actions Completion  
Date 

Developing 
Coaching, Team and 
Individual 

V2: We treat people how we 
would like to be treated 
ourselves 

B1: Share the goals, 
viewing issues as 
challenges 

B3: Constantly learn from 
you, so we share and 
develop together 

 

Embedding coaching as a 
management tool to develop 
competence and learning 

Training team coaches 

Training individual coaches 

Utilising existing coaching 
capacity 

Supporting coaches to become 
active 

Introducing coaching as a core 
leadership skill, embedding in all 
leadership programmes 

December  2013 
 
September  2013 
 
June 2013 
 
 
June 2013 
 
 
December 2013 

Establishment of a local 
coaching network 

Identify current and aspiring 
coaches 

Utilise coachnet, electronic 
database to connect and develop 
coaches  

May 2013 

 

May 2013 

Developing High 
Performing Teams 

 

 

V2: We treat people how we 
would like to be treated 
ourselves 

B1: Share the goals, 
viewing issues as 
challenges 

Utilisation of team coaching Training team coaches to enable 
in-house resource to support 
Trust team development 

December 2013 

Developing team and 
individual  resilience 

Team resilience programme 

Embedding of values and 
behaviours in Trust recruitment, 

June 2013 

December 2013 
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B3: Constantly learn from 
you, so we share and 
develop together 

V3: We focus on your 
individual and diverse needs 

B1: Personalise the care we 
give to you 

B2: Strive to keep you 
informed and aim to involve 
you in decisions 

B3: Take the time to listen 
to you 

appraisal and performance 
management systems 

Performance Management 
to ensure behavioural 
change to reflect Trust 
values 

Review of Trust Performance 
Management Policy and System 
to align with professional 
standards/accountability and 
values and behaviours 

December 2013 

Challenging ourselves and 
others when we don’t deliver 
to professional standards 

Developing robust partnership 
working and ensuring all team 
members understand their 
responsibility and accountability 

December 2013 

Creating a learning culture 
where staff are comfortable 
to raise concerns and 
whistle blow 

Develop and strengthen team 
leadership and review Trust 
procedures to support raising 
concerns 

June 2014 

Developing 
Behaviours that 
Support Trust Values 

 

V1: We treat people how we 
would like to be treated 
ourselves 

B1: Show you respect, 
courtesy and 
professionalism 

B2: Treat you with kindness, 
integrity and dignity 

B3: Communicate with you 
in a clear, honest and 
responsible manner 

Developing team and 
individual resilience 

Training team coaches to enable 
in-house resource to support 
Trust team development 

Team resilience programme 

 

December 2013 

 

September 2013 

Embedding values and 
behaviours across the Trust 

Review of Trust Recruitment, 
appraisal and Performance 
Management systems to be 
behavioural based 

Review and development of 
customer care training and 

December 2013 
 
 
 
 
June 2013 
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V2: We work together to 
provide the best quality care 
we can 

B1: Share the same goals, 
viewing issues as 
challenges 

B2: Recognise your 
contributions by treating you 
fairly and equally 

B3: Constantly learn from 
you, so we share and 
develop together 

V3: We focus on your 
individual and diverse needs 

B1: Personalise the care we 
give you 

B2: Strive to keep you 
informed and aim to involve 
you in decisions 

B3: Take the time to listen 
to you 

conflict resolution training 

Review and future 
development/utilisation of 
Together we will make it: better 
programme 

 

June 2013 
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Developing 
Leadership and 
Change Competence 

V1: We treat people how we 
would like to be treated 
ourselves 

B1: Show you respect, 
courtesy and 
professionalism 

B2: Treat you with kindness, 
integrity and dignity 

B3: Communicate with you 
in a clear, honest and 
responsible manner 

V2: We work together to 
provide the best quality care 
we can 

B1: Share the same goals, 
viewing issues as 
challenges 

B2: Recognise your 
contributions by treating you 
fairly and equally 

B3: Constantly learn from 
you, so we share and 

Board Development 
Programme 

Board effectiveness Programme 

MBTI profiling 

Understanding Leadership Impact 

February 2013 

SLM Leadership 
Programme 

Programme Procurement and 
Development 

Deliver and evaluate programme 

February 2013 
 
 
May2014 

Platform to Transform 
Programme 

Deliver and evaluate programme  May 2014 

Developing Team and 
Individual Coaching 

Training team coaches 

Training individual coaches 

Utilising existing coaching 
capacity 

December  2013 

September  2013 

March 2013 

Band 6/7 Nursing 
Leadership Development 

Complete training needs analysis 

Consider development gap 
solutions 

Develop and implement solutions 

March  2013 
 
April 2013 
 
April 2013 
onwards 
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develop together 

V3: We focus on your 
individual and diverse needs 

B1: Personalise the care we 
give you 

B2: Strive to keep you 
informed and aim to involve 
you in decisions 

B3: Take the time to listen 
to you 

360 degree feedback – NHS 
Leadership Framework 

Embed in leadership 
development programmes 

January 2013 – 
April 2014 

 

Management Development 
Programmes 

Review current provision to 
ensure it aligns with this 
framework and delivers skills and 
competences highlighted in 
training needs analysis activity 

September 2013 

 



REF: 13/03/P/08

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 

08 Information Governance toolkit

SUBJECT: INFORMATION GOVERNANCE TOOLKIT VERSION 10  

DATE: MARCH 2013 

PURPOSE: Endorsement of the Information Governance Toolkit V10 
Submission. 

Board Assurance 
Framework:

BAF 
Key 
risk  

1a deliver high quality and safe services.  
This provides assurance to support the Trust in meeting its 
requirmenets to comply with the Information Governance 
toolkit and as aprt of its CQC registration. 

RECOMMENDATIONS:

The Board of Directors is requested to approve the final submission 
of ‘Satisfactory’ compliance for version 10 of the IG Toolkit taking 
into account the re-assessment of ‘non-satisfactory’ requirements 
highlighted in the October Performance Update Report and section 2 
of this document. 

AUTHOR: 
Liz Libiszewski: Director of Quality and Performance  
Terri Milligan: Information Governance Manager  



08 Information Governance toolkit

CORE IMPLICATIONS 

i) Business Plan Objectives    
This supports the Trust in complying with the Inforamtiono Govenrice requirmnets 

ii) Public and Patient Involvement 
N/A 

iii) Communication  
None 

iv) Risk Issues (including reputation) 
None 

v) Sustainability 
N/A 

vi) Legal 
None 

vii) Resources 
None

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: Information Governance Toolkit Version 10 Ref: 13/03/P/08

08 Information Governance toolkit

1 INTRODUCTION  

1.1 The Department of Health is committed to ensuring the highest standards of 
Information Governance (IG) throughout the NHS. To support this, it has developed 
the IG Toolkit (IGT) - currently version 10. This is a self-assessment and reporting 
tool that organisations must use to assess local performance in line with the 
requirements set out in the NHS Informatics Guidance and Operating Framework 
2010/2011.  

1.2 All NHS organisations need to demonstrate compliance with the Key IGT 
requirements through achievement of at least Level 2 (3 is the highest level) and 
should be achieving Level 2 against all the requirements of version 10 of the IGT by 
31 March 2013. In addition, all organisations must ensure that their final IG Toolkit 
submission is subject to independent audit.  

2 IG TOOLKIT VERSION 10 SUBMISSION  

2.1 Key: 
Satisfactory (Green) = Achieved level 2 or above on all requirements  
Not Satisfactory (Red) = Not achieved level 2 or above on one or more requirements 

Initiative Compliance Rating 11/12
(Final)  
% 

12/13
(Final) 
% 

Information Governance Management  Satisfactory (Green) 93 93 
Confidentiality and Data Protection 
Assurance 

Satisfactory (Green) 87 85 

Information Security Assurance Satisfactory (Green) 77 76 
Clinical Information Assurance Satisfactory (Green) 83 93 
Secondary Use Assurance (Data 
Quality) 

Satisfactory (Green) 79 75 

Corporate Information Assurance Satisfactory (Green) 100 100 
Overall 82 

(Green) 
83 (Green) 

2.2 All IG Toolkit leads were asked to reset scores to zero, on release of V10, so that 
scores were not rolled over from V9 and to ensure each requirement was re-
assessed against current standards and processes. In total, 44 out of 45 
requirements have achieved the required level 2 compliance rating. The remaining 
requirement, 10-209, is not relevant to the Trust’s current working practices. 

2.3 The performance update noted by the IG Board in October 2012 highlighted three 
areas of non-compliance. All three have now been assessed as level 2 or above 
based on the following: 

10 – 313 – Policy and procedures are in place to ensure that Information 
Communication Technology (ICT) networks operate securely.

Following a penetration test of the Trust’s Information Security mechanisms it was 
recommended that the purchase of a new Information Security Engine (ISE) would 
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enhance existing controls. The requirement was graded at Level 1 whilst the ISE went 
through the tender process.  

As the procurement and implementation of the ISE has not yet reached completion a 
meeting was held between IG and ICT to discuss whether current controls (without 
the ISE) meet the level 2 criteria. It was agreed that current controls are adequate 
and the purchase of the ISE will work towards strengthening these controls. The 
following demonstrates how the Trust meets the evidence based criteria expressed in 
the requirement. (Appendix 2) 

   Level 1A/. The Trust has one network. Network Security is documented in the 
Information Security Policy.  The (Senior Information Risk Owner) SIRO sits on 
the IG Board and will therefore lead the approval of the Information Security 
policy. 

   Level 1B/. Reviews of Information Security Risks are undertaken in relation to 
networks i.e. penetration testing. 

   Level 1C/.Change control procedures are escalated to Director of ICT who sits on 
the IG Board alongside the SIRO. The Information Assurance Group (IAG) 
exception reports are also escalated through IG Board. 

   Level 2A/. An ISE server is currently out to tender, but the Trust has 
adequate controls in place surrounding network security, reliable firewalls, 
gateways and domains and file storage facilities which support access

   2A and B/. These procedures, policies and controls are available to staff through 
a dedicated sharepoint site, the policy warehouse, signage of the Acceptable Use 
Policy, Induction training etc.

2.3.2 10-324 – The confidentiality of service user information is protected through 
use of pseudonymisation and anonymisation techniques where appropriate.

An action plan for the pseudonymisation of data for secondary use assurance 
was originally implemented within Management Information Services (MIS). 
This requirement was reviewed and passed to Cheryl Wogan who broadened 
the scope of the action plan, which now extends to other systems (through 
Information Asset Owner’s/Administrator’s- IAO/IAA's) not currently captured 
through (MIS). Cheryl is currently working against that action plan and has 
scored the requirement as level 2.This work is reviewed at IG Board. 

2.3.3 10-505 – An audit of clinical coding, based on national standards, has been 
undertaken by a NHS Classifications Service approved clinical coding auditor 
within the last 12 months.

To achieve a Level 2 the Trust was subject to an external commissioned audit 
to assess clinical coding against national standards. 

The audit involved a random sample of 200 episodes of care across the whole 
range of services covered by a mandatory Payment by Results (PbR) tariff. 
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Results were recorded as follows: 

Correct (%) 2012
(IG Toolkit) 

Correct (%) 2013 (IG 
Toolkit)

Primary 
Diagnosis 

95.0 97.0

Secondary 
Diagnosis 

86.2 91.0

Primary 
Procedures

94.3 93.4

Secondary 
Procedures

96.7 93.7

The audit results achieved Level 2 compliance. 

3 INFORMATION GOVERNANCE TRAINING 

3.1 The IG training requirement IG10-112 stipulates – ‘Information Governance 
awareness and mandatory training procedures are in place and all staff are 
appropriately trained. 

3.2 The requirement is managed based on the local mandatory training requirements 
through the corporate curriculum and induction functions  

3.3 The Trust is currently 83% compliant with Information Governance Training. A cross-
departmental strategy is in place to improve and maintain overall IG training 
compliance and IG awareness is continually promoted throughout the Trust with the 
use of the internal communications system and available media. 

4 APPENDICES 

Appendix 1 – IG Toolkit V10 Final Submission Report

Appendix 2 – IG Toolkit Attainment Level
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Appendix 1 
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Appendix 2 
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REF: 13/03/P/09 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 
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SUBJECT: AUDIT COMMITTEE ASSURANCE REPORT 

DATE: MARCH 2013  

PURPOSE: 

This paper presents an assurance report following the Committee’s 
recent meeting held on 11 March 2013. 
 
The assurance report gives a highlight of the main, but by no means 
all, issues considered by the Committee at the last meeting.  These 
include progress of the internal and external audit 2012/13 work 
programmes, receipt and review of the minutes of the Governance 
Committees and review of the ongoing and regular issues monitored 
by the Committee. 

Board Assurance 
Framework : 
 

BAF  
Key 
Risk  

The Audit Committee provides oversight of the two 
Governance Committees, which are the assurance providers 
for the following business plan objectives: 1a, 1b, 1d, 1e, 2b, 
2c, 2e, 2f, 3b, 3c, 3d, 4f, 4g and 5e.  
 
The Audit Committee provides additional assurance against 
these business plan objectives through the scrutiny of the 
Governance Committee minutes and the detailed review of 
the audit reports produced as part of the internal and external 
audit work programmes. 

RECOMMENDATIONS: 

The Board of Directors is asked to: 
1. note the contents of the report. 
2. note the Proposed Changes to the Monitor’s Risk Assessment 

Framework – currently under consultation, included as 
Appendix 1 

3. approve the Travel Policy, as previously recommended by the 
Non Clinical Governance & Risk Committee and further revised 

AUTHOR: 
Paul Spinks, Non Executive Director & Chair of Audit Committee 
Vicky Peverelle, Head of Corporate Governance 
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CORE IMPLICATIONS 

i) Business Plan Objectives    
Integral to all objectives, but specifically to those where the Governance Committees 
are the key assurance provider. The Committee also has integral links to the Finance 
Committee. 

ii) Public and Patient Involvement 
N/A. 

iii) Communication and Reputation  
No issues of significant concern were identified by the Audit Committee at its last 
meeting, although a number of issues are under review and will be considered in 
liaison with the other Governance Committees. 

iv) Risk Issues 
Based on the reports provided, the Committee remains confident that all major risks 
and action plans are reflected in the Board Assurance Framework. 

v) Equality and Diversity 
N/A. 

vi) Sustainability 
Considered as part of Audit Report. 

vii) Legal 
N/A. 

viii) Resources 
As implied 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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1. INTRODUCTION  

1.1 The Committee continues to convene bi-monthly to review Trust-wide audit and 
assurance processes established to support and monitor delivery of the Trust’s 
corporate objectives as well as comply with statutory requirements. 

1.2 It also provides the Board of Directors with an independent commentary on the 
fitness for purpose of the Board Assurance Framework and the adequacy of the 
Board’s governance, risk management and internal control mechanisms.  As part of 
its role, the Committee continues to receive and review minutes of the Clinical 
Governance (CGC) and Non Clinical Governance & Risk Committees (NCGRC). 

1.3 The purpose of this assurance report is to provide a brief overview of the main areas 
considered by the Committee and to highlight key issues of concern or assurance. 

1.4 The Trust Chairman and Chief Executive were also in attendance at this Committee 
meeting as part  of  the annual assurance process. 

2. MATTERS ARISING FROM PREVIOUS MEETING  

2.1 The Consolidation of Charitable Funds  

The latest position on this was discussed and following publication of Monitor’s 
Annual Reporting Manual for 2012/13 on the 5 March 2013 it is clear that there is no 
requirement for Trusts to consolidate these funds in advance of 2013/14 deadline 
originally set.    

3. GOVERNANCE COMMITTEE  

3.1 The Committee received and noted the latest minutes of the Clinical Governance 
and Non Clinical Governance & Risk Committees and the progress reported therein.   

4. LOCAL COUNTER FRAUD SERVICES (LCFS)  

4.1 The Local Counter Fraud progress report was presented by Internal Audit. There are 
currently three investigations being undertaken as well as a number of proactive 
workstreams ongoing, including multiple approaches to training which has now also 
included the Clinical Directors. A positive aspect was highlighted within the report in 
that: the latest Care Quality Commission (CQC) Annual Staff Survey results show 
that the Trust has the most significant improvement of any Trust, and an above 
average rating on question 19c, "Would not feel confident that organisation would 
address concerns about fraud / malpractice / wrongdoing".  Picker Institute Europe, 
who undertake the survey on behalf of the CQC, are using the Trust as an example 
of best practice that can be presented at regional workshops and have sought the 
assistance of the LCFS regarding the activities undertaken at the Trust to promote 
the anti-fraud culture. 
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5. INTERNAL AUDIT PROGRESS REPORT 

5.1 Internal audit provided a progress report which included details of four audit reports 
completed in the period: Occupational Health (Significant Assurance / C Grade),  
Research Governance (Significant Assurance/ C Grade), Payroll (Significant 
Assurance/ C Grade) and Infection Control Follow up (Significant Assurance / C 
Grade).  The Committee requested that positive assurances received during the audit 
processes are articulated within the reports to provide the balance with control 
weaknesses so that grading of audits could be fully appreciated. The Committee 
acknowledged that the high risk areas and actions identified in the initial infection 
control audit had progressed increasing the assurance and reducing the gaps in 
control originally identified. The Committee acknowledged that this would be included 
as part of the Annual Governance Statement.  

5.2 The progress against the annual work plan was noted and concerns were raised with 
regard to the number of reports that need to be finalised in the final reporting period. 
Assurance was provided that NHS Assure were providing additional capacity to 
ensure full delivery of the plan by May 2013. In view of the number of outstanding 
reports the Chair asked for summary reports to be sent to Audit Committee members 
in two tranches – the first half by 30 April with the remainder by 10 May to enable 
members to consider reporting implications prior to the formal Audit Committee on 10 
May. 

5.3 The Committee reviewed the completion of audit recommendations through the 
recommendations tracking report and were pleased at the progress and the 
organisation’s prompt delivery of most of the recommendations identified.  

5.4 The Committee were, however, concerned regarding  the  progress  against  the       
e-Rostering recommendations. The Committee had requested that the Executive 
Director Lead attend the meeting to provide assurance against the outstanding 
actions. Matron Newall attended on their behalf and described the difficulties the 
project had faced over the last six months because of the lack of resources whilst 
confirming that the Project Manager was now in post. Matron Newall outlined that the 
team is currently evaluating the initial roll out areas and lessons learned, whilst also 
focusing on the recommendations specifically relating to the benefits realisation of the 
programme. The Committee expressed concern at lack of progress and also 
discussed the alignment of this programme with Workforce Transformation, which the 
Chief Executive agreed to action. The Committee Chair requested that a detailed 
assurance report on e-Rostering be provided to the Committee by 10 May 2013,  prior 
to consideration at the May meeting. The Committee also requested that the 
Executive Lead Sponsor is invited to the next  Audit Committee meeting to be 
involved in the discussions. 

6. PWC PROGRESS REPORT 

6.1 Pricewaterhouse Coopers (PwC) presented their progress report to the Committee, 
highlighting their updated risk assessment, the areas of risk highlighted were fraud 
and management override of controls, recognition of income and expenditure, 
financial standing including cost improvement programmes, deferred income and data 
quality. These areas have all been assessed as part of interim audit work and will be 
fully assessed as part of the year end audit. PwC noted that risks were generic within 
the sector rather than indicating any specific concerns at the Trust. 
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6.2  This report also included an update on Barnsley Hospital Support Services (BHSS). 
The January Audit Committee report to the Board discussed the options relating to 
the incorporation of the Barnsley Hospital Support Service’s (BHSS) annual accounts 
within Barnsley Hospital NHS Foundation Trust’s (BHNFT) annual accounts 
discussing two options to fulfil this requirement.  Since that time PwC have been 
working with the Trust to look at the impact of this on their year end audit. 

 
6.3  Intention to appoint PwC as the statutory auditors of BHSS has now been confirmed. 

The Trust has also confirmed its intention to consolidate BHSS within the main Trust’s 
accounts, and will therefore produce group accounts for Barnsley Hospital NHS 
Foundation Trust. The Trust will produce the financial statements of BHSS under UK 
GAAP with any adjustments under IFRS made as consolidation adjustments.. A draft 
set of accounts of BHSS will be made available to PwC in April for the purposes of the 
group audit, with audit clearance requested on group reporting materiality. The 
statutory audit of BHSS will then be completed later in July 2013. An audit plan for 
BHSS was provided to the Audit Committee. 

6.4  The report also confirmed the indicators that had been agreed and would be assessed 
as part of the quality account audit these were:- 

· Clostridium Difficile (C.Diff) – 

· Maximum waiting time of 62 days from urgent GP referral to first treatment for all 
cancers 

and the additional mandated indicator replacing the Local indicator which is: 

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

· The percentage of such patient safety incidents that resulted in severe harm or 
 death 

6.5  The Chair thanked PwC for their benchmarking report on Quality Accounts which he 
noted should also be referred to the Clinical Governance Committee. This report also 
included a summary of the proposed changes to Monitor's Risk Assessment 
Framework, which is currently under consultation. This, along with the Foundation 
Trust Network’s response, has been appended to this report as information to the 
Board on the current proposals. 

7. STANDARD REPORTS 

7.1 The Committee reviewed and noted reports on Single Tenders, Losses and Special 
Payments and the Register of Interests.  

8. ADDITIONAL ITEMS 

8.1 The Committee reviewed an early draft of the Annual Governance Statement noting 
the progress made at this stage. This will be updated to reflect year end 
performance and be re-presented to the Committee and the Board in May for 
approval.  

8.2 The Committee was also updated on the progress of the Quality Account.  
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8.3 The Committee received a paper assessing the Trust’s compliance against Monitor’s 
Code of Governance and Quality Governance Framework. The Committee noted 
that further work is required on these documents prior to formal adoption by the 
Board. It was agreed that a detailed review of these documents would be 
undertaken by the the Non Executive Director Members of the Committee and then 
reported back to the Board. 

8.4 The Committee received the draft audit plan for internal audit for 2013/14. Further 
consideration is required on the topics for audit including consultation with the Chairs 
of other Board Committees to ensure we have a balanced overall programme.  It 
was agreed that the Plan would be finalised and submitted for approval at the May 
meeting. In the meantime it was agreed that the Chair would discuss immediate 
priorities with internal audit to facilitate work at the start of 2013/14.  

8.5 The Committee had requested that the Internal Audit team undertake an audit on rail 
travel to provide the Trust with assurance following the recent adverse publicity on 
this issue. The Committee were assured that claims made were in accordance with 
Trust's policies and noted that robust processes exist in the Travel Policy document 
(as previously reviewed and recommended by Non Clinical Governance & Risk 
Committee and since further expanded) to prevent any inappropriate travel and 
associated claims. 

9.     APPENDIX 
 
Appendix 1       Sector Developments 
                         (Monitor’s Proposed Updated Risk Assessment Process) 

Appendix 2       Foundation Trust Network’s (FTN’s) response to Consultation 

Appendix 3     Travel Policy for Board approval 

 

 



Appendix 1 – Sector Developments 
 
 
 

To provide an overview of the draft Risk Assessment Framework (RAF) which is currently out to consultation by 
Monitor. 

 
Risk Assessment Framework Consultation - Summary 

 
The proposed RAF builds on the existing Compliance Framework that Monitor currently uses to monitor NHS 
Foundation Trust’s compliance with their terms of authorisation (these terms of authorisation will be replaced 
by the Provider Licence) from April 2013. 

 
The RAF sets out Monitor’s approach to assessing the risk of NHS providers failing financially and describes 
how Monitor will continue to oversee the governance of Foundation Trusts. This means the framework assesses 
in two areas of the provider licence: 

 
i) the continuity of services licence condition 3, which requires all NHS providers to ensure they remain 
a going concern; and 
ii) the NHS Foundation Trust licence condition 4, which lays out Monitor’s definition of good 
governance and only applies to NHS foundation trusts. 

 
For Foundation Trusts Monitor intends to run elements of the RAF in ‘shadow’ form for the first six months of 
2013/14 in parallel with the Compliance Framework 2012/13. For other NHS providers the RAF is expected to 
apply from April 2014. 

 
 
 
 
 
 

 
Continuity of 
Services 
Conditions 

 

 
 
 
 
 
 
 

FT Governance 
Condition 

Assess financial strength of 
providers. 
 
   monitor financial strength 
   ensure continuity of services 
 
 
 
 
 
Assess FT’s compliance with their 
governance condition 

 

The Risk Assessment 
Framework itself 
does not indicate 
licence breaches. 
 
 
 
 
It serves to trigger 
further information 
requests or 
investigation into a 
potential licence 
breach 



 
 
 
 

Monitor’s financial reporting will focus on the risk of providers no longer being a going concern rather than 
solely on the financial health of Foundation Trusts. Monitor proposes to use a risk rating to identify the risk of 
providers not being a going concern. 

 
 

Current Approach Proposed Approach 
 
 
 

Monitor assess financial position 
of all FT’s 

 
Monitor uses a basket of five 
metrics 

 
   EBITDA (%) 
   % plan achieved 
   I&E net surplus margin (%) 
   Net return after financing (%) 

   Liquidity (Days) 

 
 
Monitor assesses risk of financial 
failure at all providers 
 
Monitor propose two metrics 
 
   Liquidity (days) 
   Capital Service Capacity Ratio 

(times) 

 
 
 
 
 
 
 

Financial Risk Rating Continuity of Services Risk 
Rating 

 
 
 
 
 

i) Liquidity: indicates whether a provider can meet its operational cash obligations. Monitor 
currently allows working capital facilities to be used in calculating the liquidity ratio; however 
Monitor is proposing to exclude most working capital facilities from the calculation since most have 
some form of default clause. 

ii) Capital servicing capacity: this indicates whether the provider can meet its financing 
obligations, i.e. its ability to service debts or other finance obligations (e.g. PDC dividends, interest 
and debt repayments, PFI payments). 



 
Monitor proposes four levels of risk to the continuity of services (previously the Financial Risk Rating was at 
five levels). 

 
Risk Rating Regularity Implications 

 
4 Quarterly Monitoring 

- There is sufficient financial headroom and liquidity 
 
 

3 Monthly Monitoring 

- Minor concern – emerging or residual financial concern 
 
 

2 Medium Risk 

- Potential Licence Breach and investigation 
 
 

1 High Risk 

- Potential Licence Breach and investigation. 
 
 
 

The risk rating will be calculated on three occasions: 
 

i) Annually – Based on forward plans 
ii)   In year – Based on quarterly year to date financial information submissions 
iii)  By exception – Where there is a material financial event, Monitor will recalculate financial risk. 

 
 
 

Governance 
 

Monitor has drafted and consulted on a licence condition that applies exclusively to NHS Foundation Trusts 
(licence condition 4). The RAF sets out how Monitor will continue to assess governance at NHS Foundation 
Trusts. 

 
 
 
 

Governance remains 
important 

In line with the Health and Social Care Act 2012, Monitor will 
continue to oversee FT’s governance through the licence 

 
 
 
 
 

FT Governance 
condition sets 

Monitor’s expectations 

The licence condition reflects: 
 

- General principals of governance best practice 
- Monitor’s experience of overseeing governance at NHS 

FTs to date 
 
 
 

Risk Assessment 
Framework is the 

trigger 

The RAF incorporates various approaches to assessing 
governance. 
 
Where Monitor identifies governance concerns, they will follow 
up with information requests and/or formal investigation 



 
Monitor proposes to assess governance at NHS Foundation Trusts based on four main sources of information: 

 
i) Corporate Governance Statement – replaces the annual Board statements on specific areas of 

governance (currently 16 statements in the Compliance Framework) with a single statement that 
combines the Trust’s compliance and any risks to compliance. 

ii) Governance Rating (see diagram below) 
iii)   Forward Plans 
iv)   Periodic external governance reviews – the proposal is to use external three yearly governance reviews 

as part of Monitor’s overall assessment of Foundation Trusts governance and their compliance with the 
Foundation Trust governance licence conditions. 

 
 
 

Category Governance concern triggered by… 
 
 

CQC Concerns CQC warning notice or civil and/or criminal action 
 
 
 

Access Metrics 3 consecutive quarters breaches of single access metric or breaching 4 
or more metrics in one quarter 

 
 
 

Outcomes Metrics 

e.g. national outcomes 

   3 consecutive periods in bottom decile (for relative metrics) 
   Breaching pre-determined annual threshold (either three quarters 

breach of the year to date threshold or breaching the full year 
threshold in any quarter) 

 
 
 

3rd party reports (e.g. 
patient group concerns, 
Commissioners, 

 
Seriousness/frequency of third party reports 

 
 

Trends in provider level 
operating metrics (e.g. 
patient satisfaction, staff 
turnover, staff sickness) 

 
Material negative trends in patient and staff related metrics 

 
 

Financial Risk Breaching Continuity of Service licence condition 
 
 
 

Monitor will derive a governance rating for each Foundation Trust from the six categories set out in the diagram 
above
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Risk assessment framework:  
FTN draft consultation response 
 
Introduction 
The Foundation Trust Network (FTN) is the membership organisation for the NHS acute hospitals and 
community, mental health and ambulance services that treat patients and service users in the NHS. 
The FTN helps those trusts deliver high quality, patient focussed, care by enabling them to learn 
from each other, acting as their public voice and helping shape the system in which they operate. 
The FTN has over 210 members – more than 90% of all NHS foundation trusts and aspirant trusts – 
who collectively account for £65 billion of annual expenditure and employ more than 630,000 staff. 
 
This document sets out a draft response from the Foundation Trust Network to Monitor’s 
consultation on its proposed risk assessment framework. The response is split into two sections – 
the first, on assessing risk to the continuity of services, focuses on proposed financial metrics. The 
second, on assessing the governance of NHS foundation trusts, addresses Monitor’s governance 
assessment proposals. 
 
This response is set out to follow the structure of Monitor’s consultation document as closely as 
possible. The consultation document can be found on Monitor’s website by following this link. 
 
We would encourage member organisations to read the draft response proposed below and let us 
know of any additions or amendments that you wish to propose. Please could you reply to Helen 
Crump, commercial and regulatory adviser, with your feedback by emailing 
helen.crump@foundationtrustnetwork.org before close of play on 2 April 2013. 
 
Assessing risk to the continuity of services 
Monitor is proposing to use a risk rating to identify the risk of providers of commissioner requested 
services (CRS) not being a going concern. This would comprise two financial metrics and would 
replace the existing financial risk rating (FRR) approach of the Compliance Framework. 
Specifically, the new risk rating would be weighted 50% in terms of “Liquidity days” and 50% in 
terms of “capital servicing capacity”. These are defined as follows: 
 
Liquidity 
This will be measured using a changed liquidity ratio. The critical change is that only unconditionally 
committed lines of credit will be included in the numerator of the liquidity ratio. In other words, 
most working capital facilities – which will have some form of default clause – will be omitted. For 
this reason, Monitor is also proposing to rebase its liquidity thresholds so that they are lower than in 
the Compliance Framework. The liquidity ratio will be measured in days and will be calculated as 
(working capital balance x 360) divided by annual operating expenses.  
 
Capital Servicing Capacity 
Monitor is proposing to incorporate capital servicing capacity, which at present forms part of the 
Prudential Borrowing Code, into its risk rating. This will be measured in times and will be calculated 
as revenue available for capital service divided by annual debt service.  
 
Monitor will use these two figures to allocate a risk rating on a scale of 1-4, where 4 signifies 
sufficient financial headroom and liquidity; 3 denotes emerging or residual financial concern and 
necessitates monthly monitoring; 2 signifies the potential for investigation for possible licence 
breach and 1 is the same as 2 except in extreme cases where Monitor may initiate contingency 
planning to ensure continuity of services. Ratings will be calculated as follows:  
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Providers will be required to submit annual three year financial projections to allow Monitor to 
assess forward risk. Monitor proposes a two stage process whereby if a potential risk to continuity of 
services is identified, the provider may be subject to a second stage review focusing on areas of 
greatest concern.  
 
Monitor will publish the lowest quarterly risk rating in the first year of the provider’s forward plan as 
its risk rating. Monitor will use financial submissions from CRS providers to calculate year-to-date 
risk ratings, revising downwards where the recalculated rating reflects a higher risk than that derived 
from the forward plan.  
 
Monitor is proposing to extend its current approach of recalculating prospective risk ratings to cover 
material in-year events affecting the forward financial profile of the provider. This approach was 
used under the Compliance Framework when FTs were planning significant transactions in year. 
However, in the past, Monitor did not publish this information, and it proposes now to do so. 
Monitor will request a re-plan where there is a difference of 20% or greater between the forecast 
performance and the expected performance in either of the two risk rating metrics or, as before, 
when a transaction is proposed comprising 25% or more of revenue, assets and/or capital. It may 
also do so on a case by case basis in light of other issues such as CQC warning notices and 
refinancing.  
 
If this re-plan information indicates a risk rating of 1 or 2 at any stage over the period covered, 
Monitor may consider taking action under the continuity of services licence condition.  
 
Q1: Do you agree with: 
 

a) The proposed approach to defining and quantifying risk at NHS foundation trusts and other 
providers of commissioner requested services 



 

3 
 

 
Monitor’s proposal to use the lowest quarterly rating as the annual rating under the financial risk 
component of the approach in year one could present an unduly negative picture of a trust’s 
finances. As a single quarterly risk figure could be affected by something outside a provider’s control 
such as a late payment by a commissioner or a contract dispute where the provider has committed 
no error, we are concerned that this is too harsh an approach. 
 
Particularly, given that Monitor intends to publish this information, this may then have the knock on 
effect of hampering a provider’s position in relation to its negotiations with banks and other 
organisations that will wish to take a view of its level of risk as a potential debtor. We doubt that it 
would be clear to an external organisation that the figure represented the single worst instance of 
financial performance over an annual period, instead of a true average. We would question the 
value of putting information in the public domain in this form.  
 
We would prefer to see an approach that used a modal average across the four quarters to establish 
the annual score. This could be done on a rolling basis, using the most recent four quarterly figures. 
In the absence of sufficient data to generate an average, we question the value of putting 
information in the public domain. We would be keen to receive further detail from Monitor of the 
thinking behind this.  
 

b) The financial metrics chosen? 
 
Excluding working capital from the liquidity calculation will have significant consequences for 
member organisations. We would therefore be keen to see further detail of the rebasing that 
Monitor is proposing to ensure that it adequately reflects this change. We would welcome further 
member views about this and the capital servicing capacity proposals.  
 

c) The proposed weighting and thresholds underpinning the rating?  
 
Again, we would be keen to see some modelling to demonstrate the consequences of thresholds 
being set as proposed. We would welcome member views on this point.  
 

d) The monitoring frequency for each level of risk? 
 
The risk based approach proposed, where greater scrutiny is applied only where potential problems 
are identified, seems reasonable to us. We would welcome further member views here also.  
 

e) The regulatory implications of each level of risk? 
 
This issue is very closely tied to the answers to C and D as the level of performance leading to a 
provider receiving a particular grading may or may not be appropriate to the regulatory implications 
proposed. We would be keen to see further detail from Monitor about the decision making process 
behind the relating of regulatory actions to particular levels of risk. 
 
As a general point, levels 1 and 2 are relatively undifferentiated in the proposals at present. We 
would prefer to see a clearer articulation of the differences between these two ratings.  
 

f) The use of forward plans to assess risk? 
 
Please see our response to a) 
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g) The ability to request re-forecasts in year, should a material financial event take place and to 
take action if necessary to preserve Commissioner Requested Services?  

 
This seems reasonable, provided the trigger Monitor uses to request re-forecasts is proportionate. 
However, we have some concerns about putting this information in the public domain, depending 
on how re-forecasted scores are arrived at. We have had some concerns in the past about the re-
forecasting carried out to take into account significant transactions. We would want to be assured 
that this more accurately represented the true financial position of the organisation following the 
material financial event/significant transaction than has perhaps always been the case in the past. 
This is particularly important as Monitor is now proposing to publish this information, whereas 
previously it had simply been used in dialogue with Boards. If this issue is not addressed, then this 
could act as a major deterrent to significant transactions, a situation which may be unhelpful, given 
the acknowledgement that some consolidation of the sector is likely to be necessary to meet 
financial challenges.  
 
Q2: Are there any other aspects of assessing financial risk that you consider Monitor could 
incorporate in order to fulfil our statutory roles?  
 
We would welcome further suggestions from members here. 
 
Q3: How applicable is this approach to other, non-foundation trust providers of Commissioner 
Requested Services, regardless of their provider type (i.e. private or charitable organisations)? What 
might need to change for providers which are not NHS foundation trusts? 
 
As the body representing NHS foundation trusts and NHS trusts, we will leave it to others to answer 
this question in detail. However, we would urge that in the interests of the fair playing field, the 
approaches are made as similar as possible.  
 
Assessing the governance of NHS foundation trusts 
 
Monitor has set out in the risk assessment framework an approach to assessing governance that 
draws on four main sources of information. These are: 
 

- The Corporate Governance Statement 
- A governance rating derived from Monitor’s assessment of various proxies of governance, 

and reflecting Monitor’s view of an FT’s overall governance 
- NHS foundation trusts’ forward plans, which may trigger governance concerns 
- Periodic external governance reviews 

 
Monitor will consider each source to decide whether an FT has breached or is likely to breach the 
governance condition, and may seek more information before coming to a conclusion. 
 
The Corporate Governance Statement 
This is intended to replace annual board statements on specific areas of governance with a single, 
overarching statement combining a statement on compliance and any risks to compliance with 
external validation.  
 
Where a statement indicates a governance concern, Monitor will use this to test the basis of the 
trust’s previous Corporate Governance Statement and to find out whether there are material 
governance issues. 
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Q4: Do you agree with the proposed approach to using the Corporate Governance Statement to test 
governance?  
 
It seems likely that the quality of corporate governance statements will improve over time as boards 
become more practised.  But there seems to be a reasonably high probability that unforeseen issues 
will occur during the first few years.   We would therefore suggest that the test should be on 
whether boards are able to deal with the unforeseen promptly and effectively rather than whether 
last years statement turned out to be entirely accurate. 
 
The governance rating 
Monitor proposes to continue its existing approach to generating governance risk ratings, but to 
rearrange the factors and indicators it monitors into the following six categories: 
 

- Care Quality Commission judgements on the quality of care provided; 
- Performance against selected national access standards in the NHS constitution and the NHS 

mandate; 
- Performance against selected elements of the NHS Outcomes Framework; 
- Relevant information from third parties; 
- Staff and patient information pertinent to the quality of care provided to the FT; 
- Risk to continuity of services 

 
Monitor is proposing to continue assessing performance against national metrics as proxies of 
governance. These include national access standards, and national outcomes, as set out in the 
outcomes framework. Three options are under consideration for the latter consideration. The first is 
to achieve greater alignment with national policy through building in changes in health priorities into 
Monitor’s oversight. The second is no change in the governance proxies until the new measures 
“bed in” and the third is to reduce the number of operational performance measures selected. 
Monitor would rely on CQC concerns to signal governance issues related to service user outcomes at 
acute providers.  
 
Monitor is also proposing to use third party information from bodies such as patient groups, Health 
Watch, commissioners and other regulators. Where other regulators have the lead authority in the 
area of concern, any subsequent action taken by Monitor will be focused on addressing governance 
issues.  
 
As it is not Monitor’s role to assess care quality, Monitor proposes to use a limited number of 
indicators to flag any potential governance issues relating to the six categories set out above, 
including trends in patient satisfaction, staff satisfaction and workforce. Where these signal potential 
issues, Monitor will seek further information to assess whether this signals weak governance of 
quality at the FT and if so, whether the steps the FT is taking to address the risk are sufficient. This 
would only take place annually. 
 
Monitor will seek to use information that is clearly attributable to individual organisations, is timely, 
is robust and can be measured against a clear threshold of compliance. 
 
In areas where there are no nationally agreed performance thresholds, Monitor proposes to use 
persistent underperformance relative to peers, or a material negative trend, to trigger governance 
concerns and an appropriate response from Monitor.  
 
Monitor is considering whether to represent this information either using a colour coded scale 
accompanied by high level descriptions – comparable to the Compliance Framework, or by 
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describing at a high level only and without a colour-coded scale the nature of the actions Monitor is 
taking to address a governance issue.  
 
Q5: Do you consider Monitor should use (i) a colour based system to indicate degree of governance 
concern at an NHS FT or (ii) a high level descriptive summary of the actions Monitor is taking with 
regard to governance at the trust?  
 
Colour coding or RAG rating, while visually compelling, is a very blunt instrument to describe what 
might be quite nuanced conclusions. It would be more informative to describe the nature of the 
perceived problem, what actions the trust has been asked to take and what actions if any the 
regulator is taking. 
 
The diagram showing levels of concern in this section of the consultation document does not 
demonstrate an approach to establishing what the issues are on the ground, what the solutions are 
and when they can realistically be implemented.  Good and fair regulation is not about treating 
every trust in the same way.  It requires that every case is dealt with on its merits. 
 
Q6: Do you agree with the proposed use of Care Quality Commission judgements as triggers of 
governance concerns?  
 
We agree with the use of CQC judgements as a trigger for further investigation, however we would 
not wish to see these viewed as an indication of existing material governance concerns without 
further scrutiny of the circumstances leading to the warning notice. For instance, if a trust is seeking 
to change a service on safety grounds, but does not have commissioner support to do so, and can 
only achieve this through regulatory intervention, then the act of regulatory intervention may not of 
itself signify a governance failure.  
 
There needs to be clarity to avoid ‘double jeopardy’ situations where CQC concerns lead to 
automatic regulatory action from Monitor in addition to that taken by the CQC.   
 
Q7: Do you agree with the proposed use of national access and outcomes metrics as indicators of 
potential governance issues?  
 
Adherence to national standards is a poor indicator of how good a board of directors is at leading an 
organisation and is in any case a contractual issue best dealt with through the 
provider/commissioner relationship, so we do not agree with the inclusion of these measures.  
 
Monitor highlights the A&E target as having a good track record of highlighting governance 
concerns.   Such a target is a pass/fail metric, rather than a measure that gives a detailed insight into 
trust performance. We are concerned that a trust could miss this target on occasion for valid 
reasons, and  failure to adhere to this target is as likely to catch well-led organisations as it is to 
identify those with serious underlying problems.   
 
The purpose of governance assessment is to determine whether or not the board is directing the 
organisation effectively – whether or not it is well led.  There is a category difference between 
compliance and being well led and it is important that Monitor does not conflate the two.  
 
We are concerned that most of Monitor’s proxies for good governance are quite dated.  Some no 
longer provide the sort of challenge for boards that would indicate a board with a good grip on their 
business.  For others, given that these are pass/fail metrics, boards may  ensure they comply rather 
than attempting to exceed the target by a wide margin, as the resources that would be required to 
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exceed the target significantly can be better used elsewhere .  This means they are able to devote 
resources to priority areas rather than spending money for diminishing returns yielding only 
marginal improvements. Of the three options presented by Monitor as proxies for governance, while 
option 3 is an improvement on the others, it still leaves tired, dated and often ineffective proxies in 
place.   
 
Monitor has proposed that where there is no national target against a standard or outcome that 
falling into the lowest decile will count as non-compliance with the standard.  Such an approach is 
entirely mechanistic and discounts the possibility of forming a judgement on the acceptability or 
otherwise of performance at a given level.  This is unhelpful and will of course inevitably lead to 
regulatory action against some foundation trusts regardless of their performance.  It is possible to 
envisage that significant numbers of smaller foundation trusts will struggle financially, but will be 
unable to move quickly on transactions that would make them more financially viable because the 
system does not allow it.  These would be the very trusts that would need to juggle resources to 
ensure meeting acceptable standards across the board.  In doing so, they may find themselves in the 
lower decile against some standards.  The possible outcome would be trusts trapped in a cycle of 
regulatory action leading to an impact on their reputation, leading to loss of income leading to 
regulatory action.  So rather than spurring improvement this approach could quite easily lead to the 
opposite without enabling the trust to address the fundamental challenge. 
 
Q8: Do you agree with the proposed use of third party information?  
 
As a general principle we support data transparency and we would encourage regulators to share 
information to support their regulatory activities. This should be done in such a way that “double 
jeopardy” issues are avoided, so that regulators are able to triangulate information to identify 
emerging issues, rather than so that providers are repeatedly penalised for the same issue by 
different regulators. For this reason, Monitor’s assertion that it would not stray into other 
regulators’ territory where they have the lead role is welcomed.  
 
Where Monitor is using third party information, this will comprise different levels of rigour and 
evidence. Monitor must have a process that is sophisticated enough to reflect this and take it into 
account if it is to do so. Third party information should therefore be used to signal that further 
investigation is required, rather than as an indication of a problem in itself.  
 
Use of NHSLA risk ratings would need to be phased in as these have not been designed for this 
purpose. 
 
Q9: Do you agree with the proposed quality governance indicators? 
 
It is right that Monitor should give these indicators some consideration if they appear to 
demonstrate a negative trend. However, again, there may be reasons for this that are not related to 
poor governance. An appropriate treatment of this information will therefore be crucial.  
 
The use of organisational metrics, survey information and high value CiPS as indicators of quality 
concerns is potentially problematic if concerns in these areas would lead to anything more than 
further investigation.  Organisational metrics such as turnover and sickness rates may be indicative 
of and underlying problem, but conversely can be the short term effect of an improving 
organisation.  Patient experience information would be a good indicator of quality, but the single 
question ‘friends and family test’ will not provide complete and meaningful picture of patient 
experience.  Staff survey results can be also be meaningful, but once again a rise in dissatisfaction 
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might be the temporary result of positive change.  Either way there is a need for further 
investigation, rather than a rush to judgement.  
 
Q10: Do you agree with the proposed approach to downgrading the governance rating – and 
ultimately finding a foundation trust in breach – as a result of either unresolved concerns for 
significant periods or concerns across multiple categories? 
 
This would depend on the nature and magnitude of the concerns. Judgements in this area are by 
definition subjective. We consider that Monitor should take a more holistic approach to considering 
whether to downgrade a governance rating, exploring the reasons for concerns, and weighing them 
against the action the trust is taking, rather than setting out approaches in isolation.  
 
Forward plan review 
 
Monitor will already be reviewing forward plans in order to derive a financial risk assessment. Where 
the plan also gives rise to a governance concern, Monitor may use such concerns to trigger a further 
investigation.  
 
Q11: Do you agree with the proposed approach to using FTs’ forward plans to assess their 
governance?   
 
There is a danger here that Monitor will stray into second guessing the decisions of boards rather 
than seeking assurance that the risks inherent in any forward plan are being managed appropriately.  
What Monitor should be looking at here is whether there are proper controls and/or contingencies 
in place to satisfactorily deal with any risks pertaining to a strategy. 
 
Governance reviews  
Monitor acknowledges that its existing governance proxies have not always identified poor 
governance practices in a timely fashion. The National Audit Office has recently recommended that 
Monitor should develop a regime of regular in-depth reviews of FTs to ensure governance remains 
strong. As a result, Monitor is proposing building on and extending the existing requirements in the 
Code of Governance to incorporate regular assurance on FT governance in the regulatory regime, in 
addition to the monitoring set out above. It is consulting on how to do this without compromising 
the autonomy of FTs.  
 
Q12: Do you agree with the proposed approach to using three-yearly reviews, carried out by third 
parties to a Monitor specification, to assess FTs’ governance?  
 
And 
 
Q13: What are your thoughts on frequency, areas of coverage and depth of this review?  
 
The proposal that all boards should commission periodic independent reviews of their performance 
is sound and is in keeping with practice in the overwhelming majority of trusts.  However, we have 
some concerns about the suggestion that Monitor sets the scope for the review.  If this was to be 
limited to the publication of general advice on the methodology to be used in scoping reviews, 
developed in consultation with the sector, this would be acceptable, but that is not what is 
proposed.  It means Monitor intervening in the business of a compliant FT to decide how its board’s 
performance should be reviewed and we would view this to be unacceptable.  Monitor cannot 
possibly have better information available to it than that available to the board in question and their 
council of governors about what the scope of the review should be.  So it is likely to do the job of 
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scoping a review less well.  The outcome of any review needs to be owned by the board in question 
and this is highly unlikely to happen when a compliant organisation has terms of reference imposed 
upon them.  The NHS provider system as it stands provides for foundation trusts to be run by boards 
of directors with limited powers of intervention for the regulators in the event of non-compliance. 
For Monitor to take this a step further and look to intervene in the affairs of well run FTs is to seek to 
go beyond the scope of the legislation. 
 
The final point to make here is that foundation trusts must be free to commission independent 
reviews of board performance from the contractor they deem to be most suitable.  
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TRAVEL POLICY 
 
1.        STATEMENT OF INTENT 
 

1.1  The purpose of this travel policy is to ensure all employees have a clear and 
consistent understanding of the Trust’s arrangements for payment and processing of 
business travel and associated expenses.  

 
1.2  The policy also outlines the Trust’s commitment to provide travellers with a good 

level of service and comfort at a reasonable cost. 
 

1.3 It replaces all previous Trust policies and arrangements concerning the payment of 
travel and associated expenses and covers all employees of the Trust. 

 
2.        INTRODUCTION  
 

2.1  From April 2011 the Trust entered into a contract with Redfern Online Travel 
Services, who will arrange and book all business rail travel and hotel 
accommodation on behalf of Trust employees, in accordance with this policy. It is 
vital that the Trust maintains a high level of financial management and can assure 
itself that all expenditure is appropriate and can be accounted for. The Redfern 
travel system will support this process. 

 
2.2 The Trust accepts that for some journeys employees will need to travel by car. 

Wherever possible, employees should support the use of sustainable transport in 
line with the Trust’s approach. 

 
2.3  The Trust accepts that some employees will need to travel from their work base to 

other locations during the course of their work. The need for employees to do this 
will be made clear to them on their appointment to the Trust, or for current 
employees, following distribution of this policy. 

 
3.        MANAGEMENT ARRANGEMENTS  
 
 3.1      Duties of the Director of Human Resources and Organisational    
            Development  
 
  The Director of Human Resources and Organisational Development will: 
 

· Develop appropriate policies for the effective management of  travel and 
associated expenses. 

· Ensure that both managers and accredited Trade Union/Professional 
Organisation representatives are consulted to ensure effective policy 
implementation. 

 
 3.2  Duties of Managers and Supervisors 
 
  Managers and Supervisors will: 
  



· Identify those employees whose role requires them during the course of their 
work to claim travel and associated expenses. 

· Inform those employees of their responsibilities under this policy. 
· Evaluate each claim they authorise to ensure it is appropriate. 
· Ensure that the policy is applied in a fair and consistent way. 

 
 3.3      HUMAN RESOURCES/PAYROLL DEPARTMENTS 
 
            The Human Resources/Payroll Departments will: 
 

· Be available to give guidance to managers on the application of this policy. 
· Provide advice to employees when claiming travel expenses and booking 

business travel and/or hotel accommodation. 
 
 3.4      EMPLOYEES 
 
            Employees will: 
 

· Submit claims for mileage expenses in a timely and accurate manner. Claims 
must be submitted within three months of the months being claimed. Claims 
submitted after this time will not be actioned, unless there are mitigating 
circumstances. 

· Submit the travel and/or hotel booking forms (as appropriate) which accompany 
the study leave application form, in a timely and accurate manner to ensure the 
booking request can be processed efficiently. 

 
4.        MONITORING & EVALUATING THE EFFECTIVENESS OF THIS   
           POLICY 
 

4.1   The travel policy will be monitored through Human Resources, Finance and 
Procurement to ensure the Trust is compliant with audit relating to travel costs, and 
is able to identify potential savings. Evaluation of the policy will also ensure our staff 
receive the best possible service through the Travel Bureau. 

 
5. COUNTERING FRAUD 
 

5.1 All claims made under this policy may be disclosed to the Trust’s Local Counter 
Fraud Specialist/NHS Protect for the purposes of investigating, preventing, detecting 
and prosecuting fraud.  Staff found to have knowingly provided false information may 
be subject to disciplinary action, prosecution and civil recovery proceedings. 

 
6.        REVIEW 
 

6.1 This policy will be reviewed every 2 years or line with relevant changes in legislation 
and/or service developments, whichever is soonest. 

 
 

    



Appendix 1 
 

TRAVEL PROCEDURE 
 
1.        DEFINITIONS 
 
 1.1      Travel Expenses (Car Mileage) 
 

1.1.1  The arrangements for travel expenses in relation to Car Mileage can be found 
in the NHS Terms and Conditions of Service Handbook Annex L. ( A copy of 
Annex L of the NHS Terms and Conditions of Service Handbook is attached 
at appendix 2) 

 
1.1.2  As a general principle, journeys from home to work are not reimbursed, 

unless the journey is undertaken as part of out of hours oncall working.  (For 
medical staff, other arrangements may apply in certain circumstances, in 
accordance with the NHS Terms and Conditions of Service for Consultants, 
Schedule 21, paragraphs 7 – 14 and the NHS Terms and Conditions of 
Service for Medical Staff paragraphs 279 to 286 and 289). Particular care 
therefore needs to be taken in claiming for business journeys which start or 
finish at home, which should be claimed as if the journey has started and 
finished at the designated base, or the distance actually travelled, whichever 
is less.  

 
1.1.3  Where practicable to do so, journeys should be shared and passenger miles 

claimed. 
 

1.1.4  Mileage for journeys may be verified from time to time using recognised route 
planners e.g. AA route planner. 

 
 1.2      Travel Expenses (Train and Air Fares, Hotel and Conference      
            Booking) 
 

1.2.1  The Trust has a contract with Redfern Online Travel Services, who will 
arrange and book the following: 

 
 · Rail Tickets 
 · Air Tickets 
 · Hotel Bookings 
 · External Conference Facilities 
 
1.2.2  All Travel must be booked through the Redfern Travel Service. There will be 

no other facility for employees to book any form of travel and reclaim these on 
expenses. 

 
1.2.3 The Trust will not dictate the timing of travel, however, it will expect the 

cheapest option for travel when the time required is purchased. 
 



1.2.4  Designated staff (bookers) within the Payroll Department and Trust 
headquarters will contact Redfern Travel directly either online or by telephone 
to make all travel arrangements, which must have been previously authorised 
through the specified booking form(s), of which template copies are attached.  
The Trust will then pay directly and no expense claim is required. Rail and Air 
Tickets, Hotel and External conference bookings will only be able to be 
purchased via this contract, or by exception by another method if agreed by 
an Executive Director or the Chairman of the Trust. 

 
1.2.5  The norm for business travel should be standard class. First class travel is 

acceptable in circumstances where, by taking advantage of first class special 
rates, the cost is less than the best available at the time of booking standard 
class fare. Alternatively, by exception, first class travel can be authorised by 
an Executive Director or the Chairman of the Trust. 

 
1.2.6 Any member of staff wishing to book a more expensive rail travel than the 

best available at the time of booking will be required to pay the difference by 
salary deduction from their next month’s salary payment.  

 
1.2.7 If a member of staff is unable to travel due to sickness/unforeseen 

circumstances their travel documents should be returned to the booker who 
will request a refund from Redfern Travel. Employees must inform payroll at 
the earliest opportunity so that the Trust can meet the relevant cancellation 
policy limits. This applies to rail tickets only. 

 
1.2.8  For all substantive members of staff the Trust offers an ‘interest free’ season 

ticket loan scheme with Northern Rail. Staff must complete the season ticket 
application form and forward to payroll for approval. Where staff leave 
employment before the loan has been fully repaid, the full outstanding 
balance will be deducted from final salary. 

 
 1.3      Travel Expenses (Taxi/Tube/Car Parking) 
 

1.3.1  Taxis should only be used where this is the only feasible mode of transport. 
Claims should be reasonable in the circumstances and evidenced through a 
receipt, clearly linked to an agreed event or meeting. The cost may be 
reclaimed using the trust’s claim form subject to the arrangements within the 
policy at paragraph 3.4 . 

  
1.3.2  Staff will only receive taxis paid for by the Trust in exceptional circumstances, 

which will require authorisation by Line Management. Should a member of 
staff receive a taxi on a regular basis it is regarded as a benefit in kind. 
Therefore this taxi usage will be taxable and will be reported to the tax office 
via a P11D on an annual basis. 

 
 
 
2.       ACCOMMODATION AND MEALS 
 



2.1  All hotel accommodation will be booked using the Redfern Travel Booking System, 
therefore section 18 of the NHS Terms and Conditions of Service will not apply 
regarding hotel accommodation. 

 
2.2  Accommodation will only be booked through Redfern Travel and the designated 

preferred hotels are Premier Inn/Travel Lodge. Redfern Travel will always book the 
cheapest option. If the designated preferred hotels are deemed unsuitable with valid 
reason, for example, there is no food provided or it is not near enough to the 
conference venue, and the employee has authorisation from their line manager or an 
Executive Director or the Chairman of the Trust, other hotels can be booked within 
the Trust limit of £85 for accommodation outside London and £125 inside London 
per night.  

 
2.3 Any member of staff choosing to go outside the Trust limits for  accommodation, will 

be required to pay the difference by salary deduction from their next month’s salary 
payment. However, if there are no suitable hotels available within the Trust limits, 
and not through choice, but out of necessity, the member of staff has to book a more 
expensive hotel, they will not be expected to pay the difference. 

 
2.4      Section 18 of the NHS Terms and Conditions of Service will apply where staff pay 

for their own meals; the cost may be reclaimed using the trust’s claim form, in 
accordance with the Terms and Conditions of Service Handbook, Section 18, 
paragraphs 18.11 to 18.14 and subject to the arrangements within the policy at 
paragraph 3.4 above. (A copy of Section 18 of the NHS Terms and Conditions of 
Service Handbook is attached at appendix 3). 

 
2.5      This will not apply where the cost of an evening meal is incorporated  into the cost of 

the accommodation. Under no circumstances should a claim be raised for alcohol. 
Individuals must claim their expenses separately. Under no circumstances will a 
group claim be paid. In claiming for meals, staff are reminded that reimbursement 
should be for ‘necessary additional cost’ incurred.  

 
2.6 Section 18 of the NHS Terms and Conditions of Service will also apply where staff 

stay for short overnight periods with friends or relatives or in other non-commercial 
accommodation. The flat rate sum payable includes an allowance for meals. No 
receipts will be required. 

 
 
3.        CAR INSURANCE  
 

3.1  Staff who undertake car travel for Trust business should ensure they arrange 
business cover on their car insurance and provide evidence of their car insurance 
certificate to the payroll department. Any additional cost will not be reimbursed by 
the Trust.  

 
3.2 It is a requirement of Internal Audit that the payroll department checks business 

insurance documents on an annual basis. 
 
 



4.        LEASE CAR SCHEME 
 

4.1 The Trust offers all staff the option of a lease car through NHS Fleet Solutions 
Scheme, which is a salary sacrifice scheme. No business journeys are required as 
this is a personal car lease. Business users may be eligible for a lease car managed 
through Victoria Pay Services. 

 
4.2 Details of the NHS Fleet Solutions scheme can be found on the  following web site: 

 
 http://www.northumbria.nhs.uk/car/index.html 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Rail Travel Booking Form 



Traveller Name(s)      Job Title  

   

Date        Tel Number  
   

Department                 Cost Centre/Req Point  
   

Course/Conference Details  
 

Railcard-Young Person/Senior/Disabled  
 

OUTBOUND JOURNEY 
Date  From  To Departure Time Arrival Time*  

     

RETURN JOURNEY (if a single ticket is required, leave this section blank)  
Date From To Departure Time* Arrival Time 

     

*MANDATORY. Please allow enough time for travel to and from the station to the 
venue    
To comply with our travel policy all tickets will be issued in Standard Class, at the cheapest 
fare at the time of booking.  
 
If you choose to exceed the Trust Travel Policy limits for travel expenses, please sign the 
declaration below: 
 
I hereby give authority to deduct the difference in travel expenses cost from my next 
salary payment. 

Authorised Signature :  
 

Print Name :  
 

 
 

 

Hotel Booking form 

Traveller Name(s)  Job Title 



   

Date  Tel Number 
   

Department  Cost Centre/Req Point 
   

 

Please Complete as much of this document as possible in order that we can complete the hotel booking on your behalf. 
The booker will always suggest the cheapest available hotel near to the postcode you require as the Trust have hotel 
pricing policies in place. Permier Inn and Travelodge are preferred hotels to be used by travellers on behalf of the Trust  

Accommodation Details  

Hotel Details    
Hotel Name/Postcode  Location/Town  Address or Postcode  

   

 
Reservation Details    
Arrival Date  No of nights  Board Basis  

   

 
Booking Ref Number    
 

 
Please provide any other comments/requests the booker will need to know  
 

If you choose to exceed the Trust Travel Policy limits for hotel accommodation expenses, Please sign the 
declaration below: 
 
I hereby give authority to deduct the difference in hotel accommodation cost from my next salary payment. 

 

Authorised signature  

Print Name:  

 
Appendix 2 
 
 
Mileage Allowances 
  
1.  Public transport rate 
 
 24p per mile  



 
2.  Regular user allowance  
 
 Cars:  
 
 Engine capacity: Up to  Up to   Over 
    1000cc  1500cc 1500cc 
 
 Lump Sum  £508  £626  £760 
 
 Up to 9000 miles  29.7p  36.9p  44.0p 
    Per mile Per mile Per mile 
     
 Thereafter   17.8p  20.1p  22.6p 
    Per mile Per mile  Per mile  
 
3.  Standard rates  
 
 a. Cars:  
 
 Engine capacity:  Up to   Up to   Over 
    1000cc 1500cc 1500cc 
 
 Up to 3,500 miles 37.4p  47.3p  58.3p 
    Per mile  Per mile  Per mile  
 
 Thereafter  17.8p  20.1p  22.6p 
    Per mile Per mile Per mile  
 
 b. Motor cycles:  
 
 Engine capacity:  125 cc  Over  
    Or less  125cc 
 
 Up to 5,000 Miles 17.8p  27.8p 
    Per mile  Per mile  
 
 Over 5,000 Miles  6.7p  9.9p 
    Per mile  Per mile  
 

Annexes Annex L: Mileage allowances NHS terms and conditions of service handbook The 
NHS Staff Council Pay Circular (AforC) 5/2008: amendment  number 12  

 
 c. Pedal cycles:  
 
 For local agreement, subject to a minimum of 10p per mile.  
 
4.  Passenger allowance  
 



 Each passenger  5p per mile 
 



Appendix 3  
 
Section 18: Subsistence allowances  
 
18.1  Where locally, staff and employer representatives agree arrangements which are more 

appropriate to local operational circumstances or which provide benefits to staff beyond 
those provided by this section, or are agreed as operationally preferable, those local 
arrangements will apply.  

 
18.2  The purpose of this section is to reimburse staff for the necessary extra costs of meals, 

accommodation and travel arising as a result of official duties away from home. Business 
expenses which may arise, such as the cost of a fax or official telephone calls, may be 
reimbursed with certificated proof of expenditure. Night subsistence Short overnight stays 
in hotels, guesthouses and commercial accommodation  

 
18.3  When an employee stays overnight in a hotel, guesthouse, or other  commercial 

accommodation with the agreement of the employer, the overnight costs will be reimbursed 
as follows:  

 
• the actual, receipted cost of bed and breakfast, up to the normal maximum limit set out   in 
Annex N; plus  

• a meals allowance, to cover the cost of a main evening meal and one other day-time 
meal, at the rate set out in Annex N.  

 
18.4  Where the maximum limit is exceeded for genuine business reasons (e.g. the choice of 

hotel was not within the employee's control or cheaper hotels were fully booked) additional 
assistance may be  granted at the discretion of the employer. Short overnight stays in non-
commercial accommodation  

 
18.5  Where an employee stays for short overnight periods with friends or relatives or in a 

caravan or other non-commercial accommodation, the flat rate sum set out in paragraph 3 
of Annex N is payable. This includes an allowance for meals. No receipts will be required. 

 
18.6  Employees staying in accommodation provided by the employer or host organisation shall 

be entitled to an allowance to cover meals which are  not provided free of charge, up to the 
total set out in paragraph 2 of  Annex N.  

 
18.7  Where accommodation and meals are provided without charge to  employees, e.g. on 

residential training courses, an incidental expenses  allowance at the rate set out in 
paragraph 6 of Annex N will be payable. All payments of this allowance are subject to the 
deductions of Part 3: Terms and conditions Section 18: Subsistence allowances NHS terms 
and conditions of service handbook The NHS Staff Council appropriate tax and National 
Insurance contributions via the payroll  system. Travelling overnight in a sleeping berth 
(rail or boat).18.8  The cost of a sleeping berth (rail or boat) and meals, excluding alcoholic 
drinks, will be reimbursed subject to the production of vouchers. Short-term temporary 
absence travel costs 

 



18.9 Travel costs between the hotel and temporary place of work will be  separately reimbursed 
on an actual cost basis. Long-term overnight stays 

 
18.10 After the first 30 nights’ stay in the same location the entitlement to  night subsistence shall 

be reduced to the maximum rates set out in paragraph 4 of Annex N. Meals allowances are 
not payable to these employees. Those who continue to stay in non-commercial 
accommodation will continue to be entitled to the rate set out in paragraph 3 of Annex N. 
Day subsistence 

 
18.11 A meal allowance is payable when an employee is necessarily absent  from home on 

official business and more than five miles from their  base, by the shortest practicable 
route, on official business. Day meals  allowance rates are set out in paragraph 5 of 
Annex N. These allowances are not paid where meals are provided free at the temporary 
place of work. 

 
18.12 A day meals allowance is payable only when an employee necessarily spends more on a 

meal/meals than would have been spent at their place of work. An employee shall certify 
accordingly, on each occasion for which day meals allowance is claimed but a receipt is not 
required. 

 
18.13 Normally, an employee claiming a lunch meal allowance would be  expected to be away 

from his/her base for a period of more than five hours and covering the normal lunch time 
period of 12:00 pm to 2:00  pm. To claim an evening meals allowance an employee would 
normally be expected to be away from base for more than ten hours and unable to return to 
base or home before 7:00 pm and as a result of the late return is required to have an 
evening meal. Employees may qualify for both lunch and evening meal allowance in some 
circumstances. There will be occasions where, due to the time of departure, there will be 
the necessity to take a meal but the conditions relating to the time absent  from the base 
are not met. This, and any other exceptions to the rules, may be allowed at the discretion of 
the employer. 

 
18.14 The scope and level of any other payments will be determined by the employer, according 

to local needs, on a vouched basis. Part 3: Terms and conditions Section 18: Subsistence 
allowances NHS terms and conditions of service handbook The NHS Staff Council  
Late night duties allowance 

 
18.15 An employee who is required to work late at night, in addition to a day duty, may be paid an 

evening meal allowance at the rate set out in paragraph 7 of Annex N. It will be for the 
employer to determine who will be entitled and in what circumstances. 

 
18.16 Late night duties allowance will be subject to deduction of appropriate tax and National 

Insurance contributions, via the payroll system. 
 
Subsistence allowances Schedule of recommended allowances  
 
1.  Night Allowances: First 30 nights  
 

Actual receipted cost of bed and breakfast up to a maximum of £55 (subject to the provisions of 
paragraph 18.3 of Section 18 if this is exceeded for genuine business reasons).  



 
 2. Meals Allowance  
 
 Per 24 hour period: £20.00  
 
 3. Night allowances in non-commercial accommodation  
 
 Per 24 hour period: £25.00  
 
 4. Night Allowances: after first 30 nights  
 

Married employees and employees with responsibilities equivalent to those of married 
employees Maximum amount payable: £35.00 Employees without responsibilities equivalent to 
those of married employees and those staying in non-commercial accommodation Maximum 
amount payable: £25.00  

 
 5. Day Meals Subsistence Allowances  
 

Lunch Allowance (more than five hours away from base, including the  lunchtime period 
between 12:00 pm to 2:00 pm) £5.00 Evening Meal Allowance (more than ten hours away from 
base and return after 7:00 pm) £15.00  

 
 6. Incidental Expenses Allowance (this allowance is subject to a tax liability)  
 
 Per 24 hour period: £4.20  
 
 7. Late Night Duties Allowance (this allowance is subject to a tax liability)  
 
 Per 24 hour period: £3.25 
 



 
 

Equality Impact Assessment  (EQIA) 
Pro-Forma 

 
The purpose of an Equality Impact Assessment (EQIA) is to ensure that the Trust does not 
unwittingly discriminate against groups belonging to any of the Protected characteristics (PC’s) 
Age, Disability, Gender reassignment, Sexual Orientation, Race, Religion or Belief, sex, sexual 
orientation, marriage & civil partnership, pregnancy and maternity. An EqIA is a process which 
ensures we promote equality in the provision and take up of our services and employment 
practices at Barnsley NHS Foundation Trust. 
 
 
 Div/ Dept 

 
Human Resources  

 
 
Policy/ Service 
 

 
Travel Policy  

Is this policy/ service 
New/Existing 

New  

 
 
Name of Assessor(s) 

Emma Lavery 
Senior HR Manager – Corporate  
 

 
Date of EqIA. 

2.11.12  
 

 
 
Aims/Objectives/Purpose 
Of Policy/Service 

To ensure all employees have a clear and 
consistent understanding of the Trust’s 
arrangements for the payment and processing of 
business travel and associated expenses.  

 
Associated Objectives for 
this Service e.g. 
 National frameworks, 
Equality Act.  

Redfern Online Travel Services  
Audit 
NHS Terms and Conditions of Service Handbook for 
AfC staff 
NHS Terms and Conditions of Service for 
Consultants 
NHS Terms and Conditions of Service for medical 
staff 
NHS Fleet Solutions Scheme  

 
Who Does this 
policy/service Affect? 
 

All Trust employees  

 
What outcomes do you 
want to achieve from this 

All business travel booked through the Redfern 
Travel Service. Regular audits relating to travel 
costs with the intention to identify potential savings, 



process? 
 

and relating to sustainable travel in line with the 
Trust’s sustainability strategy and development 
management plan.   

 
What factors could 
contribute/detract from 
the effective delivery of 
this policy/service? 

Contribute                
Redfern Travel Service 
 
 

Detract 
Service’s failure to 
identify suitable 
travel/hotel at cheapest 
cost.   
 

  

 
Could this service/policy 
have a different impact on 
different groups protected 
characteristics (PC’s) 
 
 
 

If Yes please circle 
which groups 
                                  
Race                                                          
Age   
Disability  
Gender reassignment 
Religion/belief   
Sexual Orientation  
Pregnancy maternity 
Marriage Civil 
partnership 
Sex 
 
 

Y/N 
 
 
N 
N 
Y 
N 
N 
N 
Y 
N 
 
N 

Explain any 
reasons/evidence to 
support the above 
question, relevant  to this 
impact  ( e.g. language 
barriers, consultation, 
complaints, surveys, 
mystery shopper, 
evaluations) 

Disabled or pregnant employees may have mobility 
restrictions and therefore need a hotel close to the 
conference venue. There are flexibilities written into 
the policy that allow the employee to book 
alternative hotels, other than the cheapest option, 
within a Trust limit. The approved limit has been set 
in line with the average cost of hotels.      

If you have answered yes 
to the above, please 
describe any  
planned actions, 
(SMART),  work streams  
which will help mitigate 
your EqIA and ensure   
your  policy/service will:  
 

· Eliminate 
discrimination 

· Promote equal 

 
The policy and the use of the Redfern Travel 
Service will be monitored in 12 months time to  
ensure it is compliant with audit relating to travel 
costs and travel behaviours. This will include an 
equality assessment of the impact of the policy on 
the above protected characteristics. This EQIA will 
be undertaken by the Senior HR Manager - 
Corporate   
 
 
 



opportunities 
· Foster good 

relations between 
others. 

 
 
 
 
 
 
 
 
 
 
 
 

 
Following the above 
actions, will there be a 
need for a further Equality 
Impact Assessment? 
(EqIA) 

· If yes please 
complete partial 
assessment. 

· If no this 
assessment 
needs to be 
completed, 
recorded  and 
sent electronically 
to your  
Equality & 
Diversity Advisor   

Yes in 12 months time 
 
 

 
How will your EQIA be 
communicated/shared? 

 
· Emailed to Trust 

Equality and 
Diversity Advisor 
for agreement and 
sign off. 

 
· Communicated to 

your direct Line 
Manager. 

 
· Communicated to 

Div/Dept team 
brief. 

.Yes 
 

When is the next review 
 (Please note review 
should be immediate on 
any amendments to your 
policy etc.) 

1 year    
   
 2 year   
 
 3 year 

2 years 
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REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 

 

  
 

SUBJECT: 
COMPLIANCE WITH MONITOR CODE OF GOVERNANCE  
AND QUALITY GOVERNANCE FRAMEWORK 

DATE: MARCH 2013  

PURPOSE: 

 
To enable the Board to review, assess and affirm its compliance with 
two of Monitor’s core regulatory/guidance documents: 
 
i) Code of Governance (as published in March 2010)  

- full compliance is not mandatory but any exceptions would 
need to be explained in the Trust’s Annual Report. 
 

ii) Quality Governance Framework  
- against which Boards are expected to provide assurance 
to Monitor within their annual declarations 

  
 

RECOMMENDATIONS: 

The Board of Directors is asked to: 

i) consider and agree the Trust’s compliance with all sections of 
the Code of Governance, excluding C.2.2, as set out in 
appendix 1 

ii) consider the information recommended by Monitor to be 
available to the public (per appendices 1a and 1b attached) and 
confirm that such information is, or can be, provided as 
appropriate 

iii) be assured on the Trust’s compliance with the Quality 
Governance Framework 

or, if appropriate, 

iv) refer any issues of non-compliance or lack of assurance to the 
Non Clinical Governance & Risk Committee for further review 
and make any appropriate declarations in the Annual Report & 
Accounts 

 

AUTHOR: 
Liz Libiszewski, Director of Quality & Performance 
Vicky Peverelle, Head of Corporate Governance 
Carol Dudley, Secretary to the Board 



  
 

 
 

CORE IMPLICATIONS  
 

i) Business Plan Objectives    
Linked to all issues (compliance) 

ii) Public and Patient Involvement 
As indicated in the report (ie required liaison with Governors and stakeholders on several 
aspects) 

iii) Communication 
Outcomes (with a specific focus on any shortfalls or areas of non-compliance) are 
published regularly.   
The Code of Governance also lists information to be put into the public domain. 

iv) Risk Issues (including Reputation) 
Non compliance could impact on the Trust’s governance risk rating. 

v) Sustainability 
N/A 

vi) Legal  
Compliance with the Code of Governance is recommended by Monitor; compliance with 
the Quality Governance Framework is mandatory by virtue of the Compliance Framework 
and Annual Reporting requirements. 

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: 
Code of Governance and 
Quality Governance Framework 

Ref: 13/03/P/10 
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1. INTRODUCTION  

1.1 Code of Governance  
Monitor, the Independent Regulator for Foundation Trusts, has always stated that it 
promotes a light touch regulatory framework.  Some of its publications are thus issued 
as “guidance” rather than mandatory: the Code of Governance (the Code, March 
2010) is one such example.  Nonetheless FTs are required to consider their 
compliance against the Code and to give a full explanation for any area of non-
compliance - and to publish an appropriate two-part statement in their Annual 
Reports.   

1.2 Although the Code is only scheduled to be reviewed by Monitor every three years 
(unless significant changes or developments in best practice give rise to the need for 
earlier action), the Trust’s compliance is usually reviewed by the Board annually.    

1.3 The import of the Code may change as Monitor’s changing role develops and the 
Provider Licence is introduced from April 2013.  Nevertheless most licenced providers 
will continue to be subject to some form of Code – be it Monitor’s guidance or the UK 
Corporate Governance Code. 

1.4 Quality Governance Framework  
Adherence with some other regulatory publications is currently mandatory, the primary 
examples of which are the Compliance Framework and the NHS Foundation Trusts 
Annual Reporting Manual (ARM) – which are key to the monitoring of an FT’s 
compliance with its Terms of Authorisation (to be replaced by its Provider Licence 
from April 2013), delivery of its business plans each year and annual outcomes.  
Whilst some specifics of these requirements may be affected by the advent of the 
Provider Licence, for the foreseeable future Monitor’s role in relation to governance 
arrangement of NHS FTs will continue.  In 2011 Monitor revised the Board statements 
within the Compliance Framework and ARM to reference the Quality Governance 
Framework.   Previously the Quality Governance Framework had only been 
recommended to authorised FTs as good practice but used as part of Monitor’s 
assessment criteria for aspirant FTs.   

1.5 As an appendix to the Compliance Framework, the Quality Governance Framework is 
effectively open to annual review by Monitor. 

1.6 Directors’ responsibilities  
The Code and the Compliance Framework are issued to all of the Trust’s Directors on 
appointment and Directors are kept aware of amendments as and when published. 

1.7 As both the Code and the Quality Governance Framework feed into the regulatory 
requirements for FTs, they are presented in this paper to enable the Board to gain 
assurance on compliance. 

2. CODE OF GOVERNANCE (APPENDIX 1) 

2.1 Compliance requirements   
Monitor’s Code contains a range of main and supporting principles and provisions, 
against which FTs are required to “comply or explain” in their annual reports.  The 
Code also requires FTs to disclose specific corporate governance arrangements in 
their Annual Reports, as listed in Schedule A of the Code (appendix 1a refers) and to 
make a range of information available to public, governors or members (appendix 1b 
refers). 
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2.2 It has been the Board’s practice to review compliance with the Code of Governance 
annually.  The specific format and detail provided in Appendix 1 comply with the 
recommendations of Internal Audit.  Any amendments year on year are shown in bold 
for quick reference. 

3. QUALITY GOVERNANCE FRAMEWORK (APPENDIX 2) 

3.1 Quality Governance is described as the combinations of structures and processes at 
and below Board level to lead on trust-wide quality performance including: 

· ensuring the required standards are achieved 

· investigating and taking action on substandard performance  

· planning and driving continual improvement 

· identifying, sharing and ensuring delivery of best practice 

· identifying and managing risks to quality of care 

3.2 In accordance with best practice and to support the development of the 2012/13 
Annual Governance Statement (Board assurance declaration relating to the Trust’s 
management of governance and risk), detailed commentary of Trust performance, 
examples and evidence are provided as appendix 2.  These have been scoped 
against examples of good practice provided by Monitor as part of the Annual 
Reporting Manual for 2011/12. 

4. CONCLUSION  

4.1 Based on the information provided in Appendices 1 and 2 – and acknowledging that 
this must be a continuing and ongoing process – the Trust is currently compliant with 
the requirements of both governance documents with the exception of C.2.2 of the 
Code of Governance.   

4.2 The single exception relates to the extended term of office for one Non Executive 
Director (NED).  At three years and four months this exceeds the recommended term 
of no more than three years.  The longer term was proposed to enable better 
alignment with the rolling programme of NED appointments, support a more timely 
and streamlined process and avoid the risk of more than three NED positions falling 
due in any one calendar year.   

4.3 The need to declare this as an exception within the Trust’s Annual Report & Accounts 
was acknowledged by both the Council of Governors and Board of Directors before 
the appointment process commenced.  It was also reported to Monitor at that time. 

5. APPENDICES 

Appendix 1 – Table of the Trust’s compliance with Monitor’s Code of Governance 

Appendix 2 – Table of the Trust’s compliance with Monitor’s Quality Governance   
           Framework 
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REVIEW OF ALL CODE PROVISIONS UNDER THE NHS FOUNDATION TRUST  CODE OF GOVERNANCE  
(Monitor, March 2010) 

 
 
 

PRINCIPLE  -  A.1: THE BOARD OF DIRECTORS 

 
Main principle 
Every NHS foundation trust should be headed by an effective board of directors, since the board is collectively responsible for the exercise of the powers and the 
performance of the NHS foundation trust.  
 
Supporting Principles 

· The board of directors’ role is to provide active leadership of the NHS foundation trust within a framework of prudent and effective controls, which enables risk to be 
assessed and managed.  

· The board of directors is responsible for ensuring compliance by the NHS foundation trust with its terms of authorisation, its constitution, mandatory guidance issued by 
Monitor, relevant statutory requirements and contractual obligations.  

· The board of directors should set the NHS foundation trust’s strategic aims at least annually, taking into consideration the views of the board of governors, ensuring that 
the necessary financial and human resources are in place for the NHS foundation trust to meet its main priorities and objectives and then periodically review progress 
and management performance.  

· The board of directors as a whole is responsible for ensuring the quality and safety of healthcare services, education, training and research delivered by the NHS 
foundation trust and applying the principles and standards of clinical governance set out by the Department of Health, the Care Quality Commission, and other relevant 
NHS bodies.  

· The board of directors should also ensure that the NHS foundation trust exercises its functions effectively, efficiently and economically.  

· The board of directors should set the NHS foundation trust’s vision, values and standards of conduct and ensure that its obligations to its members, patients and other 
stakeholders are understood, clearly communicated and met.  

· All directors must take decisions objectively in the interests of the NHS foundation trust.  

· All directors have joint responsibility for every decision of the board of directors regardless of their individual skills or status.  This does not impact upon the particular 
responsibilities of the chief executive as the accounting officer.  The chief executive should refer to guidance from Monitor on the responsibilities and obligations of the 
accounting officer (NHS Foundation Trust Accounting Officer Memorandum, April 2008). 

· The concept of the unitary board refers to the fact that within the board of directors the non-executive directors and the executive directors share the same liability. All 
directors, executive and non-executive, have responsibility to constructively challenge the decisions of the board and help develop proposals on priorities, risk mitigation, 
values, standards and strategy.  

· As part of their role as members of a unitary board, non-executive directors have a particular duty to ensure appropriate challenge is made. Non-executive directors 
should scrutinise the performance of the executive management in meeting agreed goals and objectives and monitor the reporting of performance. They should satisfy 
themselves as to the integrity of financial, clinical and other information, and that financial and clinical quality controls and systems of risk management and governance 
are robust and implemented. Non Executive Directors are responsible for determining appropriate levels of remuneration of executive directors and have a prime role in 
appointing, and where necessary removing, executive directors, and in succession planning. 
 

A
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CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

A.1.1 The board of directors should meet sufficiently regularly 
to discharge its duties effectively. There should be a 
formal schedule of matters specifically reserved for 
decision by the board of directors. The schedule of 
matters reserved for the board of directors should be 
complemented with a clear statement detailing the roles 
and responsibilities of the board of governors (as 
described in B.1.4). There should also be a statement 
explaining how disagreements between the board of 
governors and the board of directors will be resolved. 
The annual report should include a statement of how the 
board of directors and the board of governors operate, 
including a high-level statement of which types of 
decisions are to be taken by each of the boards and 
which decisions are to be delegated to the management 
by the board of directors. The developmental nature of 
the board of governors’ role would suggest that any 
agreements should be kept under review as the role 
evolves. 

COMPLIANT 

The Board of Directors meets at least once a month.  Since 
becoming an FT the meetings had moved to be held in public 
on a quarterly basis but in August 2012 the Board took the 
decision to move to monthly meetings held in public ahead of 
the requirements of the Health & Social Care Act 2012 (the 2012 
Act). 

With regard to the required disclosure statement, the Trust has 
previously confirmed this position each year in the Annual Report & 
Account (ARA).  The 2011/12 report stated that: 

“The Board of Directors and Governing Council enjoy a strong, 
and continually growing working relationship. The Trust 
Chairman chairs both the Board and the Council and acts as a 
link between the two. Each is kept advised of the other’s 
progress through a number of systems, including informal 
updates, attendance at each other’s meetings, verbal and 
written reports and the exchange of minutes” 
“The Governing Council has dealt with a range of issues 
charged to it under legislation (eg appointment of the 
Chairman, Non Executive Directors and auditors) and supports 
the Trust in its strategic development (business plan, etc). The 
Board of Directors has authority for all operational issues, the 
management of which is delegated to operational staff, in line 
with the Trust’s standing orders. 

The ARA identified a number of meetings and methods through 
which the Board and Governors interact and these have been 
carried forward into 2012/13. 

The Board and Governors have also begun to consider and 
take action to support the changing responsibilities of the 
Governors with the advent of the 2012 Act, through a range of 
briefings and discussion at Board meetings and workshops, 
and Governors’ General Meetings, the annual development 
session and the work of the Constitution review group.   

 

 

Board Minute 12/187 refers 

 

 

 

Annual Report & Account 
(available on the Trust’s and 
Monitor’s website  – 
www.barnsleyhospital.nhs.uk 
www.monitor-nhsft.gov.uk) 

 

Trust’s Standing Orders, Scheme 
of Delegation and the Trust’s 
Constitution (available on the 
Trust’s website –  
…/publications and reports) 

 

Annex 6 of the Constitution refers 
specifically to resolution of 
dispute between the Board and 
Governors. 
(Constitution was reviewed in 
2012 by both the Board of 
Directors and Council of 
Governors, approved by 
Monitor December 2012 – 
available on the Trust’s and 
Monitor’s website) 

Ø Schedule A Disclosure requirement  
A statement of how the board of directors and the board 
of governors operate, including a high-level statement of 
which types of decisions are to be taken by each of the 
boards and which are to be delegated to management 
by the board of directors 
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CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

A.1.2 The annual report should identify the chairman, the 
deputy chairman (where there is one), the chief 
executive, the senior independent director/SID (see 
A.3.3) and the chairmen and members of the 
nomination, audit and remuneration committees. A 
record should be kept of the number of meetings of the 
board of directors and the attendance of individual 
directors, and it should be supplied to the board of 
governors on request. 

COMPLIANT 
 
This information is published annually. 
 
Appointment of the Deputy Chair – Mr Francis Patton -  was ratified 
in January 2010 at the respective meetings of the Governing Council 
(as was – now the Council of Governors)  and Board of Directors.  
In early 2012 Mr Patton was also appointed as SID, in addition to 
the separate role of Deputy Chair. 
 
Membership and attendance records are included in the Annual 
Report and Accounts and have been expanded to include data for all 
Board Committees. 

The Annual Report & Account also reports on Directors’ attendance 
at general and sub-group meetings of the Council of Governors 

 
 
 
Annual Report & Accounts 
 

Relevant Board of Directors 
and Council of Governors’ 
Minutes available on the Trust’s 
website.  

 
 
 
 
Annual Report & Accounts 

Ø Schedule A Disclosure requirements  
– The names of the chairman, the deputy chairman 

(where there is one), the chief executive, the senior 
independent director and the chairmen and members 
of the nomination, audit and remuneration 
committees. 

– The number of meetings of the board of directors and 
those committees and individual attendance by 
directors  

A.1.3 The chairman should hold meetings with the non-
executive directors without the executives present. Led 
by the senior independent director, the non-executive 
directors should meet without the chairman at least 
annually to evaluate the chairman’s performance, as 
part of a process, which should be agreed with the 
board of governors, for appraising the chair and on such 
other occasions as are deemed appropriate.  

COMPLIANT 

Meetings of the Chairman and Non Executive Directors (NED review 
meetings) are held almost every month; the meetings are minuted.   

Separate meetings of the SID and NEDs (without the Chairman) are 
held at least annually.  

Minutes of the NED reviews  

Minutes/outcome of the SID/NED 
meeting 

Minutes of the Council of 
Governor’s Nominations 
Committee meeting 

Note:  all of these Minutes are 
confidential to the attendees.  
Copies available on request from 
the SID, Chairman or Sec to 
Board, subject to agreement. 
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CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

A.1.4 The board of directors should make available a 
statement of the objectives of the NHS foundation trust 
showing how it intends to balance the interests of 
patients, the local community and other stakeholders, 
and use this as the basis for its decision making and 
forward planning.  

 

COMPLIANT 

Incorporated with the Trust’s Annual Report & Accounts and Annual 
Plan. 

Also integral to the Trust’s business plan. 

Annual Report & Accounts and 
Annual Plan are published and 
available on the Trust’s website 
(…/publications and reports/)   

Further supporting documents 
(more public/patient friendly) 
about the Trust’s plans also 
available on the web or on 
request from the Director of 
Quality & Performance and/or 
Comms Team 

A.1.5 The board of directors should ensure that adequate 
systems and processes are maintained to measure and 
monitor the NHS foundation trust’s effectiveness, 
efficiency and economy as well as the quality of its 
healthcare delivery.  The board should regularly review 
the performance of the NHS foundation trust in these 
areas against regulatory requirements and approved 
plans and objectives. 

 The board of directors should ensure that relevant 
metrics, measures, milestones and accountabilities are 
developed and agreed so as to understand and assess 
progress and delivery of performance.  Where 
appropriate, and in particular in high risk or complex 
areas, independent advice should be commissioned by 
the board of directors to provide an adequate and 
reliable level of assurance. 

COMPLIANT 

Regular Board reports, including monthly integrated performance 
reports (finance, activity, quality, workforce and transformation 
programme issues and updates) are provided.  Additionally reports 
on specific aspects are presented as and when required to ensure 
the Board is fully informed and able to question all aspects of 
performance.   

Improvements have continued with the further embedding of the 
integrated governance structure introduced in  1st January 2010.  
Committees present assurance reports to the Board after each 
meeting, with approved Minutes distributed to Board members as 
soon as  available. 

 

Integrated Performance reports 
are included in the monthly 
Board meetings held in public 
and thus available from the 
Trust’s website. 

Additionally the integrated 
performance reports are 
provided to the Council of 
Governors at each General 
Meeting, and reviewed by the 
Governors’ ‘Strategy & 
Performance’ sub-group regularly. 

Business plan / transformation 
programme objectives reported 
therein are monitored by relevant 
Governors’ sub-group. 

Private Board papers are 
available from the Sec to the 
Board or can be accessed on the 
central folder (SMT/Board) held at 
Trust HQ. 
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A.1.6 The board of directors should report on its approach to 
clinical governance and its plan for the improvement of 
clinical quality in accordance with guidance set out by 
the Department of Health, the Care Quality Commission 
and Monitor 

COMPLIANCE 

As above – supported by the Clinical Governance Committee. 

 

As above (public board reports) 
and via Clinical Governance 
Committee. 

Committee reports and minutes 
are confidential; available on 
request via Medical Director, 
Chief Nurse, Sec to the Board or 
Head of Corporate Governance 
subject to Director or Committee 
Chair’s approval.   

Annual report on risk and 
governance presented to Board 
(public meeting). 

A.1.7 Where the board or individual directors have concerns, 
which remain unresolved, about the running of the NHS 
foundation trust or a proposed action, they should 
ensure that their concerns are recorded in the board 
minutes.  

COMPLIANT 

Individual responsibility of each Director; all Directors are aware of 
their duties and responsibilities a Director of the Board.   

All Directors are issued with Monitor’s Code of Governance on 
appointment. 

Concerns raised will be recorded 
in relevant Board minutes, 
available on the Trust’s website (if 
public) or the Sec to Board.  Held 
on central folder at Trust HQ. 

A.1.8 The chief executive, as the accounting officer, should 
follow the procedure set out by Monitor (NHS 
Foundation Trust Accounting Officer Memorandum, April 
2008) for advising the board of directors and the board 
of governors, and for recording and submitting 
objections to decisions considered or taken by the 
boards in matters of propriety or regularity, and on 
issues relating to the wider responsibilities of the 
accounting officer for economy, efficiency and 
effectiveness. 

COMPLIANT 

As and when required the Chief Executive will act in accordance 
with the NHS FT Accounting Officer Memorandum April 2008  – 
sections 12-15; any actions so raised to be progressed and recorded 
at the Chief Executive’s direction. 

Actions/decisions would be 
recorded within relevant Board, 
Council of Governors or Board 
Committee minutes  
(see above for accessibility). 
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A.1.9 The board of directors should establish the values and 
standards of conduct for the NHS foundation trust and 
its staff in accordance with NHS values and accepted 
standards of behaviour in public life, which include the 
principles of selflessness, integrity, objectivity, 
accountability, openness, honesty and leadership (The 
Nolan Principles).  

COMPLIANT 

In accordance with Trust’s policies, vision statement and 
governance documents. 

The Board has, however, recently requested that work is 
undertaken to increase awareness of the Trust’s values. 

The values were also embedded in the Code of Conduct 
introduced for Governors in February 2013.  The Code was 
developed through the Constitution review working group, led 
by Governors (attendees include the Chairman and Director of 
Quality & Performance), with input from the Trust’s Information 
Governance and HR teams. 

Leadership Behaviours Card  
(issued by HR) 

“Your Values are our Values”: 
initiative launched in 2011 in 
response to staff survey; 
embedded in 2012-15 Business 
Plan. 

NHS Code of Conduct  
NHS Code of Accountability for 
NHS Boards.  
(available on DoH website) 

Annual Report & Accounts, 
Annual Plan, Constitution and 
Standing Orders – all available on 
the Trust’s website. 

Contract of employment 
(Executive Directors) 

Board minute 13/15 (raise 
awareness of values) 

Governors’ Code of Conduct 
available from General Meeting 
papers on Trust’s website, 
February 2013 (Minutes to 
follow) 

A.1.10 The board of directors should operate a code of conduct 
that builds on the values of the NHS foundation trust 
and reflect high standards of probity and responsibility. 
The board of directors should follow a policy of 
openness and transparency in its proceedings and 
decision making unless this conflicts with a need to 
protect the wider interests of the public or the NHS 
foundation trust (including commercial-in-confidence 
matters) and make clear how potential conflicts of 
interests are dealt with.  

 

COMPLIANT 

As above and in accordance with the Trust’s Constitution. 

As above 

Constitution available from the 
Trust’s or Monitor’s website 
(www.dh.gov.uk) 
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A.1.11 The NHS foundation trust should arrange appropriate 
insurance to cover the risk of legal action against its 
directors 

COMPLIANT 

In place, via NHS LA 

Copy of insurance schedule 
provided to NEDs on 
appointment.  Further copies 
available from Risk Manager or 
Sec to Board. 

Details available from Risk 
Manager. 
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PRINCIPLE  -  A.2: CHAIRMAN AND CHIEF EXECUTIVE 

 
Main principle 
There should be a clear division of responsibilities at the head of the NHS foundation trust between the chairing of the boards of directors and governors and the executive 
responsibility for the running of the NHS foundation trust’s business. No one individual should have unfettered powers of decision  
 
Supporting Principles 

· The chairman is responsibility for leadership of the board of directors and the board of governors, ensuring their effectiveness on all aspects of their role and setting their 
agenda. 

· The chairman is responsible for ensuring that the two boards work together effectively. 

· The chairman is also responsible for ensuring that directors and governors receive accurate, timely and clear information that is appropriate for their respective duties. 

· The chairman should ensure effective and open communication with patients, members, clients, staff and other stakeholders.  

· The chairman should also facilitate the effective contribution of all executive and non-executive directors and ensure that constructive relations exist between executive 
and non-executive directors, and between the board of directors and the board of governors 

·   
 

CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

A.2.1  The division of responsibilities between the chairman 
and chief executive should be clearly established, set 
out in writing and agreed by the board 

COMPLIANT 

Division of responsibilities was determined by the Board of Directors 
November 2008.   

Copy issued to Chairman (2009) and Chief Executive (2010) on 
appointment. 

Whilst compliance is not questioned per se, in view of the continuing 
changes both internal and external to the Trust, the Board may wish 
to consider if it is timely to review and update the agreed statement 
on Division of Responsiblities. 

Available on request from Sec to 
Board; held on central folder at 
Trust HQ  
(SMT/Corp Masters/Statement of 
Responsibilities) 

A.2.2  The chairman should on appointment meet the 
independence criteria set out in A.3.1 below. A chief 
executive should not go on to be chairman of the same 
NHS foundation trust. 

COMPLIANT 

Chairman’s independence reviewed and accepted at time of 
appointment by Council of Governors’ Nominations Committee 

Statement of Independence at 
appointment held on personnel 
file (in office of Secretary to 
Board) 
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PRINCIPLE  -  A.3: BALANCE AND INDEPENDENCE OF BOARD OF DIRECTORS 

 
Main principle 
The board of directors should include a balance of executive and non-executive directors (and in particular independent non-executive directors) such that no individual or 
small group of individuals can dominate the board’s decision taking.  
All directors should be able to exercise one full vote, with the chairman having a second casting vote on those occasions where a decision is tied.  
 
Supporting Principles 

·  The board of directors should not be so large as to be unwieldy. The board should be of sufficient size that the balance of skills and experience is appropriate for the 
requirements of the business and that changes to its composition can be managed without undue disruption.  

· To ensure that power and information are not concentrated in one or two individuals, there should be a strong presence on the board of both executive and non-
executive directors.  

· The value of ensuring that committee membership is refreshed and that undue reliance is not placed on particular individuals should be taken into account in deciding 
chairmanship and membership of committees.  

· Only the committee chairman and relevant members are entitled to be present at a meeting of the nomination, audit or remuneration committees, but others may attend 
by invitation of the committee. 

 

CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

A.3.1 The board of directors should identify in the annual 
report each non-executive director it considers to be 
independent. The board should determine whether the 
director is independent in character and judgement and 
whether there are relationships or circumstances which 
are likely to affect, or could appear to affect, the 
director’s judgement. The board should state its reasons 
if it determines that a director is independent 
notwithstanding the existence of relationships or 
circumstances which may appear relevant to its 
determination, including if the director:  
- has been an employee of the NHS foundation trust 

within the last five years;  
- has, or has had within the last three years, a 

material business relationship with the NHS 
foundation trust either directly, or as a partner, 
shareholder, director or senior employee of a body 
that has such a relationship with the NHS 
foundation trust;  

COMPLIANT 

Stated in the Annual Report & Accounts.  Based on the Register of 
Directors’ Interests and known circumstances, there is nothing to 
preclude any of the current Non Executive Directors from being 
declared as independent.   

 

The Directors’ Register of Interests is reviewed at least twice 
annually (January and July); additionally declarations of interest are 
invited at every meeting.  At the bi-annual review of the Register, 
Directors are reminded of their individual responsibility to ensure the 
Register is kept up to date at all times. 

 

Directors Register of Interests – 
published in meeting papers for 
public Board January and July 
(available on Trust’s website). 
Also available on request from 
Sec to Board and accessible from 
the central folder held at HQ 
(SMT/Corp Masters/Registers). 

 
Original declarations of 
independence held on personnel 
files. 
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- has received or receives additional remuneration 
from the NHS foundation trust apart from a 
director’s fee, participates in the NHS foundation 
trust’s performance-related pay scheme, or is a 
member of the NHS foundation trust’s pension 
scheme;  

- has close family ties with any of the NHS foundation 
trust’s advisers, directors or senior employees;  

- holds cross-directorships or has significant links with 
other directors through involvement in other 
companies or bodies;  

- has served on the board for more than nine years 
from the date of their first election;  

- is an appointed representative of the NHS 
foundation trust’s university medical or dental 
school. 

Ø Schedule A Disclosure requirements   
The names of the non-executive directors whom the 
board determines to be independent, with reasons 
where necessary  

A.3.2 At least half the board, excluding the chairman, should 
comprise non-executive directors determined by the 
board to be independent 

COMPLIANT 

As above. 
As above 

A.3.3 The board of directors should appoint one of the 
independent non-executive directors to be the senior 
independent director, in consultation with the board of 
governors. The senior independent director should be 
available to members and governors if they have 
concerns which contact through the normal channels of 
chairman, chief executive or finance director has failed 
to resolve or for which such contact is inappropriate. The 
senior independent director could be the deputy 
chairman. 

COMPLIANT 

In readiness for the previous holder’s retirement in August 
2012, Mr Patton was appointed as SID in early 2012.  Whilst 
Mr Patton also currently serves as the Deputy Chair, these are 
still seen by the Trust as two distinct and separate roles. 

The appointments of the SID and Deputy Chair are co-terminus 
with appointees’ terms of office.   

Both appointments can be terminated or withdrawn in the event of 
resignation (from that post, not necessarily as NED) or poor 
performance. 

Council of Governors and Board 
of Director Minutes (February 
2012) 

Annual Report & Accounts 

All available on the Trust’s 
website or on request.  Copies of 
Minutes also held centrally (as 
indicated earlier). 
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A.3.4 The board of directors should include in its annual report 
a description of each director’s expertise and 
experience. Alongside this in the annual report, the 
board should make a clear statement about its own 
balance, completeness and appropriateness to the 
requirements of the NHS foundation trust. Both 
statements should also be available on the NHS 
foundation trust’s website.  

COMPLIANT 

The required statements are included in the Trust’s annual report & 
accounts and on its website, and are reviewed at least annually for 
accuracy (both in terms of the individual statements and collective 
position). 

Annual Report & Accounts  
 
Trust’s website  
(…/publicationsandreports/)  Ø Schedule A Disclosure requirements   

– A description of each director’s expertise and 
experience, with a  clear statement about the board 
of directors’ balance, completeness and 
appropriateness.  

A.3.5 No individual should hold, at the same time, positions of 
director and governor of NHS foundation trust 

COMPLIANT 

Such an appointment would presented a conflict of interest and be 
unacceptable to the Board. 

Directors’ and Governors’ 
Registers of Interests 

A.3.6 Non-executive directors should receive the necessary 
information and feel able to raise appropriate challenge 
of recommendations or decisions of the board, in 
particular making full use of their skills and experience 
gained both as a director of the trust and also in other 
leadership roles.  They should expect and apply similar 
standards of care and quality in their role as a non-
executive director of an NHS foundation trust as they 
would in other similar roles. 

COMPLIANT 

 

Evidenced in challenges and comments recorded in Board and 
Committee Minutes and, to a lesser extent, in notes of regular NED 
review meetings. 

Public minutes available on 
Trust’s website.  Private minutes 
available via the Chairman or Sec 
to Board (subject to Chairman’s 
approval)  
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PRINCIPLE  -  B.1: THE BOARD OF GOVERNORS 

 
Main principle 

Every NHS foundation trust will have a board of governors which is responsible for representing the interests of NHS foundation trust members, and partner organisations in 
the local health economy in the governance of the NHS foundation trust. 

Governors must act in the best interests of the NHS foundation trust and should adhere to its values and code of conduct.  

The board of governors should hold the board of directors to account for the performance of the trust, including ensuring the board of directors acts so that the foundation 
trust does not breach the terms of its authorisation.  It remains the responsibility of the board of directors to design and then implement agreed priorities, objectives and the 
overall strategy of the NHS foundation trust. 

Governors are responsible for regularly feeding back information about the trust, its vision and its performance to the constituencies and the stakeholder organisations that 
either elected or appointed them.  
 
Supporting Principles 

· Governors should discuss and agree with the board of directors how they will undertake these and any other additional roles, giving due consideration to the 
circumstances of the NHS foundation trust and the needs of the local community and emerging best practice.  

· Governors should work closely with the board of directors and must be presented with, for consideration, the annual report and accounts and the annual plan at a 
general meeting. The governors can expect to be consulted on the development of forward plans for the trust and any significant changes to the delivery of the trust’s 
business plan.  

 

CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

B.1.1 The board of governors should meet sufficiently 
regularly to discharge its duties effectively.  Typically the 
board of governors would be expected to meet as a full 
board at least four times per year. Governors should 
where practicable make every effort to attend the 
meetings of the board of governors where practicable. 
The NHS foundation trust should facilitate this. 

COMPLIANT 

 The Council of Governors holds at least six general meetings per 
annum, in addition to the Annual General meeting/Annual Public 
Members Meeting and the annual joint meeting with the Board of 
Directors.  The Council of Governors’ work is also supported by a 
number of sub-groups, which meet bi-monthly. 

Where a Governor’s attendance is questioned (ie unacceptable 
absences) per the Constitution, the Chairman will contact the 
individual and invite them to respond to the Council of Governors.  
The Chairman will keep the Council of Governors advised and 
refer to the Council for any final decision. 

Schedule of meetings  
(posted on the Trust’s website).   
Minutes of the Council of 
Governors (also posted on the 
website - …/about us/how we are 
run/), including reports on queried 
absences where relevant) 
Trust Constitution (on Trust’s and 
Monitor’s website) 
Minutes and meeting dates are 
also available from the Sec to 
Board and accessible on the 
central folders held at Trust HQ 
(SMT/CoGl/Meetings) 
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B.1.2 The board of governors should not be so large as to be 
unwieldy. The board of governors should be of sufficient 
size for the requirements of its duties. The roles, 
structure, composition, and procedures of the board of 
governors should be reviewed regularly as described in 
provision D.2.2. 

COMPLIANT 

The Council of Governors currently comprises of 20 public 
governors, 6 staff governors and 9 partner governors.   The structure 
and procedures of the Council of Governors are considered in the 
annual review of the Constitution. 

The review of the Constitution is currently ongoing (phase 2) to 
ensure compliance with the 2012 Act.  The working group has 
undertaken to review the composition of the Council in terms of 
its size, balance and representation. 

Composition – and names of the 
current Governors - is shown on 
the Trust’s and Monitor’s website. 

Governors’ names shown on 
posters at main reception areas 
across the hospital (currently 
being updated: new posters to 
be available by March) 

Details are also available from the 
Sec to Board and accessible on 
the central folders held at Trust 
HQ ((SMT/CoG /Meetings) 

B.1.3 The annual report should identify the members of the 
board of governors, including a description of the 
constituency or organisation that they represent, 
whether they were elected or appointed, and the 
duration of their appointments.  The annual report 
should also identify the nominated lead governor.  A 
record should be kept of the number of meetings of the 
board and the attendance of individual governors and it 
should be made available to members on request. 

COMPLIANT 

This data is included in the annual report and accounts as required.  
In addition to attendance recorded in the meeting minutes and 
included in the annual report, the record of attendance is held 
centrally and could be made available on request 

At the Governors’ request, since 2008/09 the published data in the 
annual report also includes attendance at Governor sub-group 
meetings. 

Annual Report & Accounts 

List of constituencies/Governors 
above as above. 

Record of attendance available 
form Sec to Board; held on 
central folder at Trust HQ 
(SMT/Governing 
Council/Meetings) 
 

Ø Schedule A Disclosure requirements 
– The names of the governors and details of their 

constituency, whether they are elected or appointed 
and the duration of their appointments,  together 
with details of the nominated lead governor 

– the number of meetings of the board of governors 
and individual attendance by governors and 
directors  
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B.1.4 The roles and responsibilities of the board of governors 
should be set out in a written document. This statement 
should include a clear explanation of the responsibilities 
of the board of governors towards members and other 
stakeholders and how governors will seek their views 
and inform them.  

COMPLIANT 

Set out in the Trust’s Constitution.   

Roles and responsibilities supported by guidance published by the 
Foundation Trust Governors Association (FTGA) and Monitor. 

Additionally the Council of Governors has developed and annually 
reviews the Governors’ Strategy and Membership Strategy - to 
further support their roles and their responsibilities towards 
members.  

Constitution – available on the 
Trust’s website 
(www.barnsleyhospital.nhs.uk/ab
out /documents/) 

Strategy documents presented to 
the Council pf Governors and 
adopted in March 2010 (and 
regularly thereafter).  Available on 
Trust’s website (within the 
Council of Governors meeting 
papers) and on  request from Sec 
to Board.  Copies held on central 
folder (SMT/CoG/Meetings/ 

B.1.5 The board of governors should receive and consider 
other appropriate information required to enable it to 
discharge its duties, for example, clinical and 
operational data.  

COMPLIANT 

Governors have full access to all public Board papers. From August 
2012 they have also had access to agendas and Minutes from 
Board meetings held in private. Additionally the Chair/NEDs 
provide briefing reports on the key objectives from the Trust’s 
business plan to relevant Council of Governors’ sub-groups (as 
identified by the Governors) and subsequently to the wider Council 
of Governors via sub-group minutes.   Directors and senior 
managers also attend sub-group meetings to provide briefings 
(and/or training) on a range of issues.  Governors have standing 
invitations to attend a number of corporate groups/ activities. 

The Chairman presents ad hoc queries/requests to the Board on 
behalf of the Governors for additional information; to date all such 
requests have been fully responded to.  Per A.1.1, Governors have 
the option to ask questions and request information from the Board 
at any time.  
 

Public Board papers and all 
public reports to the Council of 
Governors (available on the 
Trust’s website) 

Sub-group Minutes (available on 
the website, within Council of 
Governors general meeting 
papers. 

Copy papers available on request 
from Sec to Board; held on 
central folders at Trust HQ (as 
detailed previously). 



BoD March 2013: 10_QGF and COG - App 1 CoG.doc 15 

CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

B.1.6 The chairman is responsible for leadership of both 
boards (A.2) but the governors themselves have a 
responsibility to make the arrangements work and 
should take the lead in inviting the chief executive to 
their meetings and inviting attendance by other 
executives and non-executives as appropriate. In these 
meetings other board members may raise questions of 
the chairman or his deputy or any other director present 
at the meeting about the affairs of the NHS foundation 
trust.  

COMPLIANT 

The Governors have an open invitation for Directors to attend any or 
all of their general and/or sub-group meetings at any time (excluding 
the Nominations Committee, which remains by specific invitation 
only). 

As indicated above, Governors will invite Directors to report on 
specific issues from time to time (at formal or informal meetings). 

Governors welcome the Chairman’s/NEDs regular attendance at 
sub-groups. 

Minutes of Council of Governors 
General Meeting, March 2009 
(record of extended open 
invitation to Directors) 

Various Council of Governors 
general and sub-group minutes 
(record Director attendance) 

Papers/Minutes available on the 
website and held on central folder 
(as indicated earlier) 

B.1.7 The board of governors should establish a policy for 
engagement with the board of directors for those 
circumstances when they have concerns about the 
performance of the board of directors, compliance with 
the terms of authorisation or the welfare of the NHS 
foundation trust. The board of governors should 
consider the advantages of there being a senior 
independent director on the board of directors (see 
A.3.3).  

COMPLIANT 

In addition to the formal process set out in the Constitution (Annex 
6), through the Chairman and Chief Executive, the Governors enjoy 
an “open access” approach, to encourage Governors to bring any 
concerns on any issue to the Board’s attention as soon as possible.  
The Board is very aware of its accountability to the Council of 
Governors, as evidenced by again holding the annual joint meeting 
with the Governors within the Board’s private meeting in November, 
the Board’s early move to more meetings held in public and 
distribution of agendas and Minutes of meetings held in private.  
As well as responding to any questions from the Governors formally 
presented to the Board via the Chairman (or less formally by the Sec 
to Board on the Governors’ behalf), Directors attend meetings on 
request to provide information on any issue. 

Additionally the Governors have adopted the role of a Lead 
Governor since 2008.  The role was incorporated into the Trust’s 
constitution at the last formal review (July 2010).  
 

Various Board and Governor 
minutes refer   
(available on Trust’s website and 
held on central folder) 

 

Trust’s Constitution (available on 
Trust’s and Monitor’s website) 

Joe Unsworth, public governor, 
registered with Monitor as Lead 
Governor  

B.1.8 The board of governors should ensure its interaction 
and relationship with the board of directors is 
appropriate and effective, in particular, by agreeing the 
availability and timely communication of relevant 
information, discussion and the setting in advance of 
meeting agendas and use, where possible, of clear, 
unambiguous language. 

COMPLIANT 

Evidenced by Minutes of meetings, regular formal and informal 
feedback and the Board’s response to requests for further 
information (eg sharing of integrated performance and, more 
recently, complaints reports, with Governors (via sub-groups)  
 

Various Minutes of Council of 
Governors and sub-groups 
(available on Trust’s website).   
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B.1.9 Governors should acknowledge the overall responsibility 
of the board of directors for running the NHS foundation 
trust and should not use the powers of the board of 
governors to veto the decisions of the board of directors 
or otherwise obstruct the implementation of agreed 
actions and strategies.  Through the nominated lead 
governor, the board of governors should communicate 
directly with Monitor if the NHS foundation trust is at risk 
of significantly breaching the terms of its authorisation 
and if these concerns cannot be satisfactorily resolved. 

COMPLIANT 

Governors are aware of this division of responsibility.  A copy of the 
Code of Governance is issued to all Governors on appointment; it is 
also highlighted in Monitor’s guidance to Governors - issued to all 
Governors in 2009 and to new Governors on appointment. 

The Trust has registered direct contact details for the current Lead 
Governor with Monitor, in case of need. 

 

Various Minutes of the Council of 
Governors and sub-groups 
(available on Trust’s website).   

8.1.10 The board of governors should only exercise its power 
to remove the chairman or any non-executive directors 
after exhausting all other means of engagement with the 
board of directors 

COMPLIANT 

Whilst Governors have stated their confidence in the Chairman and 
Non Executive Directors, for good governance the Council of 
Governors retains the option to draft a protocol for removal of the 
Chair/NEDs in case of need. 

Various Council of Governors 
and Nominations Committee 
minutes refer. 

Code of Governance & Monitor’s 
guidance (on Monitor’s website 

 



BoD March 2013: 10_QGF and COG - App 1 CoG.doc 17 

 

PRINCIPLE  -  C.1:  APPOINTMENTS TO THE BOARD 

 
Main principle 

The 2006 Act sets out how appointments to the board are to be made. There should be a formal, rigorous and transparent procedure for the appointment or election of new 
members to the boards of directors. .  

Supporting Principles 

· Appointments to the board of directors should be made on merit and based on objective criteria.  

· Care should be taken to ensure that new appointees have relevant skills and experience to complement other members of the board and enough time available to 
devote to the job. This is particularly important in the case of chairmanships.  

· The board of directors should satisfy itself that plans are in place for orderly succession of appointments to the board so as to maintain an appropriate balance of skills 
and experience within the NHS foundation trust and on the board 

 

CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

C.1.1 The nominations committee or committees, with external 
advice as appropriate, are responsible for the 
identification and nomination of executive and non-
executive directors.  The nominations committee should 
give full consideration to succession planning, taking 
into account the future challenges, risks and 
opportunities facing the NHS foundation trust and the 
skills and expertise required within the board of directors 
to meet them. 

COMPLIANT: 

Integral to the Terms of Reference of both Committees – ie the 
Nominations Committee (for the appointment of non executive 
directors) and the Remuneration & Terms of Service Committee (for 
the appointment of executive directors) 

Terms of Reference of respective 
Committees.  Available on shared 
central folder: 
SMT/Governance/TOR. 
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CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

C.1.2 There may be one or two nominations committees. If 
there are two committees, one will be responsible for 
consideration  nominations for Executive directors and 
the other for non executive directors (including the 
chairman)  The nominations committee(s) should 
regularly review the structure, size and composition of 
the board of directors and make recommendations for 
changes where appropriate.  The nominations 
committee(s) should evaluate the balance of skills, 
knowledge and experience on the board of directors 
and, in the light of this evaluation, prepare a description 
of the role and capabilities required for appointment of 
both executive and non-executive directors, including 
the chairman. 

COMPLIANT 

This responsibility is shared across two committees as stated above. 

As and when vacancies arise, and at periodic intervals between 
such occasions, both Committees separately consider the balance 
and composition of the Board of Directors.  The committees also 
take account of one another’s views when progressing appointments 
within their respective remits. 

Minutes of the RATS Committee 
(key decisions from which are 
reported to the Board in 
accordance with the Committee’s 
Terms of reference).  Copies are 
available on request from the 
Chairman or Sec to Board (held 
on Chairman’s central folder), 
subject to the Chairman’s 
approval, 

Confidential Minutes of the 
Nominations Committee 
(available at Chairman’s 
approval).  The Committee’s 
recommendations are reported to 
the Council of Governors for 
approval and noted in public 
minutes, subsequently posted on 
the Trust’s website. 

C.1.3 The chairman or an independent non-executive director 
should chair the committee(s).  

COMPLIANT 

In accordance with their Terms of Reference Committees, the 
Chairman of the Trust chairs both the RATS and Nominations 
Committee, except when the latter has been convened to discuss 
the appraisal or appointment of the Chair, in which case the meeting 
is Chaired by either the Deputy Chair or, in their absence, the Lead 
Governor (or other public Governor present and selected by the 
other Governors). 

As above 

C.1.4  The governors are responsible at a general meeting for 
the appointment, re-appointment and removal of the 
chair and the other non-executive directors.  They 
should agree with the nominations committee a clear 
process for the nomination of a new chair and non-
executive directors. Once suitable candidates have 
been identified the nominations committee should make 
recommendations to the board of governors.  

COMPLIANT 

The procedure for appointment/re-appointment and removal of the 
chair and NEDs is outlined in the Trust’s Constitution and the Terms 
of Reference for the Council of Governors’ Nominations Committee 
(the latter are reviewed annually).  The process includes a formal 
requirement for recommendations to be submitted to the Council of 
Governors for approval. 

The process has been reviewed and supported by HR specialists. 

Terms of Reference for 
Nominations Committee (as 
above). 

Various Public Minutes of the 
Council of Governors - approving 
appointment/re-appointment (eg 
April and August 2012). 
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CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

C.1.5 Where an NHS foundation trust has two nominations 
committees, the nominations committee responsible for 
the appointment of non-executive directors should 
consist of a majority of governors. 

 If only one nominations committee exists, when 
nominations for non-executives, including the 
appointment of a chairman or a deputy chairman, are 
being discussed, there should be a majority of 
governors on the committee and also a majority 
governor representation on the interview panel. 

COMPLIANT 

 

In accordance with the Nominations Committee’s terms of reference, 
the Committee comprises six governors (from public, staff and 
partner groups) and the Chairman or Deputy Chairman as 
appropriate.  The Committee forms the core of the interview panel.  
Other support /attendees may be invited. 

Terms of Reference for 
Nominations Committee (as 
above) 

C.1.6 When considering the appointment of non-executive 
directors, the board of governors should take into 
account the views of the board of directors on the 
qualifications, skills and experience required for each 
position 

COMPLIANT 

An integral part of the appointment process, as conducted by the 
Nominations Committee. 

Terms of Reference for 
Nominations Committee (as 
above) 

Relevant minutes Nominations 
Committee (available from 
Secretary to Board and/or central 
files, subject to Chairman’s 
sanction) 

C.1.7 For the appointment of a chairman, the nominations 
committee should prepare a job specification defining 
the role and capabilities required including an 
assessment of the time commitment expected, 
recognising the need for availability in the event of 
emergencies.  A chairman’s other significant 
commitments should be disclosed to the board of 
governors before appointment and included in the 
annual report. Changes to such commitments should be 
reported to the board of governors as they arise, and 
included in the next annual report. No individual, 
simultaneously with being a chairman of an NHS 
foundation trust, should be the chairman of another NHS 
foundation trust. 

COMPLIANT 

The most recent open competition appointment process for the 
incumbent Chair was carried out in Autumn 2008, in compliance with 
the Code of Governance, the Constitution and the Nomination 
Committee’s Terms of Reference.  The process was supported and 
its compliance monitored and affirmed by the Audit Commission, as 
independent experts. 
 
The Chairman’s commitments are recorded in the Directors’ 
Register of Interest and published in the annual report; any 
amendments are reported through the Directors’ Register of Interest. 

Information pack for applicants to 
Chair appointment (2008) – was 
on the web at the time of advert; 
copies available from Secretary to 
Board and/or Director of HR on 
request. 

Nominations Committee Minutes 
and terms of reference (as 
above).  Minutes from Governing 
Council General meeting (on 
website) 

Annual Report (on website) 
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CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

Ø Schedule A Disclosure requirements  
The other significant commitments of the Chairman and 
any changes to them during the year  

Directors’ Register of Interests 
(available on the website, with 
public Board meeting papers – 
January/July or on request from 
Sec to Board 

 

C.1.8 The terms and conditions of appointment of non-
executive directors should be made available for 
inspection. The letter of appointment should set out the 
expected time commitment. Non-executive directors 
should undertake that they will have sufficient time to 
meet what is expected of them. Their other significant 
commitments should be disclosed to the board of 
governors before appointment, with a broad indication of 
the time involved and the board of governors should be 
informed of subsequent changes. 

COMPLIANT 

Terms and Conditions can be provided for inspection at any time.   

The letter of appointment for Non Executive Directors was revised in 
2010/11 to stipulate a minimum of 5 days time commitment 
(previously 3 days) and expectations are made clearer at interview.  
All NEDs are required to affirm that they have sufficient time to 
undertake the role by signing and returning their letter of 
appointment/service agreement. 

NED service agreements and 
letters of appointment are held on 
personnel files; accessible with 
approval from Chairman. 

Blank copies of the agreements 
are available on request from Sec 
to Board and held on central 
folder at HQ. 

C.1.9 The annual report should describe the process followed 
by the board of governors in relation to appointments of 
the chairman and non-executive directors. 

COMPLIANT – current practice. 
Annual report & Accounts 
(as published and available on 
the Trust’s website) 

C.1.10 It is a requirement of the 2006 Act that the chairman, the 
other non-executive directors and – except in the case 
of the appointment of a chief executive –the chief 
executive, are responsible for deciding the appointment 
of executive directors. The nominations committee with 
responsibility for executive director nominations should 
identify suitable candidates to fill executive director 
vacancies as they arise and make recommendations to 
the chairman, the other non-executives directors and, 
except in the case of the appointment of a chief 
executive, the chief executive. 

COMPLIANT  

As indicated earlier, the Trust’s RATS Committee is responsible for 
the appointment and terms & conditions of service for Executive 
Directors.  Its membership includes Non Executive Directors only but 
it is supported by the Chief Executive and Director of HR&OD as 
required.  It also has the right to call upon external advisors. 

As set out in the Trust’s Standing Orders and Constitution, 
appointments for Executive Directors (with the exception of the Chief 
Executive) are required to involve all of the NEDs (ie the RATS 
Committee) and the Chief Executive. 

Terms of Reference for RATS 
Committee. 

Trust’s Standing Orders/Scheme 
of Delegation (available on the 
Trust’s website or from the Sec to 
Board or Director of Finance & 
Information on request) 

Trust’s Constitution (on Trust’s 
and Monitor’s website and 
available from Sec to Board).   

The NHS Act 2006 (available 
from Office of Her Majesty’s 
Stationers; e-copy also held on 
central folder at Trust HQ – 
SMT/Monitor/Acts) 
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CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

C.1.11 It is for the non-executive directors to appoint and 
remove the chief executive.  The appointment of a chief 
executive requires the approval of the board of 
governors. 

 

COMPLIANT 

As C.1.9 - without involvement of the Chief Executive.  In 
accordance with the Trust’s Constitution the recommendation of the 
RATS Committee is presented to the Council of Governors at a 
general meeting for approval. 

As above. 

Minutes of Council of Governors 
general meetings  

 
C.1.12 An independent external advisor should not be a 

member of or have a vote on the nominations 
committee(s) 
 

COMPLIANT 
 
Per Committees’ terms of reference 

Terms of Reference for 
Nominations and RATS 
Committees as above 

C.1.13 The board of directors should not agree to a full-time 
executive director taking on more than one non-
executive directorship of an NHS foundation trust or 
another organisation of comparable size and complexity, 
nor the chairmanship of such an organisation.  

COMPLIANT – current practice 
Register of Directors’ Interests  
(accessibility as above) 

C.1.14 A separate section of the annual report should describe 
the work of the nominations committee(s), including the 
process it has used in relation to board appointment 

COMPLIANT – current practice 
Annual Report & Accounts (on 
website and available on request 
from Trust HQ) 

Ø Schedule A Disclosure requirements  
a separate section describing the work of the nomination 
committee(s), including the process it has used in 
relation to board appointments and an explanation if 
neither external search consultancy nor open 
advertising has been used in the appointment of a 
chairman or a non-executive director 
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PRINCIPLE  -  C.2:  RE-ELECTION 

 
Main principle 
All non-executive directors and elected governors should be submitted for re-appointment or re-election at regular intervals. The performance of executive directors of the 
board should be subject to regular appraisal and review.  The board of directors should ensure planned and progressive refreshing of the board.   
 
Supporting Principles 

· None 

 

CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

C.2.1 Approval by the board of governors of the appointment 
of a chief executive should be a subject of the first 
general meeting after the appointment by a committee 
of the chairman and non-executive directors.  

COMPLIANT  

In accordance with current practice and statutory and regulatory 
requirements and guidance. 

 

Recorded in Minutes of Council of 
Governors’ General Meetings – 
available on Trust’s website 
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CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

C.2.2 Non-executive directors, including the chairman, should 
be appointed by the board of governors for specified 
terms subject to re-appointment thereafter at intervals of 
no more than three years and to the 2006 Act provisions 
relating to the removal of a director. The chairman 
should confirm to governors that, following formal 
performance evaluation, the performance of the 
individual proposed for re-election continues to be 
effective and to demonstrate commitment to the role. 
Any term beyond six years (e.g. two three-year terms) 
for a non-executive director should be subject to 
particularly rigorous review, and should take into 
account the need for progressive refreshing of the 
board. Non-executive directors may serve longer than 
six years (e.g. two three three-year terms following 
authorisation of the NHS foundation trust), but subject to 
annual re-appointment. Serving more than six years 
could be relevant to the determination of a non-
executive director’s independence (as set out in 
provision A.3.1).  

EXCEPTION 

In terms of initial appointments up to three years, in order to 
bring future appointments into a routine of (a) expiry at the 
calendar year end – ie 31st December - and (b) to limit the 
number of potential terms of office expiring in any one calendar 
year, the initial term of office for latest Non Executive 
appointment – Mr Spinks – was extended to three years and 
four months.  This was proposed by the Nominations 
Committee and Council of Governors.  It was also notified to 
Monitor in advance.   

Whilst Monitor, as regulator could not sanction or prohibit the 
course of action proposed, Monitor did confirm that there is no 
specific legal requirement that limits the term of a NED to 3 
years and that whilst what the Trust proposed was not in 
compliance with the Code, it was not of itself problematic 
(email 16th April 2012). 

Current practice, per Nominations Committee Terms of Reference, 
enables NEDs to be re-appointed for consecutive terms of office of 
up to a maximum of six years collectively, subject to satisfactory 
appraisal and Governing Council approval.  Beyond this, re-
appointments are subject to open competition. 

 

 

 

 

Council of Governors’ Minutes 
of General Meeting and report 
12a – April 2012 

 
 
 
 

 

 

 

Trust’s Constitution (on Trust’s 
and Monitor’s website) 

Nominations Committees Terms 
of Reference  
(accessibility as above) 

C.2.3 Elected governors must be subject to re-election by the 
members of their constituency at regular intervals not 
exceeding three years.  The names of governors 
submitted for election or re-election should be 
accompanied by sufficient biographical details and any 
other relevant information to enable members to take an 
informed decision on their election. This should include 
prior performance information such as attendance 
record at governor meetings and other relevant events 
organised by the NHS foundation trust for governors 

COMPLIANT 

Current practice, per Constitution.  The Trust’s Council of 
Governors’ elections to date have been managed by the Electoral 
Reform Services as independent scrutineer and have been carried 
out in accordance with Monitor’s recommended Model Rules of 
Election. 

Trust’s Constitution (on Trust’s 
and Monitor’s website) 
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PRINCIPLE  -  C.3:  RESIGNATION OF DIRECTORS 

 
Main principle 
The board of directors is responsible for ensuring ongoing compliance by the NHS foundation trust with its terms of authorisation, its constitution, mandatory guidance 
issued by Monitor, relevant statutory requirements and contractual obligations.  In so doing, it should ensure it retains the necessary skills within its board of directors, and 
puts in place appropriate succession planning.   
 
Supporting Principles 

· None 

C.3.1 The board of directors should not agree to an executive 
member of the board leaving the employment of an NHS 
foundation trust, except in accordance with the terms of 
their contract of employment, including but not limited to 
service of their full notice period an/or material 
reductions in their time commitment to the role, with the 
board first having completed and approved a full risk 
assessment. 

COMPLIANT 

In accordance with the Trust’s HR policies and procedures and 
requirements of the RATS Committee.   

The latest example (departure of CEO in 2010) was assessed and 
reviewed internally and with Monitor and the Strategic Health 
Authority to ensure all actions were compliant.   
 

Terms of Reference and Minutes 
of RATS Committee refer. 
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PRINCIPLE  -  D.1:  INFORMATION, DEVELOPMENT AND EVALUATION 

 
Main principle 
The board of directors and the board of governors should be supplied in a timely manner with information in a form and of a quality appropriate to enable them to discharge 
their respective duties.  
All directors and governors should receive induction on joining their boards and should regularly update and refresh their skills and knowledge  
 
Supporting Principles 

· The chairman is responsible for ensuring that the directors and governors receive accurate, timely and clear information. Management has an obligation to provide such 
information but directors and governors should seek clarification or amplification where necessary.  

· The chairman should ensure that the directors and governors continually update their skills, knowledge and familiarity with the NHS foundation trust and its obligations, 
to fulfil their role both on their respective boards and on board committees. The NHS foundation trust should provide the necessary resources for developing and 
updating its directors’ and governors’ knowledge and capabilities. 

· The responsibilities of the chairman include ensuring good information flows in the boards and their committees, between directors and governors, and between senior 
management and non-executive directors, as well as facilitating induction and assisting with professional development as required. 

 

CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

D.1.1 The chairman should ensure that new directors and 
governors receive a full, formal and tailored induction on 
joining the board.  

 

COMPLIANT 

Current practice; on appointment the Chairman and Chief Executive 
ensure new NEDs and/or Executive Directors receive appropriate 
information packs/papers and tailored induction programme.  This is 
over and above any standard HR requirements. 

On appointment the Chairman meets all new Governors; information 
packs are provided to give an overview of the Trust, the work of the 
Governing Council and the wider NHS (locally and nationally).  A 
flexible induction programme has been developed by the Council of 
Governors to support new incumbents, together with opportunity for 
new Governors to be “buddied” (mentored) by other Governors 
already in post.  This will be further expanded by development of 
internal and national training programmes for Governors. 
 

NED and Executive Director 
induction checklists (available 
from the Sec to Board and copies 
held on Directors’ personal files) 

Copy pack and induction 
programme available from Sec to 
Board (and copies held on central 
system – Governing 
Council/Information Pack) 
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CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

D.1.2 The board should ensure that directors, especially non-
executive directors, have access to independent 
professional advice, at the NHS foundation trust’s 
expense, where they judge it necessary to discharge 
their responsibilities as directors.  Directors should also 
have access, at the NHS foundation trust’s expense, to 
training courses and/or materials that are consistent with 
their individual and collective development programme 
as described in provision D.2. Decisions to appoint an 
external adviser should be the collective decision of the 
majority of non-executive directors.  The availability of 
independent external sources of advice should be made 
clear at the time of appointment.   

 Committees should be provided with sufficient resources 
to undertake their duties. The board of directors should 
also ensure that the board of governors is provided with 
sufficient resources to undertake its duties, with such 
arrangements agreed in advance.  
 

COMPLIANT 

Per current practice and stipulated in the Trust’s Standing Orders. 

Trust’s Standing Orders   
(available on the web or on 
request from Sec to Board or 
Director or Finance & Information) 

D.1.3 The board of directors and the board of governors 
should be provided with high quality information 
appropriate to the respective functions of the boards and 
relevant to the decisions they have to make. The board 
of directors and the board of governors should agree 
their respective information needs with the executive 
directors. The information for the boards should be 
concise, objective, accurate and timely, and it should be 
accompanied by clear explanations of complex issues. 
The board of directors should have complete access to 
any information about the NHS foundation trust that it 
deems necessary to discharge its duties, including 
access to senior management and other employees. 

COMPLIANT 

Per current practice and reviewed on an ongoing basis through 
respective meetings of Board and Committees, Council of 
Governors (general and sub-group meetings), NED reviews, 
regular transformation programme meetings attended by the  
Executive Team and ad hoc review/planning sessions, to ensure 
continuing improvement in data flow to Directors and Governors. 

Trust’s Standing Orders – as 
above  

Terms of Reference of all 
Committees 

(accessibility as above) 
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CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

D.1.4 The board of directors, and in particular non-executive 
directors, may reasonably wish to challenge assurances 
received from the executive management.  They need 
not seek to appoint a relevant adviser for each and 
every subject area that comes before the board of 
directors, although they should wherever possible 
ensure that they have sufficient information and 
understanding to take decisions on an informed basis.  
When complex or high risk issues arise the first course 
of action should normally be to encourage further and 
deeper analysis to be carried out, in a timely manner, 
within the NHS foundation trust.  On occasion, non-
executives may reasonably decide that external 
assurance is appropriate. 

COMPLIANT 

 

Reflects current practice and standing orders. 

Board Minutes – public (available 
on website) and private (held on 
shared SMT drive; available on 
request from Sec to board, 
subject to Chairman’s approval)  

Trust’s standing orders – 
available on website 

D.1.5 Governors should canvass the opinion of their 
members, and for appointed governors the body they 
represent, on the NHS foundation trust’s forward plan, 
including its objectives, priorities and strategy and their 
views should be communicated to the board of directors. 

COMPLIANT 

It is acknowledged, however, that a more formal structure could be 
useful to support the Governors in this aspect.  

Supported in 2012 through the continuing programme of 
engagement events.  
  

Council of Governors minutes of 
General Meetings and sub-
groups – available on Trust’s 
website. 

Outcomes included in Council of 
Governors’ minutes 

D.1.6 The board of directors should consider and take account 
of the views of the board of governors on the NHS 
foundation trust’s forward plan.  Where appropriate, the 
board of director should communicate to the board of 
governors where their views have been incorporated in 
the NHS foundation trust’s plans, and, if not, the 
reasons for this. 

COMPLIANT 

 

Per current practice 

Council of Governors’ minutes of 
General Meetings and sub-
groups – available on Trust’s 
website. 
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PRINCIPLE  -  D.2:  PERFORMANCE EVALUATION 

 
Main principle 

The board of directors should undertake a formal and rigorous annual evaluation of its own performance and that of its committees and individual directors.  

The board should state in the annual report how performance evaluation of the board, its committees and its individual directors including the chairman, has been 
conducted, bearing in mind the desirability for independent assessment, and the reason why the NHS foundation trust adopted a particular method of performance 
evaluation.  

The outcomes of the evaluation of the executive directors should be reported to the board of directors. The chief executive should take the lead on the evaluation of the 
executive directors.  

The board of governors which is responsible for the appointment and re-appointment of non-executive directors, should take the lead on agreeing a process for the 
evaluation of the chair and the non-executives, with the chairman and the non-executives. The outcomes of the evaluation of the chairman and the non-executive directors 
should be agreed by governors. The governors should bear in mind the desirability of using the senior independent director to lead the non-executive directors in the 
evaluation of the chairman. 

The board of governors should assess its own collective performance and its impact in the NHS foundation trust. 
 
Supporting Principles 

· Individual evaluation of directors should aim to show whether each director continues to contribute effectively, to demonstrate commitment and has the relevant skills for 
the role (including commitment of time for board and committee meetings and any other duties). The chairman should act on the results of the performance evaluation 
by recognising the strengths and addressing the weaknesses of the board, identifying individual and collective development needs and, where appropriate, proposing 
new members be appointed to the board or seeking the resignation of directors. 

· The focus of the Chairman’s appraisal will be his/her performance as leader of the board of directors.  The appraisal should carefully consider that performance against 
pre-defined objectives that support the design and delivery of the NHS foundation trust’s priorities and strategy described in its forward plan. 

 

CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

D.2.1 The chairman, with the assistance of the secretary of 
the boards if applicable, should use the performance 
evaluations as the basis for determining individual and 
collective professional development programmes for 
directors relevant to their duties as board members 

COMPLIANT – per current practice 

Led by the Chairman (for NEDs and Chief Executive individually) 
and the Chief Executive (for Executive Directors).  Collective training 
/development programmes considered and progressed with input 
from Chair/Chief Executive and full Board (recent examples include 
the Board Development programme and negotiations training 

Appraisal outcomes and record of 
in-year training held on personnel 
files – further information 
available from the Chairman and 
Chief Executive on request. 
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CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

Ø Schedule A Disclosure requirements (D.2.1 and D.2.2) 
How performance evaluation of the board of directors, 
its committees and the directors has been conducted 
 

Appraisals of the Executive Directors are carried out by the Chief 
Executive and submitted to the RATS Committee for review and 
comment.  
Appraisals of the Non Executive Directors are carried out by the 
Chairman and reported to the Nominations Committee, for report/ 
recommendations to the Governing Council. 

The appraisal process for the Chairman is the responsibility of the 
SID and Council of Governors and co-ordinated by the SID and 
Governing Council’s Nominations Committee with input from the 
Non Executive directors (led by the SID), the Board of Directors (co-
ordinated by the Chief Executive) and Governors as well as the 
Chairman.   

In 2012 the Board also initiated a programme of development 
workshops and undertook a 360 evaluation/development 
programme - ongoing.  Input for the latter was invited from a 
wide range of internal and external stakeholders (including 
Governors) 

An outline of the process is declared in the Annual Report 

Annual report & Accounts  
available on the Trust’s and 
Monitor’s website 
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CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 
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D.2.2 Led by the chairman, the board of governors should 
periodically assess their collective performance and they 
should regularly communicate to members details on 
how they have discharged their responsibilities, 
including their impact and effectiveness on:  

· contributing to the development of forward plans of 
the NHS foundation trust; and  

· communicating with their member constituencies 
and transmitting their views to the board of 
directors. 

The board of governors should use this process to 
review its roles, structure, composition and procedures, 
taking into account emerging best practice.  Further 
information can be found in Monitor’s publication: Your 
Statutory Duties: A Reference Guide for NHS 
Foundation Trust Governors. 

COMPLIANT 

Per current practice, including 

- annual review of Governors’ performance presented at AGM 

– liaison with members via quarterly newsletters to members and 
Lead Governors’ regular report to the Council of Governors 
(public paper) 

The membership strategy was reviewed and updated in 2012, 
with assistance from the Head of Corporate Governance.   

The governors’ strategy is currently under review. 

Nonetheless Governors are aware of scope for improvement: 

- following discussion at the annual development session 
and approved at a later General Meeting, the Council of 
Governors will shortly be launching a self-appraisal 
questionnaire, requesting input from governors and 
directors. 

- At the latest General Meeting, governors formally agreed to 
submit a request that the Board give consideration to the 
establishment of a membership manager, to support them 
in building better engagement with the members they 
represent. 

Lead Governors’ report to general 
meeting and annual review 
presented at AGM (available on 
website or on request from Sec to 
Board) 

Governing Council (as was) 
report on sub-group structure 
(July 2009 – on web with meeting 
papers) 

Annual development session 
(October/November); 
agenda/papers available from the 
Sec to Board on request. Minutes 
of relevant General Meeting 
(December 2012). 

Feedback from 2010 membership 
survey, issued by Governors. 

Lead Governor’s report, 
February 2013 (Governors’ 
General Meeting papers) and 
subsequent Minutes (when 
available) 

All of the above are also held on 
central folder at Trust HQ 
(Governing Council/Meetings) 
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D.2.3 There should be a clear policy and a fair process for the 
removal from the board of any governor that consistently 
and unjustifiably fails to attend the meetings of the board 
of governors or has an actual or potential conflict of 
interest which prevents the proper exercise of their 
duties.  In addition removal from the board of governors 
may be appropriate where behaviours or actions by a 
governor or governors may be incompatible with the 
values and behaviours of the NHS foundation trust.  
Where there is any disagreement as to whether the 
proposal for removal is justified, an independent 
assessor agreeable to both parties should be requested 
to consider the evidence and conclude whether the 
proposed removal is reasonable or otherwise. 

COMPLIANT 

Per current practice (see also B.1.1 above). 

Governors are also required to declare any interests on the 
Governors’ Register of interest (reviewed bi-annually, February and 
August, at a general meeting).  Governors are periodically reminded 
of their responsibility to declare any conflicts of interest. 

This has been reinforced with the introduction of the Code of 
Conduct for Governors, developed through the Constitution 
review working group and approved by the Council of 
Governors at its General Meeting in February 2013. 

Trust’s Constitution (available on 
the Trust’s and Monitor’s website) 

Council of Governors papers 
and minutes (February and 
August) 
- available on website; held on 
central folder (as advised above) 
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PRINCIPLE  - E1:  LEVEL AND MAKE-UP OF REMUNERATION 

 
Main principle 

Levels of remuneration should be sufficient to attract, retain and motivate directors of the quality required to run the NHS foundation trust successfully, but an NHS 
foundation trust should avoid paying more than is necessary for this purpose. 
 
Supporting Principles 

· The remuneration committee should decide if a proportion of executive directors’ remuneration should be structured so as to link reward to corporate and individual 
performance. The remuneration committee should judge where to position its NHS foundation trust relative to other NHS foundation trusts and comparable 
organisations. Such comparisons, however, should be used with caution to avoid the risk of an increase in remuneration levels with no corresponding improvement in 
performance. 

· The remuneration committee should also be sensitive to pay and employment conditions elsewhere in the NHS foundation trust, especially when determining annual 
salary increases. 

 

CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

E.1.1 Any performance-related elements of the remuneration 
of executive directors should be designed to align their 
interests with those of patients, service users and 
taxpayers and to give these directors keen incentives to 
perform at the highest levels. In designing schemes of 
performance-related remuneration, the remuneration 
committee should follow the following provisions:  

(i)  The remuneration committee should consider 
whether the directors should be eligible for annual 
bonuses. If so, performance conditions should be 
relevant, stretching and designed to match the long 
term interests of the public. Upper limits should be 
set and disclosed.  

(ii)  Payouts or grants under all incentive schemes 
should be subject to challenging performance 
criteria reflecting the objectives of the NHS 
foundation trust. Consideration should be given to 
criteria which reflect the performance of the NHS 
foundation trust relative to a group of comparator 
trusts in some key indicators and the taking of 

COMPLIANT 

The RATS Committee is conscious of the advantages and 
disadvantages of performance related pay, and periodically 
considers options as and when appropriate in light of national 
guidance, good practice and financial viability 

Terms of Reference of RATS 
Committee, past minutes 
(confidential – available on 
Chairman’s approval) 
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independent and expert advice where appropriate.  

 (iii) Performance criteria and any upper limits for 
annual bonuses and incentive schemes should be 
set and disclosed. 

(iv)  The remuneration committee should consider the 
pension consequences and associated costs to the 
NHS foundation trust of basic salary increases and 
any other changes in pensionable remuneration, 
especially for directors close to retirement.   In 
general, only basic salary should be pensionable. 

E.1.2  Levels of remuneration for the chairman and other 
non-executive directors should reflect the time 
commitment and responsibilities of their roles.  

COMPLIANT – in light of current local and national pressures 

Monitored and reviewed by the Council of Governors’ Nominations 
Committee (and subsequently the wider Council of Governors), 
albeit members are conscious of the Trust’s position against national 
comparators. 

Nominations Committee minutes  
(confidential – available on 
Chairman’s approval) and Council 
of Governors’ minutes (public 
reports, available on Trust’s 
website) 

E.1.3 Where an NHS foundation trust releases an 
executive director to serve as a non-executive 
director elsewhere, the remuneration disclosures of 
the annual report should include a statement on 
whether or not the director will retain such earnings 

COMPLIANT 

Per current practice and subject to monitoring via RATS Committee Annual Report & Accounts 
(on website) 

Register of Directors’ Interests 
(on website, within February/ 
August Council of Governors 
papers, and held on central folder 
at Trust HQ) 

Ø Schedule A Disclosure requirements  
How performance evaluation of the board of directors, 
its committees and the directors has been conducted as 
part of the remuneration disclosures of the annual 
report, where an executive director serves as a non-
executive director elsewhere, whether or not the director 
will retain such earnings.  

This is not applicable to any of the current executive directors but 
the Board supports this stance in principle for any potential future 
needs. 
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E.1.4 The remuneration committee should carefully 
consider what compensation commitments 
(including pension contributions and all other 
elements) their directors’ terms of appointment 
would give rise to in the event of early termination. 
The aim should be to avoid rewarding poor 
performance. In an early termination, compensation 
should be reduced to reflect a departing director’s 
obligation to mitigate loss. 

COMPLIANT 

Per current practice and subject to monitoring via RATS Committee 

RATS Terms of Reference 
(on website via Council of 
Governors’ reports and held on 
central folders at Trust HQ) 

 

PRINCIPLE  - E.2:  PROCEDURE 

 
Main principle 

There should be a formal and transparent procedure for developing policy on executive remuneration and for fixing the remuneration packages of individual directors.  No 
director should be involved in deciding his or her own remuneration 

Supporting Principles 

· The remuneration committee should consult the chairman and/or chief executive about its proposals relating to the remuneration of other executive directors.  

· The remuneration committee should also be responsible for appointing any independent consultants in respect of executive director remuneration.  

· Where executive directors or senior management are involved in advising or supporting the remuneration committee, care should be taken to recognise and avoid 
conflicts of interest. 

 

CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

E.2.1 The board of directors must establish a remuneration 
committee composed of non-executive directors which 
should include at least three independent non-executive 
directors. The remuneration committee should make 
available its terms of reference, explaining its role and 
the authority delegated to it by the board of directors. 
Where remuneration consultants are appointed, a 
statement should be made available of whether they 
have any other connection with the NHS foundation 
trust. 

COMPLIANT 
 
Per current practice 

Annual Report & Accounts 
(available on Trust & Monitor’s 
website) 

Trust’s Standing Orders and 
Scheme of Delegation (available 
on website) 

RATS Committee Terms of 
Reference – available on website  
within public Board papers on 
Governance arrangements (2010) 
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and updated regularly;  copies 
available on request from Sec to 
Board (and accessible on central 
folder at HQ – 
SMT/Governance/TOR) 

E.2.2 The remuneration committee should have delegated 
responsibility for setting remuneration for all executive 
directors, including pension rights and any 
compensation payments. The committee should also 
recommend and monitor the level and structure of 
remuneration for senior management. The definition of 
‘senior management’ for this purpose should be 
determined by the board but should normally include the 
first layer of management below board level. 

COMPLIANT As above 

E.2.3 The board of governors is responsible for setting the 
remuneration of non-executive directors and the chair. 
The board of governors should consult external 
professional advisers to market-test the remuneration 
levels of the chairman and other non-executives at least 
once every three years and when they intend to make a 
large change to the remuneration of a non-executive. 

COMPLIANT 

Nominations Committee considered remuneration levels against 
external independent report on boardroom salaries in 2011 and 
regularly reviews rates against Foundation Trust Network data 
and/or other published comparative information. 

The Committee’s recommendations are submitted to the wider 
Council of Governors for approval  

Nominations Committee Terms of 
Reference (on website, within 
Council of Governors meeting 
papers) 

Recommendation outcomes 
reported via Council of 
Governors minutes (available on 
website; on request from Sec to 
Board and held on central folder: 
SMT/CoG/Meetings/GC Minutes) 
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PRINCIPLE  - F.1:  FINANCIAL, QUALITY AND OPERATIONAL REPORTING 

 
Main principle 

The board of directors should present a balanced and understandable assessment of the NHS foundation trust’s position and prospects 
 
Supporting Principles 

· The responsibility of the board of directors to present a balanced and understandable assessment extends to all public statements and reports to regulators and 
inspectors, as well as information required to be presented by statutory requirements. 

 

CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

F.1.1 The directors should explain in the annual report their 
responsibility for preparing the accounts and there 
should be a statement by the auditors about their 
reporting responsibilities. 

COMPLIANT -  per current practice 
Annual Report & Accounts 
(available on Trust’s & Monitor’s 
website) Ø Schedule A Disclosure requirements  

an explanation from the directors of their responsibility 
for preparing the accounts and a statement by the 
auditors about their reporting responsibilities  

F.1.2 The directors should report that the NHS foundation 
trust is a going concern, with supporting assumptions 
or qualifications as necessary.  

COMPLIANT 

Subject to annual review by Finance Committee and/or Board 
(reviewed regularly by Finance Committee;  latest review 
presented in assurance report to, and accepted by, Board January 
2013). 

Annual Report & Accounts 
(available on Trust’s & Monitor’s 
website) 

Relevant Board/Committee 
assurance reports available 
through Board meeting papers 
on Trust’s website.  Also held 
on central files: SMT/Board or 
SMT/Governance/Finance 
Committee respectively) 

Ø Schedule A Disclosure requirements   
a statement from the directors that the business is a 
going concern, with supporting assumptions or 
qualification as necessary  
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F.1.3 (a) The board of directors must notify Monitor and the 
board of governors without delay, and should consider 
whether it is in the public interest to bring to the public 
attention, any major new developments in the NHS 
foundation trust’s sphere of activity which are not public 
knowledge which may lead, by virtue of its effect on its 
assets and liabilities or financial position or on the 
general course of its business, to a substantial change to 
the financial wellbeing, healthcare delivery performance 
or reputation and standing of the NHS foundation trust.  

(b) The board of directors must notify Monitor and the 
board of governors without delay and should consider 
whether it is in the public interest to bring to public 
attention all relevant information which is not public 
knowledge concerning a change:  

– in the NHS foundation trust’s financial condition;  

– in the performance of its business; and/or  

– in the NHS foundation trust’s expectations as to its 
performance which, if made public, would be likely 
to lead to a substantial change to the financial 
wellbeing, healthcare delivery performance or 
reputation and standing of the NHS foundation trust 

COMPLIANT 

Monitor kept informed via Director of Finance & Information and/or 
Chief Executive Liaison with Relationship Manager 

Council of Governors kept informed of any issues via public reports 
or confidential briefing from the Chairman, and access to the 
Board Minutes (public and private) 

 

 

 

 

 

 

Terms of Authorisation (Available 
on request from Sec to Board and 
Monitor’s website) 

Standing Orders (available on 
website or on request from Sec to 
Board or Director of Finance & 
Information 

F.1.4 At least annually, the board of directors should set out 
clearly its financial, quality and operating objectives for 
the NHS foundation trust and disclose sufficient 
information, both quantitative and qualitative, of the NHS 
foundation trust’s business and operations, including 
clinical outcome data, to allow members and governors 
to evaluate its performance.  Further requirements are 
included in the NHS Foundation Trust Annual Reporting 
Manual. 

COMPLIANT – per current practice 

Annual Plan and  
Annual Report & Accounts 
(including Quality Accounts) - 
both available on Trust’s and 
Monitor’s website and on request. 

 



BoD March 2013: 10_QGF and COG - App 1 CoG.doc 38 

 

PRINCIPLE  - F.2:  INTERNAL CONTROL 

 
Main principle 

The board should maintain a sound system of internal control to safeguard public and private investment, the NHS foundation trust’s assets, patient safety and service 
quality.  

Monitor’s publications, NHS Foundation Trust Annual Reporting Manual and the NHS Foundation Trust Accounting Officer Memorandum give further guidance. 

Supporting Principles 

· None 

 

CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

F.2.1 The board should conduct, at least annually, a review of 
the effectiveness of the NHS foundation trust’s system 
of internal control and should report to members that 
they have done so. The review should cover all material 
controls, including financial, clinical, operational and 
compliance controls and risk management systems 

COMPLIANT  

Per current practice, reviewed via the Audit Committee and 
presentation of the Annual Governance Statement  to the Board for 
approval and subsequent signature by the Chief Executive as 
Accounting Officer 

Annual Report & Accounts 
(available on Trust’s & Monitor’s 
website) 

Annual Governance Statement 
(published in Annual Report) 

Trust’s Scheme of Delegation 
(available on Trust’s website and 
on request from Sec to Board or 
Director of Finance & Information) 

Audit Committee and Board 
reports and minutes (available on 
request via the Sec to Board or 
Chair of Audit Committee; copies 
held on central folder at Trust HQ 
– SMT/Governance/ and/or 
SMT/Board respectively) 

Ø Schedule A Disclosure requirements   
a report that the board has conducted a review of the 
effectiveness of the group’s system of internal controls  
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PRINCIPLE  - F.3:  AUDIT COMMITTEE AND AUDITORS 

 
Main principle 

The board should establish formal and transparent arrangements for considering how it should apply the financial reporting and internal control principles and for 
maintaining an appropriate relationship with the NHS foundation trust’s auditors.  

Monitor’s publications Audit Code for NHS Foundation Trusts, Your Statutory Duties: A Reference Guide for NHS Foundation Trust Governors and the Guide for 
Governors: Audit Code for NHS Foundation Trusts give further guidance. 

Supporting Principles 

· None 

 

CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

F.3.1 The board must establish an audit committee 
composed of non-executive directors which should 
include at least three independent non-executive 
directors. The board should satisfy itself that at least 
one member of the audit committee has recent and 
relevant financial experience.  

COMPLIANT – per current practice 

Annual Report & Accounts 

Trust’s Standing Orders (as 
above) 

Audit Committee Terms of 
Reference – published in public 
Board reports on integrated 
governance; available on request 
from Sec to Board (and held on 
central folder at Trust HQ – 
SMT/Governance/TOR) 

F.3.2 The main role and responsibilities of the audit 
committee should be set out in written terms of 
reference and should include details of how it will:  

– monitor the integrity of the financial statements of 
the NHS foundation trust, and any formal 
announcements relating to the trust’s financial 
performance, reviewing significant financial 
reporting judgments contained in them;  

– review the NHS foundation trust’s internal financial 
controls and, unless expressly addressed by a 
separate board risk committee composed of 
independent directors, or by the board itself, review 

COMPLIANT - per current practice 

In addition to the core requirements, the Chair of the Audit 
Committee presents an annual report on its work to the Board of 
Directors and attends at least once annually to a sub-group of the 
Governors to report on ongoing work.  This latter link is further 
supported through the periodic informal meetings between the Audit 
Chair and a Governor nominated as Audit Liaison. 

Annual Report & Accounts 
(available on Trust’s & Monitor’s 
website) 

Trust’s Scheme of Delegation 
(available on Trust’s website and 
on request from Sec to Board or 
Director of Finance & Information) 

Audit Committee Terms of 
Reference – published in public 
Board reports on integrated 
governance; available on request 
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the trust’s internal control and risk management 
systems;  

– monitor and review the effectiveness of the NHS 
foundation trust’s internal audit function;  

– review and monitor the external auditor’s 
independence and objectivity and the effectiveness 
of the audit process, taking into consideration 
relevant UK professional and regulatory 
requirements;  

– develop and implement policy on the engagement of 
the external auditor to supply non-audit services, 
taking into account relevant ethical guidance 
regarding the provision of non-audit services by the 
external audit firm; and  

– report to the board of governors, identifying any 
matters in respect of which it considers that action 
or improvement is needed and making 
recommendations as to the steps to be taken 

from Sec to Board (and held on 
central folder at Trust HQ – 
SMT/Governance/TOR) 

Audit Committee, Board reports 
now presented in public; 
Minutes available on request via 
the Sec to Board or Chair of Audit 
Committee; copies held on central 
folder at Trust HQ – 
SMT/Governance and 
SMT/Board respectively) 

Minutes of Council of Governors’ 
Strategy & Performance sub-
group; presented to the wider 
Council of Governors (thus 
available via public reports on 
website or on request) 

 

F.3.3 The terms of reference of the audit committee, 
including its role and the authority delegated to it by 
the board of directors and by the board of governors, 
should be made publicly available. A separate section 
of the annual report should describe the work of the 
committee in discharging those responsibilities.  

COMPLIANT 
 
Terms of reference have been published within the public Board 
papers (as part of annual review of integrated governance structure) 
and are available on request.   
 
The work of the Committee is reported in the Annual Report & 
Accounts as required. 

As above 

Ø Schedule A Disclosure requirements   
a separate section describing the work of the audit 
committee in discharging its responsibilities  

F.3.4 The board of governors should take the lead in 
agreeing with the audit committee the criteria for 
appointing, reappointing and removing auditors 

COMPLIANT 
 
Per the Trust’s Constitution, Standing Orders and current practice. 
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F.3.5 The audit committee should make 
recommendations to the board of governors, in 
relation to the performance of the external auditor, 
including detail such as the quality and value of the 
work, and the timeliness of reporting and fees to 
enable the board of governors to consider whether 
or not to reappoint them.  The audit committee 
should also make recommendations to the board 
of governors in relation to the appointment, re-
appointment and removal of the external audit or 
and approve the remuneration and terms of 
engagement of the external auditor. 

If the board of governors does not accept the audit 
committee’s recommendation, the board of directors 
should include in the annual report a statement from the 
audit committee explaining the recommendation and 
should set out reasons why the board of governors has 
taken a different position.  

COMPLIANT 
 
In addition to providing recommendations to the Council of 
Governors with regard to the appointment etc of the external 
auditors (and ensure direct governor involvement with underpinning 
processes, as observer), the Chair provides at least annual reports 
on the work of the audit committee – including that of the external 
auditors -  to the Council of Governors via the Strategy & 
Performance sub-group.  
 
Whilst the final point (in the event of a disagreement) has not been 
applicable to date, the Board supports this approach as a point of 
principle and agrees to the provision of such a statement if required 
in the future or to provide a rationale for not doing so. 
 
In the event that any reportable issues arose relating to the auditors, 
the Board agrees that it should involve the Governing Council as 
well as the Audit Committee 

Minutes of sub-group and Council 
of Governor General meetings – 
available on the Trust’s website or 
on request. 
 
Annual review of Code of 
Governance compliance - public 
Board meeting papers; available 
on website or on request (copies 
held on central folders at Trust 
HQ – SMT/Board/Meetings) 

Ø Schedule A Disclosure requirements   
where the board of governors does not accept the audit 
committee’s recommendation on the appointment, 
reappointment or removal of an external auditor, a 
statement from the audit committee explaining the 
recommendation and the reasons why the board of 
governors has taken a different position  

F.3.6 The NHS foundation trust should appoint an eternal 
auditor for a period of time which allows the auditor to 
develop a strong understanding of the finances, 
operations and forward plans of the NHS foundation 
trust.  The current best practice is for a three to five year 
period of appointment. 

COMPLIANT 
 
Per current practice 

Council of Governor Minutes (as 
above) and tendering process 
documentation (available on 
request via the Director of 
Finance & Information or Supplies 
Manager – subject to limitations 
of any commercial/in confidence 
sensitivity) 
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F.3.7 When the board of governors ends an external auditor’s 
appointment in disputed circumstances, the chairman 
should write to Monitor informing it of the reasons 
behind the decisions. 

COMPLIANT 
 
Not yet required since authorisation as an FT but Audit Committee 
would be aware of and give guidance to Chairman as/when 
appropriate. 

Trust’s Standing Orders and 
Scheme of Delegation (integral to 
duties to Monitor by Board, and 
Audit Committee’s responsibilities 
for management of eternal 
audit/eternal auditors). 
Available on website or on 
request from Director of Finance. 

F.3.7 The annual report should explain to members how, if the 
auditor provides non-audit services, auditor objectivity 
and independence is safeguarded 

COMPLIANT 
Monitored via Audit Committee 

Audit Committee Terms of 
Reference (via Board reports on 
website or on request from 
Director of Finance) 

Annual Report & Accounts 

Ø Schedule A Disclosure requirements  
an explanation of how, if the auditor provides non-audit 
services, auditor objectivity and independence is 
safeguarded  

F.3.4 The audit committee should review arrangements by 
which staff of the NHS foundation trust may raise, in 
confidence, concerns about possible improprieties in 
matters of financial reporting and control, clinical quality, 
patient safety or other matters. The audit committee’s 
objective should be to ensure that arrangements are in 
place for the proportionate and independent 
investigation of such matters and for appropriate follow-
up action.  

COMPLIANT 

The Trust’s Whistleblower Policy was reviewed and approved by the 
Board in 2011 and subsequently reported to the Council of 
Governors (and thus into public domain) at its general meeting.  
Future reviewed to be progressed through the Non Clinical 
Governance & Risk Committee and to be report  

 

Whistleblower’s Policy (available 
on Trust’s policy warehouse) or 
on request from Secretary to 
Board or Head of Corporate 
Governance 
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PRINCIPLE  - G.1: DIALOGUE WITH MEMBERS, PATIENTS AND THE LOCAL COMMUNITY 

 
Main principle 

The board of directors should appropriately consult and involve members, patients, clients and the local community. Notwithstanding the complementary role of the 
governors in this consultation, the board of directors as a whole has responsibility for ensuring that satisfactory dialogue with its stakeholders takes place. 

Supporting Principles 
 

· The board of directors should keep in touch with the opinion of members, patients, clients and the local community in whatever ways are most practical and efficient. 
There should be a members’ meeting at least annually.  

· The chairman (and the senior independent director and other directors as appropriate) should maintain regular contact with governors to understand their issues and 
concerns 

 

CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

G.1.1 The board of directors should make available a public 
document that sets out its policy on the involvement of 
members, patients, clients and the local community at 
large, including a description of the kind of issues it will 
consult on 

COMPLIANT  

Encompassed within the Annual Report & Accounts.  
Supported by development of Patient Experience Strategy 
(replacing the former Patient & Public Involvement Strategy) 
and Stakeholder Engagement Plan (approved by Board of 
Directors November and July 2012 respectively).   
 

Annual Report & Accounts 

Strategy and reports on same 
presented to Public Board 
meetings (copies available on the 
Trust’s website and on request 
from Sec to Board or Chief Nurse) 

G.1.2 The board of directors should clarify in writing how the 
public interests of patients, clients and the local 
community will be represented, including its approach 
for addressing the overlap and interface between 
governors and any local consultative forums already in 
place (e.g Local Involvement Networks, the overview 
and scrutiny committee, the local League of Friends, 
and staff groups) 

COMPLIANT 

as above 
As above 
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G.1.3 The chairman should ensure that the views of governors 
and members are communicated to the board as a 
whole. The chairman should discuss the affairs of the 
NHS foundation trust with governors. Non-executive 
directors should be offered the opportunity to attend 
meetings with governors and should expect to attend 
them if requested by governors. The senior independent 
director should attend sufficient meetings with governors 
to listen to their views in order to help develop a 
balanced understanding of the issues and concerns of 
governors. 

COMPLIANT 

All Council of Governors general meeting minutes are presented to 
the Board regularly.  Key issues from sub-groups or individual 
Governors are presented to the Board via the Chairman (or other 
Director).  As B.1.5 above Directors – NEDs and Executives – have 
an open invitation to attend any and all Governors’ meetings (with 
the exception of the Nominations Committee) and the Chair/NEDs 
attend every sub-group meeting to provide briefings/updates on key 
issues.  On request, Directors will also attend any meeting by 
invitation to provide information on new issues and/or briefings on 
any specific issues of interest.  Additionally, Non Executive 
Directors have made a commitment to increase attendance at 
Governors’ meetings. 

Public Board papers and Council 
of Governors’ general meeting 
papers and sub-group minutes 
(available on website or on 
request from Sec to Board; copies 
held on central folder at Trust HQ 
– SMT/CoG/meetings) 

G.1.4 The board of directors should ensure that the NHS 
foundation trust provides effective mechanisms for 
communication between governors and members from 
its constituencies. Contact procedures for members that 
wish to communicate with governors and/or directors 
should be made clearly available to members on the 
NHS foundation trust’s website and in the annual report 

COMPLIANT 

Regular communications are supported by Barnsley Hospital News 
(quarterly newsletter).  Details of Governors and contact points are 
also featured in the annual report, on posters across the site and on 
the Trust’s website 

Contact details for the Board of Directors are also available – via the 
Annual report and website 

Barnsley Hospital News 
(quarterly publication to all 
members) 

Governors’ posters (near most 
main entrances on site) 

Trust’s website 

Annual Report & Accounts 
Ø Schedule A Disclosure requirements  

contact procedures for members that wish to community 
with governors and/or directors  

G.1.5 The board of directors should state in the annual report 
the steps they have taken to ensure that the members of 
the board, and in particular the non-executive directors, 
develop an understanding of the views of governors and 
members about the NHS foundation trust, for example 
through attendance at meetings of the board of 
governors, direct face-to-face contact, surveys of 
member opinion and consultations. 

COMPLIANT – current practice  

Also reflected in earlier notes above regarding liaison and exchange 
of information between Board and Governors 

Annual Report & Accounts 
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Cross reference / 
 supporting documents  

Ø Schedule A Disclosure requirements 
 the steps the board has taken to ensure that members 
of the board, and in particular the non-executive 
directors, develop an understanding of the views of 
governors and members about their NHS foundation 
trust 

G.1.6 The board of directors should monitor how 
representative the NHS foundation trust’s membership 
is and the level and effectiveness of member 
engagement. This information should be used to review 
the trust’s membership strategy, taking into account any 
emerging best practice from the sector 

COMPLIANT 

Governors’ request (February 2013) for the Board to consider 
appointment of membership manager highlights the need to 
support this work further. 

Governors and Membership 
Strategies (reviewed by 
Governors annually).  Available 
from Council of Governors’ 
meeting papers on the Trust’s 
website and on request from Sec 
to Board. 
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PRINCIPLE  - G.2: CO-OPERATION WITH THIRD PARTIES WITH ROLES IN RELATIONS TO FOUNDATION TRUSTS 

 
Main principle 

The board of directors is responsible for ensuring that the NHS foundation trust co-operates with other NHS bodies, local authorities and other relevant organisations 
with an interest in the local health economy 

Supporting Principles 

· The board of directors should enter a dialogue with third party organisations with roles in relation to NHS foundation trusts based on the mutual understanding of 
objectives. 

 

CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE 

Cross reference / 
 supporting documents  

G.2.1 The board of directors should maintain a schedule of the 
specific third party bodies in relation to which the NHS 
foundation trust has a duty to co-operate (boards should 
refer to appendix E of Monitor’s Compliance Framework 
for a generic, non-exhaustive list of bodies). Directors 
should be clear of the form and scope of the co-
operation required with each of these bodies in order to 
discharge their statutory duties 

COMPLIANT  

Per Monitor’s Compliance Framework and Schedule 6 of the Terms 
of Authorisation (as periodically updated). 

Register of Visits 

Monitor’s website 

 

Register available via governance 
committees and on request from 
Head of Corporate Governance (e-
copies held on central folder at Trust 
HQ) 

.G.2.2 The board of directors should ensure that effective 
mechanisms are in place to co-operate with relevant 
third party bodies and that collaborative and productive 
relationships are maintained with relevant stakeholder 
bodies at appropriate levels of seniority as required. 
Periodically, the board should review the effectiveness 
of these processes and relationships and take steps to 
improve them.  

COMPLIANT Annual Report & Accounts 
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APPENDIX 1(a) 
 
 
 

SCHEDULE A:  DISCLOSURE OF CORPORATE GOVERNANCE ARRANGEMENTS 
(Monitor’s Code of Governance, March 2010) 

 
 
For ease of reference, the specific requirements in the code for disclosure are set out below.  
The directors’ report contained within the foundation trust’s annual report should record: 
 

· a statement of how the board of directors and the board of governors operate, including a high-level 
statement of which types of decisions are to be taken by each of the boards and which are to be delegated 
to management by the board of directors (A.1.1);  

· the names of the chairman, the deputy chairman (where there is one), the chief executive, the senior 
independent director and the chairmen and members of the nomination, audit and remuneration 
committees (A.1.2);  

· the number of meetings of the board of directors and those committees and individual attendance by 
directors (A.1.2);  

· the names of the non-executive directors whom the board determines to be independent, with reasons 
where necessary (A.3.1);  

· a description of each director’s expertise and experience (A.3.4);  

· a clear statement about the board of directors’ balance, completeness and appropriateness (A.3.4);  

· the names of the governors and details on their constituency, whether they are elected or appointed and 
the duration of their appointments, together with details of the nominated lead governor (B.1.3);  

· the number of meetings of the board of governors and individual attendance by governors and directors 
(B.1.3);  

· the other significant commitments of the chairman and any changes to them during the year (C.1.7);  

· a separate section describing the work of the nominations committee, including the process it has used in 
relation to board appointments and an explanation if neither external search consultancy nor open 
advertising has been used in the appointment of a chairman or a non-executive director (C.1.14);  

· how performance evaluation of the board of directors, its committees and its directors has been conducted 
(D.2);  

· as part of the remuneration disclosures of the annual report, where an executive director serves as a non-
executive director elsewhere, whether or not the director will retain such earnings (E.1.3);  

· an explanation from the directors of their responsibility for preparing the accounts and a statement by the 
auditors about their reporting responsibilities (F.1.1);  

· a statement from the directors that the business is a going concern, with supporting assumptions or 
qualifications as necessary (F.1.2);  

· a report that the board has conducted a review of the effectiveness of the group’s system of internal 
controls (F.2.1);  

· a separate section describing the work of the audit committee in discharging its responsibilities (F.3.3);  

· where the board of governors does not accept the audit committee’s recommendation on the appointment, 
reappointment or removal of an external auditor, a statement from the audit committee explaining the 
recommendation and the reasons why the board of governors has taken a different position (F.3.5);  

· an explanation of how, if the auditor provides non-audit services, auditor objectivity and independence is 
safeguarded (F.3.8);  

· contact procedures for members that wish to communicate with governors and/or directors (G.1.4); and  

· the steps the board has taken to ensure that members of the board, and in particular the non-executive 
directors, develop an understanding of the views of governors and members about their NHS foundation 
trust (G.1.5). 
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APPENDIX 1(b) 
 

 
INFORMATION DISCLOSURE -  

MONITOR’S CODE OF GOVERNANCE (MARCH 2010)  
 

 
The Code states that: 
 
“The following information should be made available (which may be met by making it available on request and 
making the information available on the NHS Foundation Trust’s website): 

— a statement of the objectives of the NHS foundation trust and an explanation of how interests of patients, 
the local community and other stakeholders will be balanced (A.1.4) 

— a description of each directors’ expertise and experience, with a clear statement about the board of 
directors’ balance, completeness and appropriateness (A.3.4) 

— a clear statement about the board of directors’ balance, completeness and appropriateness (A.3.4); 

— the terms and conditions of appointment of non-executive directors (C.1.7) 

— where remuneration consultants are appointed, a statement of whether they have any other connection with 
the NHS foundation trust (E.2.1); 

— the terms of reference of the nominations, remuneration and audit committees, explaining their role and the 
authority delegate to them by the boards (E.2.1. and F.3.3.) 

— the policy on the involvement of members, patients and the local community at large, including a 
description of the kind of issues on which they will be consulted (G.1.1.); and 

— contact procedures for members that wish to communicate with governors and/or directors (G.1.4) 

The board should set out to governors in the papers accompanying a resolution to re-appoint a non-executive 
director: 

— confirmation from the chairman that, following formal performance evaluation, the individual’s performance 
continues to be effective and to demonstrate commitment to the role, including commitment of time for 
board and committee meetings and any other duties (C.2.2) 

The board should set out to members in the papers accompanying a resolution to elect or re-elect a governor: 

— sufficient biographical details and other relevant information, including any prior performance information, to 
enable members to take an informed decision on their election or re-election of governors (C.2.3)” 
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 Example good practice provided by Monitor – ARM  Board Response 

1. Strategy 

1a:  
Does quality drive 
the Trust’s 
strategy? 

· Quality is embedded in the Trust’s overall strategy  
- The Trust’s strategy comprises a small number of 

ambitious Trust-wide quality goals covering safety, 
clinical outcomes and patient experience which drive 
year on year improvement  

- Quality goals reflect local as well as national priorities, 
reflecting what is relevant to patient and staff  

- Quality goals are selected to have the highest possible 
impact across the overall Trust  

- Wherever possible, quality goals are specific, 
measurable and time-bound  

- Overall Trust-wide quality goals link directly to goals in 
divisions/services (which will be tailored to the specific 
service)  

- There is a clear action plan for achieving the quality 
goals, with designated lead and timeframes  

 

· Applicants are able to demonstrate that the quality goals 
are effectively communicated and well-understood across 
the Trust and the community it serves  

 

COMPLIANT 

Quality is central to the Trust’s Vision - “Providing 
the Best Healthcare for All”. 

The Annual Quality Account clearly identifies three 
quality priorities; these priorities are developed 
around national themes and priorities, but are then 
finalised through consultation with patients, staff 
and local stakeholders. 

In addition the Trust and its commissioners work 
collaboratively to deliver the national and local 
CQUIN priorities as part of the NHS national 
contract arrangements. 

The Quality Account report is circulated to staff 
governors and all partnership organisations and 
stakeholders for comments prior to its publication. 

All quality priorities have clear targets, recording 
metrics and actions to achieve the identified 

Monitor Quality Governance Framework (QGF) (July 20) 

Barnsley Hospital NHS Foundation Trust’s QGF Assurance Assessment February 2013 
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· The Board regularly tracks performance relative to quality 
goals 

 

improvements. 

Quality targets and the full Quality Account are 
included as part of the Trust’s Annual Report. 
Performance against the targets is tracked through 
the Integrated Performance Report which is 
discussed at the Board of Director’s meeting 
monthly.  A comprehensive quality dashboard is 
used as a clear performance measure by the 
Trust’s commissioners. 

The Trust’s Quality, Safety Improvement and 
Effectiveness Board review a Trust wide Quality 
Dashboard monthly and this Committee’s function 
is to provide the operational hold to account, 
through Clinical Service Unit representation and 
exception reporting at this forum. 

1b: 
Is the Board 
sufficiently aware 
of potential risks to 
quality? 

· The Board regularly assesses and understands current 
and future risks to quality and is taking steps to address 
them  

· The Board regularly reviews quality risks in an up-to-date 
risk register  

· The Board risk register is supported and fed by quality 
issues captured in directorate/service risk registers  

· The risk register covers potential future external risks to 
quality (e.g. new techniques/technologies, competitive 
landscape, demographics, policy change, funding, 
regulatory landscape) as well as internal risks  

COMPLIANT 

The Board reviews risks to Quality in a number of 
ways at each of its monthly meetings. 

1) The Board Assurance Framework (BAF) is 
reviewed at each meeting; this document 
clearly identifies the risks associated with 
delivery of the Trust’s Business Plan 
objectives. 

2) The Trust’s Red Risks are reviewed by the 
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· There is clear evidence of action to mitigate risks to 
quality  

· Proposed initiatives are rated according to their potential 
impact on quality (e.g. clinical staff cuts would likely 
receive a high risk assessment)  

· Initiatives with significant potential to impact quality are 
supported by a detailed assessment that could include:  
- Bottom-up. analysis of where waste exists in current  
- processes and how it can be reduced without 

impacting quality (e.g. Lean)  
- Internal and external benchmarking of relevant 

operational efficiency metrics (of which nurse/bed 
ratio, average length of stay, bed occupancy, bed 
density and doctors/bed are examples which can be 
markers of quality)  

- Historical evidence illustrating prior experience in 
making operational changes without negatively 
impacting quality (e.g. impact of previous changes to 
nurse/bed ratio on patient complaints)  

· The Board is assured that initiatives have been assessed 
for quality  

· All initiatives are accepted and understood by clinicians  
· There is clear subsequent ownership (e.g. relevant clinical 

director)  
· There is an appropriate mechanism in place for capturing 

frontline staff concerns, including a defined whistleblower 
policy  

· Initiatives. impact on quality is monitored on an ongoing 
basis (post-implementation)  

· Key measures of quality and early warning indicators 

Board’s Governance Committees at meetings 
held bi-monthly. Key quality risks are escalated 
to the Board through reports to the Board 
following each meeting. 

3) All Risk Registers are rated using the NPSA 
matrix which assesses likelihood against 
consequence and are reviewed by risk register 
leads on a monthly, quarterly, bi-annually and 
annual basis, in accordance with NPSA 
guidance, directly correlating to the 
assessment of the risk severity. 

4) As part of the annual business planning 
process initiatives to improve quality, 
productivity and efficiency are developed in 
accordance with the national QIPP agenda. 

5) All cost improvement and productivity changes 
are clinically assessed by the Medical Director 
and Chief Nurse in order to ensure that 
schemes will not have a negative impact on 
quality or present patient safety risks. The 
Trust has recently revised the assurance 
processes associated with this exercise to 
ensure that documented processes are robust. 

6) Quality is assessed at each meeting through 
quality dashboards and additional patient 
safety indicators are also monitored at each 
meeting. 
 

Clinical Service Unit (CSU) structures are used in 
order to encourage clear ownership of changes by 
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identified for each initiative  
· Quality measures monitored before and after 

implementation  
· Mitigating action taken where necessary 
 

clinicians, led by Clinical Directors. 

All initiatives are monitored through the 
Transformation Board meetings held bi-monthly. 
Quality metrics are continually monitored and 
reported to the Board. 

Incident reports and Risk Registers are used as 
the routine process to capture frontline staff 
concerns. The Trust also has a comprehensive 
Whistle Blowing Policy for staff wishing to escalate 
concerns. This Policy  is reviewed every two years; 
a CQC inspection at the Trust in January 2013 
highlighted that not all staff are aware of this policy 
so further work is being undertaken through the 
Trust’s Communication Team to ensure that staff 
are aware of this policy and able to raise concerns 

To support patients or visitors a Raising Concerns 
Policy supplements the Trust’s complaints 
processes. 
 

2.  Capabilities and Culture 

2a.  
Does the  
Board have the  
necessary  

· The Board is assured that quality governance is subject to 
rigorous challenge, including full NED engagement and 
review (either through participation in Audit Committee or 

COMPLIANT 

The Trust’s Governance and Assurance 
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leadership and  
skills and  
knowledge to  
ensure delivery  
of the quality  
agenda? 

relevant quality-focused committees and sub-committees)  
· The capabilities required in relation to delivering good 

quality governance are reflected in the make-up of the 
Board  

· Board members are able to:  
- Describe the Trusts top three quality-related priorities - 

Identify well- and poor-performing services in relation 
to quality, and actions the Trust is taking to address 
them,  

-  Explain how it uses external benchmarks to assess 
quality in the organisation (e.g. adherence to NICE 
guidelines, recognised Royal College or Faculty 
measures).  

- Understand the purpose of each metric they review,   
be able to interpret them and draw conclusions from 
them  

- Be clear about basic processes and structures of 
quality governance  

- Feel they have the information and confidence to 
challenge data  

- Be clear about when it is necessary to seek external  
- Assurances on quality e.g. how and when it will access 

independent advice on clinical matters.  
· Applicants are able to give specific examples of when the 

Board has had a significant impact on improving quality 
performance (e.g. must provide evidence of the Board’s 
role in leading on quality)  

· The Board conducts regular self-assessments to test its 
skills and capabilities; and has a succession plan to 
ensure they are maintained  

Framework is jointly led by Non Executive and 
Executive Directors. The Board receives 
assurance through four Board Committees: 

1) Clinical Governance Committee 
2) Non Clinical Governance and Risk Committee 
3) Finance Committee 
4) Audit Committee 
 

All Committees are chaired by a Non Executive 
Director with an Executive Director Lead. 

Each of these Committees leads on ensuring that 
best practice and high quality services are central 
to Trust activity. 

The Committees ensure this through a clear 
schedule of exception reports and annual reports 
received. All accreditation visits are reported and 
progress on action plans is monitored. 

The Board has a clear process for approval of the 
Trust’s Quality Priorities, the quality governance 
arrangements and structure including exception 
reporting arrangements, are clearly identified in the 
meeting reporting and Board Assurance 
Framework. 
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· Board members have attended training sessions covering 
the core elements of quality governance and continuous 
improvement 

 

 

Examples of improvements include: 

The inclusion of a patient story at the start of each 
Board meeting in order to provide the focus of all 
present to the quality agenda. 

Board members involved in patient safety visits 
throughout the year; Patient safety improvements 
following these visits include: - 

· A full redesign of the Surgical High Dependency 
Unit. 

· Actions to reduce noise at night 
· The purchase of wanderer phones to ensure 

privacy for patients and confidentiality of staff 
when making and receiving calls 

· Improvements to patient flow through the 
Endoscopy Unit 

· Creation of a mental health assessment room in 
the Emergency Department 
 

These are examples of changes made; the full 
action log and status of all actions following these 
visits are recorded on the Trust’s SharePoint 
document management system. 
Board members undertake mandatory training and 
some have also attended targeted risk 
management and training for Board members. 
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The Risk Management training does need to be 
refreshed to ensure that all Board members are 
trained. 

An external quality review was undertaken at the 
end of 2012 and this review highlighted some gaps 
in assurance relating to patient safety and quality, 
particularly associated with compliance assurance 
with the Care Quality Commission (CQC) Essential 
Standards of Quality and Safety. 

The Board acknowledged this and a four stage 
assurance process has been developed which will 
include; local assurance provided by Ward 
Managers and Matrons, CQC leads assurance 
visits to all clinical areas and patient safety cultural 
assessment  processes delivered through a 
cultural assessment tool that will be used as part of 
the Board led Patient Safety Visits. This assurance 
information will be summarised as part of an 
assurance dashboard that will be scrutinised as the 
CQC Assurance Committee monthly and any 
compliance risks will be escalated through to 
QSIEB and the Trust’s Governance Committees. 

A full schedule of Board development and time out 
sessions are mapped through the year to address 
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specific issues and continually improve the 
effectiveness of the Board. 

The Board has also acknowledged as part of these 
developmental processes that more critical 
assurance and discussion could be included at the 
Board meetings and is working to ensure that this 
critical assurance is strengthened. 

All Board members have individual performance 
appraisals undertaken annually. The composition 
of the Board is reviewed regularly by the 
nomination committee and/or Remuneration and 
Terms of Service Committee, more specifically 
before approving recruitment for new 
appointments. 

2b. 
Does the  
Board promote  
a quality-focused  
culture  
throughout the  
Trust? 

· The Board takes an active leadership role on quality  
· The Board takes a proactive approach to improving 

quality (e.g. it actively seeks to apply lessons learnt in 
other Trusts and external organisations)  

· The Board regularly commits resources (time and money) 
to delivering quality initiatives  

· The Board is actively engaged in the delivery of quality 
improvement initiatives (e.g. some initiatives led 
personally by Board members)  

· The Board encourages staff empowerment on quality  
· Staff are encouraged to participate in quality/continuous 

improvement training and development  

COMPLIANT 

The Board takes an active role on quality; through 
involvement in Governance and Assurance 
Committees and receipt of reports following each 
meeting, involvement in quality visits throughout 
the hospital. The Board receives and reviews high 
profile reports and cases where quality has not 
been delivered locally and nationally and develops 
clear action plans to ensure that  learning from 
such events is incorporated as part of Trust 
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· Staff feel comfortable reporting harm and errors (these 
are seen as the basis for learning, rather than 
punishment)  

· Staff are entrusted with delivering the quality improvement 
initiatives they have identified (and held to account for 
delivery)  

· Internal communications (e.g. monthly news letter, 
intranet, noticeboards) regularly feature articles on quality 

policies and procedures. 

As described in section 2a the Board encourages 
empowerment and staff involvement in quality as 
part of the Patient Safety visits carried out across 
the year 

An electronic incident reporting system and 
process is available for all staff where all incidents 
are reported and risk assessed. All incidents 
assessed as ‘extreme’ are escalated to the 
Strategic Risk Group (SRG) members through 24 
hours reports and are fully discussed at the 
Committee meetings, and escalated to the 
appropriate Director. 

Clear policies and processes to learn from such 
events are in place. Issues are escalated to 
relevant committees and included as part of the 
CSU and departmental risk registers which are 
reviewed monthly and Red (Extreme) risks 
reported through to Board meetings. 

Internal communications include Barnsley Hospital 
Matters, Team Brief and Risk Business newsletter. 
All incorporate quality issues and improvements 
and key learning. 
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3.  Structures and processes 

3a. 
Are there  
clear roles and  
accountabilities in 
relation to  
quality  
governance? 

· Each and every board member understand their ultimate 
accountability for quality  

· There is a clear organisation structure that cascades 
responsibility for delivering quality performance from 
Board to ward to Board. (and there are specified owners 
in-post and actively fulfilling their responsibilities)  

· Quality is a core part of main Board meetings, both as a 
standing agenda item and as an integrated element of all 
major discussions and decisions  

· Quality performance is discussed in more detail each 
month by a quality-focused board sub-committee with a 
stable, regularly attending membership 

COMPLIANT 

All Board members are involved in a full discussion 
on Quality, Governance and Finance as part of the 
Quarterly declaration to Monitor and understand 
their responsibility as part of this process. 

There is a clear accountability and responsibility 
structure within the Trust as well as a clear 
meeting and reporting structure from departments 
through to Board. The Trust’s Governance 
documents articulate these arrangements within 
the Standing Orders, Scheme of Delegation, 
supported by the Standing Financial Instructions. 

The Patient Story sets the quality agenda at the 
start of each Board meeting and quality papers are 
always amongst the first items in each section of 
the Board Agenda. 

The Board Assurance Framework objectives are 
referenced on all papers presented to the Board to 
ensure that assurance is received specific to the 
business plan objective they relate to as detailed 
within the Board Assurance framework. 
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The Governance Board committees have detailed 
discussions on quality and risks to patient safety at 
each of their bi-monthly meetings.  Membership 
attendance at these sub committees is excellent. 

3b: 
Are there  
clearly defined,  
well  
understood  
processes for  
escalating and  
resolving  
issues and  
managing  
performance? 

· Boards are clear about the processes for escalating 
quality performance issues to the Board  
- Processes are documented  
- There are agreed rules determining which issues 

should be escalated. These rules cover, amongst other 
issues, escalation of serious untoward incidents and 
complaints.  

· Robust action plans are put in place to address quality 
performance issues (e.g., including issues arising from 
serious untoward incidents and complaints). With actions 
having:  
- Designated owners and time frames  
- Regular follow-ups at subsequent Board meetings  

· Lessons from quality performance issues are well-
documented and shared across the Trust on a regular, 
timely basis, leading to rapid implementation at scale of 
good-practice  

· There is a well-functioning, impactful clinical and internal 
audit process in relation to quality governance, with clear 
evidence of action to resolve audit concerns  
- Continuous rolling programme that measures and 

improves quality  
- Action plans completed from audit  
- Re-audits undertaken to assess improvement  

· A whistleblower/error reporting process is defined and 

COMPLIANT 

Quality and risk issues discussed at the Board 
committees have a clear process for escalation 
through to Board, through reports following each 
meeting. The meeting, reporting and escalation 
structure for raising quality concerns is clearly 
defined. Serious complaints and extreme scoring 
risks are escalated to Board Directors. All serious 
incidents and quality/patient safety metrics are 
incorporated as part of the Quality Dashboard 
discussed at each Board meeting; this dashboard 
includes information across the following themes: 

· Serious incidents and Never events 
· Provision of  single sex accommodation 
· Infection rates 
· Patient falls 
· Medication errors 
· Pressure ulcers 
· Quality Account targets 
· National and Local CQUIN performance 
· Patient experience measures 
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communicated to staff; and staff are prepared if necessary 
to blow the whistle  

· There is a performance management system with clinical 
governance policies for addressing under-performance 
and recognising and incentivising good performance at 
individual, team and service line levels 

· Other patient safety indicators. 
 

There are clear policies and procedures in place to 
learn from quality performance and work streams 
to implement good practice from such learning are 
managed through clearly defined operational 
groups who all report through to the Quality Safety 
Improvement and Effectiveness Board (QSIEB) 
and the Governance Board committees. 

Quality performance is managed through QSIEB 
which reports directly to the Board through the 
Integrated Performance Report. 

Policies for staff to escalate concerns are 
accessible through the policy warehouse on the 
hospital intranet. These policies are described at 
section 1b. 

3c:  
Does the  
Board actively  
engage  
patients, staff  
and other key  
stakeholders  
on quality? 

· Quality outcomes are made public (and accessible) 
regularly, and include objective coverage of both good 
and bad performance  

· The Board actively engages patients on quality, e.g.:  
· Patient feedback is actively solicited, made easy to give 

and based on validated tools  
· Patient views are proactively sought during the design of 

new pathways and processes  
· All patient feedback is reviewed on an ongoing basis, with 

summary reports reviewed regularly and intelligently by 

COMPLIANT 

The Quality Account is an integral part of the 
Trust’s Annual Report, a public document. 

The Board is actively engaged with Patient 
feedback through the Chief Nurse and Matron’s 
monthly report. The Board also receives other 
reports from the Chief Nurse which include; 
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the Board  
· The Board regularly reviews and interrogates complaints 

and serious untoward incident data  
· The Board uses a range of approaches to „bring patients 

into the Board room. (e.g. face-to-face discussions, video 
diaries, ward rounds, patient shadowing)  

· The Board actively engages staff on quality, e.g.:  
- Staff are encouraged to provide feedback on an ongoing 

basis, as well as through specific mechanisms (e.g. 
monthly „temperature gauge. plus annual staff survey)  

- All staff feedback is reviewed on an ongoing basis with 
summary reports reviewed regularly and intelligently by 
the Board  

· The Board actively engages all other key stakeholders on 
quality, e.g.:  
- Quality performance is clearly communicated to  
- commissioners to enable them to make educated 

decisions  
- Feedback from PALS and LINks is considered  
- For care pathways involving GP and community care, 

discussions are held with all providers to identify 
potential issues and ensure overall quality along the 
pathway  

- The Board is clear about Governors. involvement in 
quality Governance 

 

progress in delivering the Friends and Family Test, 
Annual Reports on Patient Experience and 
Governance and Risk both of which provide 
detailed information, on complaints and PALS 
contacts and serious incidents. These reports also 
provide triangulation and clear learning, which is 
then actively communicated to all staff. 

The Trust involves patients as a member of a 
number of committees across the organisation to 
ensure that patient and service user opinion is 
considered in service developments. 

The Quality account priorities and performance 
against quality targets and CQUINs are regularly 
presented to and discussed at the full council of 
governors and governors sub group meetings 
throughout the year. The governing council 
endorse the priorities each year and approve the 
local target indicator that will be assessed as part 
of the external audit of the Quality Account. 

Staff are involved in a number of forums assessing 
quality, patient safety and patient experience. 

Staff are encouraged and incentivised to complete 
the National Staff Satisfaction Survey and in 
response to the 2011/12 and 12/13 national survey 
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a programme of work streams called Together we 
will Make it Better was introduced. Each work area 
has Board level involvement and membership from 
all staff group areas. This is targeted work to 
actively address the issues that reduced the 
Trust’s staff‘s satisfaction. 

All external stakeholders including LINks, soon to 
be superceded by Health Watch, are consulted as 
part of the quality account priority development and 
on the draft Quality Account report. 

Cross organisational boundary pathways are 
developed through a number of borough wide 
working groups; examples include: Infection 
Prevention Control, Safeguarding Adults and 
Children and Dementia. 

The Board Chair presents the full Integrated 
Performance report including the Quality 
Dashboard to all the governors at the quarterly 
Council of Governors meeting in recognition of 
their role in quality assurance. 

4.  Measurement 
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4a: 
Is  
appropriate  
quality  
information  
being analysed  
and  
challenged? 

· The Board reviews a monthly „dashboard. of the most 
important metrics. Good practice dashboards include:  
- Key relevant national priority indicators and regulatory 

requirements  
- Selection of other metrics covering safety, clinical  
- effectiveness and patient experience (at least 3 each)  
- Selected „advance warning. indicators  
- Adverse event reports/ serious untoward incident 

reports/ patterns of complaints  
- Measures of instances of harm (e.g. Global Trigger 

Tool)  
- Monitors risk ratings (with risks to future scores 

highlighted)  
- Where possible/appropriate, percentage compliance to 

agreed best-practice pathways  
- Qualitative descriptions and commentary to back up  
- quantitative information  

· The Board is able to justify the selected metrics as being:  
- Linked to Trusts overall strategy and priorities  
- Covering all of the Trust’s major focus areas  
- The best available ones to use  
- Useful to review  

· The Board dashboard is backed up by a pyramid of more 
granular reports reviewed by sub-committees, divisional 
leads and individual service lines  

· Quality information is analysed and challenged at the 
individual consultant level  

· The Board dashboard is frequently reviewed and updated 
to maximise effectiveness of decisions; and in areas 
lacking useful metrics, the Board commits time and 

COMPLIANT 

The Board has a clear Integrated Performance 
Dashboard report presented to each meeting; the 
dashboard contains four key sections. 

Service and Contract Performance – this 
includes all the national priority indicators, 
contractual and regulatory requirements. 

Quality – sections included are described at 
section 3b. 

Financial performance – incorporating the Trust’s 
financial risk rating and performance against 
contractual income, efficiency programmes, pay, 
cash flow, and capital. 

Workforce – This section covers performance 
against sickness absence rates, staff turnover, and 
mandatory training and appraisal compliance. 

These dashboards are a high level summary of the 
Trust’s data warehouse that contains the granular 
detail. This detailed information is discussed with 
Clinical Directors and Service managers in 
advance of providing the summary detail to the 
Board. 
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resources to developing new metrics 
 

Detailed reports (e.g. annual workforce report, 
equality & diversity report, staff surveys, etc.) are 
also presented and reviewed by the Board 
regularly. 

In conjunction with the Integrated Performance 
Report/Dashboard the Board reviews the 
performance against the business plan objectives 
and the Board Assurance framework which 
includes the controls to manage risks to delivery of 
these objectives enabling Board members to 
triangulate information and provide appropriate 
challenge. 

The information presented to the Board of 
Directors meeting, is regularly reviewed and 
refined in accordance with national priorities and 
local performance pressures. 

Additionally the Quality Account and CQUIN 
targets are refreshed annually. 

4b:  
Is the  
Board assured  
of the  
robustness  
of the quality  
information? 

· There are clearly documented, robust controls to assure 
ongoing information accuracy, validity and 
comprehensiveness  
- Each directorate/service has a well-documented, well 

functioning process for clinical governance that assures 
the Board of the quality of its data  

- Clinical audit programme is driven by national audits, 

COMPLIANT 

There are clear processes undertaken centrally to 
validate information uploaded to the Trust’s Data 
Warehouse through the Central Information 
Department. The Trust has a Data Quality lead. A 
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with processes for initiating additional audits as a result 
of identification of local risks (e.g. incidents)  

- Electronic systems are used where possible, 
generating reliable reports with minimal ongoing effort  

- Information can be traced to source and is signed-off 
by owners  

· There is clear evidence of action to resolve audit concerns  
- Action plans are completed from audit (and subject  to 

regular follow-up reviews)  
- Re-audits are undertaken to assess performance  
- improvement  

· There are no major concerns with coding accuracy 
performance 

full data mapping exercise for all key KPI’s and 
CQUINs was undertaken in 2011 to fully 
understand any data manipulation prior to 
reporting. This exercise is refreshed annually as  
targets are updated. 

The Trust’s external auditor validates the quality of 
information data collection processes used to 
measure the quality priorities contained within the 
Trust’s Quality Account in accordance with 
requirements outlined as part of the Monitor 
compliance framework and ARM documents 

Regular audits and spot checks are undertaken by 
the Data Quality lead and these are reported to the 
Information Governance Board, and then through 
exception to the Board’s Non Clinical Governance 
& Risk Committee. 

The Clinical audit programme is driven 
predominantly through the Healthcare Quality 
Improvement Partnership (HQUIP) national audit 
programme supplemented by a number of agreed 
local and mandated audits. All actions resulting 
from clinical audits are clearly mapped and 
monitored through CSUs and departmental teams 
to ensure delivery. Re-audits are scheduled to 
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evidence the required improvement. Clinical Audit 
provides exception reports to QSIEB monthly to 
highlight actions/recommendations arising from 
audits that have not been delivered. 

4c: 
Is quality  
information  
being used  
effectively? 

· Information in Quality Reports is displayed clearly and 
consistently  

· Information is compared with target levels of performance 
(in conjunction with a R/A/G rating), historic own 
performance and external benchmarks (where available 
and helpful)  

· Information being reviewed must be the most recent 
available, and recent enough to be relevant  

· On demand. data is available for the highest priority 
metrics  

· Information is humanised./personalised where possible 
(e.g. unexpected deaths shown as an absolute number, 
not embedded in a mortality rate)  

· Trust is able to demonstrate how reviewing information 
has resulted in actions which have successfully improved 
quality performance 

COMPLIANT 

Quality information is reported clearly and 
consistently within the Board’s Dashboard report. 
Detailed information is discussed at QSIEB and the 
CGC. 

The Quality Account reports for each year clearly 
demonstrate and evidence how quality information 
and awareness has been used in order to deliver 
quality improvements. Patient falls and repeated 
falls whilst in hospital are clear examples. 

Information requirements are continually reviewed 
in order to meet all stakeholder needs. The Team 
Brief following each Board meeting was re-
introduced and this has a clear quality context for 
all staff. 

There is a clear commitment to review the 
performance report to Board on an annual basis to 
ensure continual improvement. 
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SUBJECT: BOARD ASSURANCE FRAMEWORK – EXCEPTION REPO RT 

DATE: MARCH 2013  

PURPOSE: To provide an exception report by the principle objectives in the 
business plan as outlined within the Board Assurance Framework. 

Board Assurance 
Framework : 
 

BAF  
Key 
risk  

This report provides an exception report against the full Board 
Assurance Framework. 

RECOMMENDATIONS: To receive and note this report. 

AUTHOR: Liz Libiszewski – Director of Quality and Performance 

 



   
 

 

CORE IMPLICATIONS 

i) Business Plan Objectives    
All Business plan Objectives 

ii) Public and Patient Involvement 
Integral to the full Business plan and Board Assurance Framework 

iii) Communication  
N/A 

iv) Risk Issues (including reputation) 
If A&E position not recovered for Q4 and year end, the Trust’s governance risk rating 
would be adversely affected.  Impact on CQUIN outlined in the report. 

v) Sustainability 
           N/A 

vi) Legal 
Integral to the full Business plan and Board Assurance Framework 

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 
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Ensuring the delivery of high quality and safe serv ices  
1a Provide High quality and safe services  The 95% four target was achieved for Quarter 1, and  Quarter 2, but not achieved for Quarter 3 

and also failed the month in January and February and it is now mathematically impossible to 
achieve Q4 and the full year position.  A full action plan is in place health community wide to 
support the improved performance required moving into 2013/14 . A National Emergency Care 
Intensive Support team (NHSIMS) have been commissioned by the Trust to provide further help 
to work through the issues and recover the position.  
 
The Trust has achieved 81% of the overall CQUIN income available. The Trust  failed in two 
areas; failure to deliver the A and E stretch targets beyond Quarter 1 and the Dementia targets. 
 
 The 18 Week targets are being met overall although at speciality level there are some identified 
issues currently being actioned. Cancer targets are being delivered in main but symptomatic 
breast was an issue in October 2012 due to patient choice. 
 
Stroke Targets are being achieved except the 1 hour and 24 hour imaging targets, the Trusts 
performance is improving but the target requirement is not yet being achieved  

 

1b Provide High quality and safe services CNST and NHSLA Delivery plans to achieve level 2 accreditation are being developed and 
mock inspections were undertaken in October for NHSLA, CNST level 1 achieved in maternity 
services in August 57/60. Level 2 accreditation will not be achieved in 2012/13 but plans 
continue to be progressed to work to be accredited at level 2 in 2013/14. 
 
Stroke Accreditation received in January , Stroke imaging targets are improving but standards 
are not yet being achieved. 
 
Failure to reduce HSMR and SHMI indicators has been added to the Board Assurance 
Framework as agreed at the January 2013 Board meeting, The action plan to deliver the 
planned reduction with be closely monitored through the Clinical Governance Committee. 
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Re-desi gn of elective care pathways  
4d To make the best use of our resources The Elective Care transformation Programme is being monitored and reported to Board through 

the Transformation Board. 
A workshop was held on the 29th August 2012 to develop the workstreams. An additional 
workshop was held on 21st September – 3 key work streams identified to apply the principles of 
the Enhanced Recovery Programme. Implementation  workshops to commence in November 
2012. 
 
At the latest Transformation Board meeting this programme was RAG rated as red because, 
although the Trust is delivering most of the best practice tariffs, the levels of financial gain 
anticipated for this programme in 2012/13 are not being realised. The Transformation Board has 
requested that the programme objectives are fully reviewed and updated for 2013/14, ensuring 
that the principle objectives are truly transformational. 
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SUBJECT:
MONTHLY INTEGRATED TRUST BOARD REPORT –
REPORT PERIOD MONTH 11

DATE: FEBRUARY 2013

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

Board Assurance 
Framework:

BAF 
Key 
risk 

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

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
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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
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Monitor Dashboard Summary Report

Breast Symptomatic Two Week Clinic Service – target 93% seen within two weeks
January  94.8%  - 77 patients offered appointment, 4 breaches
February  92.7%  - 82 patients offered appointment,  6 breaches

As reported at the last Board meeting the third quarter was narrowly missed due to 1 
patient choosing to alter their appointment – 92.8%,  291 patients,  21 breaches

This service is for women who have a range of “breast symptoms” that may not necessarily 
relate to cancer.

As reported previously the Trust, in conjunction with Doncaster FT, have been unable to 
increase Breast Radiologist capacity (to recruit an additional Consultant) to offer clinics on 
different days. Two clinics are held on Tuesday – (previously only one). The service offered at 
Barnsley is a “one stop” triple assessment service, avoiding ladies returning again on a 
different day for imaging. This is not the case in some other services where elements of the 
service are offered over different days requiring re-attendance at the Hospital . 

The main cause of breaches against the target is due to patient choice and low numbers of 
patients referred (small numbers of non attendance result in a significant % variance). 
Escalation process are in place in the event of a patient not being able to be accommodated 
within the two week guarantee, and a solution found, no breaches are incurred as a result of 
an appointment slot not being available.

Not withstanding this, work is being undertaken to review patterns of demand and available 
capacity for “Two Week Clinics” for both Symptomatic Breast Services and the “general two 
week cancer clinic pathways”

All Cancer two week waits – target 93% seen within two weeks
January  90% , 408 patients , 41 breaches
February  92.41%, 407 patients 31 breaches

The principal reason for failing to achieve the target in February was the same as January, 
that being patient choice despite appointments being offered in the required timescales. 
Detailed reasons are not available, however it is possible that adverse weather during the 
period was an influencing factor. The appointments team usually experience an average 20 
per cancellations per month; during January and February this increased up to 30-40. In 
addition a compounding factor is  that a number of appointments are made close to the 14 day 
deadline and any changes requested by the patient cannot be accommodated in time, 
resulting in breach. The CSUs and Cancer Team are reviewing patterns of demand and 
available capacity and will collect more detailed reasons for non attendance in future in an 
attempt understand and to improve on this situation.

Failure to achieve the March target would result in failing to achieve the quarter and incur 
Monitor penalty points. An estimate of the March position will be reported at the Board 
meeting.

Total time in the Emergency Department 4 hour 95% target
The Trust position is summarised below and shows a continuing deterioration in performance 
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February 92.1% - total attendances 6025
3rd quarter – 93.37%
Year to date 94.45%

January 93.1% - total attendances 6333
Year to date 94.65%
As reported at the January Board meeting is was mathematically not possible to achieve the 
Year to Date(full year) target.  

A Health Community meeting was held on 5th February facilitated by the “shadow CCG”. 
Whilst the principal focus was on the Hospital all key agencies from the Health Community 
were represented. A number of issues were considered these included asking Community 
Services to review their assessment criteria for reviewing patients for rehabilitation, utilisation 
and access to community nursing homes, the possibility of 7 day working and the re-
establishment of a provider led Discharge Forum for improving coordination of services across
the Community.

In addition the Area Team on behalf of the “Shadow CCG” (including the Area Team Chief 
Nurse, CCG Chief Officer Designate and CCG Medical Director Designate) undertook a two 
day visit (15th and 19th February) of the Hospital key Departments and Wards. A report of their 
findings was received by the Trust and made a number of recommendations to which the Trust 
has responded. The key summary was that the Emergency Department was generally working 
well, although the Primary Care Stream required review of its effectiveness. The Acute 
Admissions Unit was also working well, the main cause of breaching the 4 hour target was the 
congestion caused in the hospital because of the lack of corresponding flow of discharges 
from the Hospital specialty wards. Causes and solutions were recognised to be multifactorial. 
As a result  the Trust has added to its existing plans and has  introduced new  additional 
procedures and processes in place where identified, these include , increased ward rounds –
including early daily “board rounds” early each day, additional Consultant reviews of patients 
at weekends, additional medical staff to asset process D1s (discharge summaries), additional 
nursing auxiliaries to assist with processing discharge medications, additional therapists 
working at weekends to continue with rehabilitation and assessment. The report also identified 
the need to strengthen clinical leadership and support for the Clinical Teams. These issues 
have been raised with the Clinical Directors collectively and individually to give greater focus 
on the unscheduled care pathway issues.

Despite these actions the Trust’s overall performance has not improved to secure achieving 
the 4 hour targets. Accordingly the Trust has commissioned further external support from the 
National Emergency Care Intensive Support Team. It is expected they will be visiting and 
working with the Trust in April to review the Trust’s unscheduled care pathways and to identify 
further actions to restore the Trust’s performance.
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Performance
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Performance Exceptions
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Quality
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Quality Exceptions
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Key 
Arrows represent the change between the current and previous month position

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

AHP Allied Health Professions
ANP Advance Nurse Practitioner
COPD Chronic Obstructive Pulmonary Disease
CQUIN Commissioning for Quality and Innovation
CSSD Central Sterile Services Department
CSU Clinical Service Unit
DNA Did Not Attend
ED Emergency Department
EPR Electronic Patient Record
FCSE Finished Consultant Episode
FFCE First Finished Consultant Episode
KPI Key Performance Indicator
LOS Length of Stay
PAS Patient Administration System
PROMS Patient Reported Outcome Measures
RTT Referral to Treatment
SAU Surgical Administration Unit
VTE VenousThrombo-Embolism
YTD Year to Date
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Workforce
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Workforce Exceptions



Green

= on target  Improvement in 
performance

Amber = under performance (within 5% of 
target) 

Deterioration in 
performance

Red
= fail (>5% target)

No change in 
performance 
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Financial Performance Summary

Key Issue RAG Trend Financial Performance Summary Appendix

Financial 
Reporting 

Indices

The Trust’s overall financial risk rating at month 11 is a 3 as planned. Capital expenditure is 
now 89% of plan compared to 84% of plan at month 10.  It should be noted that it’s unlikely that 
100% of plan will be achieved.

Appendix 1

Statement of 
Comprehensive 

Income

The overall position for month 11 is a £1.744m surplus, against plan position of £0.750m 
surplus. EBITDA is 107% of plan. (99.4% after adjusting for legacy income.)

Appendix 2

Income Contract income
£2.007m ahead of plan at month 11. This is net of unachieved CQUIN income of £0.615m.

Other Income
£4.444m ahead of plan at month 11, (£3.524m at month 10) due to non recurrent funding of 
additional escalation capacity.

Appendix 2a

Efficiency 
Programme

Overall Achievement at month 11 is £5.766m which is £0.849m behind target year to date, and 
£0.179m behind Monitor plan.

Identified schemes

Underperformance of £0.507m remains static at 85% of plan.

Appendix 3& 
Appendix 3a

Green

Green

Green

Amber
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Key Issue RAG Trend Financial Performance Summary Appendix

Transformation schemes

Underperformance of £0.342m is 89% of target at month 11 compared with 91% at month 10.
The phasing on transformation is mitigated by contingency and other reserves coupled with the 
non-recurrent support received to ensure the delivery of the Transformation Programmes.

Pay Total pay expense is showing an adverse variance of £4.55m. This is predominantly
attributable to the unplanned agency spend within the medicine CSU’s; some of which is 
mitigated by vacancies and the non-recurrent funding of escalation wards and the 
transformation programmes. The run rate on the use of agency staff is showing a downward 
trajectory over the last 6 months with continued improvement in February as a result of the 
recently implemented control on agency. It should be noted that premium rates paid for agency 
will still reflect an adverse position.

Statement of 
Financial 
Position

Deferred income is £6.636m above plan, due to additional financing from NHS Barnsley.  
Prepayments are higher than plan due to taking advantage of additional discount on the 
cleaning contract.  The investment in the wholly owned subsidiary Barnsley Hospital Support 
Services Ltd is reflected at cost of £0.5m.

Appendix 4

Cash The cash position at the end of month 11 is £18.359m, £4.951m ahead of plan. Operating 
cash is equivalent to 45 days at month 11, and the overall liquidity metric is 37 days.

Capital Capital expenditure is £8.752m year to date, £1.045m lower than the revised plan. The adverse 
variance relates to the window replacement which has been delayed due to adverse weather 
conditions. The pathology roof project is now back on plan.  The order for the Endoscopy 
equipment has been placed, though not yet commenced, and it should also be noted that the 
planned expenditure on PAS has now been treated as revenue – a variance of £0.179m, hence 
the slippage anticipated at the year end.  This will not however trigger an indicator of forward 
financial risk.

Appendix 5 & 
Appendix 5a

Green

Amber

Green

Green

Amber
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Appendix 1

Indicators of Forward Financial Risk - to Plan

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 1.95%

Creditors > 90 days past due account for more than 5% of total creditor balances No 1.15%

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 45

Capital expenditure < 75% of plan for the year to date No 89.33%

Financial Risk Rating - Compliance Framework to Plan

YTD YTD YTD
Financial Criteria Weight Metric to be scored Rating categories Calculated Actual Actual

% 5 4 3 2 1 Position Rating Weighting

Achievement of 10% EBITDA achieved (%of plan) 100 85 70 50 <50 99.94% 4 0.40
Plan

Underlying 25% EBITDA Margin (%) 11 9 5 1 <1 5.62% 3 0.75
Peformance

Financial 20% Net return after financing 3 2 -0.5 -5 <-5 1.68% 3 0.60

Efficiency 20%
I & E Surplus margin net of 
dividend (%) 3 2 1 -2 <-2 1.17% 3 0.60

Liquidity 25% Liquidity ratio** (days) 60 25 15 10 <10 37 4 1.00

3.35Financial risk rating weighted average of financial criteria scores
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Appendix 2

Performance against plan @ Month 11

Cumulative Cumulative
Plan Plan Actual Variance

Full Year YTD YTD YTD
£'000 £'000 £'000 £'000

NHS Clinical Income
Elective Long Stay 11,216 10,337 9,945 -392
Non Elective 51,863 47,324 47,967 643
Planned Same Day 13,320 12,274 13,232 958
Out-patients 27,993 25,770 24,599 -1,171
A & E 7,785 7,085 7,004 -81
Other 27,932 25,620 27,670 2,050

Total 140,109 128,410 130,417 2,007

Non NHS Clinical Income
Private patients 13 12 3 -9
Other Non Protected Clinical Income (RTA) 1,156 1,059 1,052 -7

Total 1,169 1,071 1,055 -16

Other income
Research and development 877 575 896 321
Education and Training 3,768 3,454 3,697 243
Other income 12,936 12,024 15,327 3,303
Donation to purchase PPE 593 593
PFI specific income 29 27 27 0

Total 17,610 16,080 20,540 4,460

Total income 158,888 145,561 152,012 6,451

Costs
Employee benefits expenses (Pay) -105,406 -96,612 -95,733 879
Agency costs -5,429 -5,429
Total pay costs -105,406 -96,612 -101,162 -4,550
Drug costs -9,616 -8,814 -9,105 -291
Clinical supplies and services -12,302 -11,803 -11,853 -50
Misc other operating expenses (excl Dep'n) -22,241 -19,783 -20,755 -972

Total costs -149,565 -137,012 -142,875 -5,863

EBITDA 9,323 8,549 9,137 588

Profit / loss on asset disposals 0 -1 -1
Fixed Asset Impairments 0
Depreciation & Amortisation - owned assets -6,116 -5,585 -5,526 59
Depreciation & Amortisation - PFI assets -56 -50 -50 0
Restructuring Costs -350 -321 -27 294
Interest Income 92 85 169 84
PFI Interest Expense -149 -137 -137 0
PFI Specific Costs -79 -72 -72 0
Total interest payable on Loans and leases 0
PDC Dividend expense -1,876 -1,719 -1,749 -30

Net Surplus/(Deficit) 789 750 1,744 994

Net  I & E Margin 0.5% 0.5% 1.1%
Net  I & E Margin risk rating 2 2 3

EBITDA 9,323 8,549 9,137
EBITDA MARGIN 5.9% 5.9% 6.0%

EBITDA Margin risk rating 3 3 3

Revenue Available for debt service 9,415 8,634 9,306

Statement of Comprehensive Income
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2012 - 13 CQUINs 

Ref Indicator Value Actual Q2 Values Actual Q3 Values Actual Q4 Values Estimated Total Value

N1 VTE £32,383 Achieved £32,383 Achieved £32,383 Achieved £32,383 Achieved £129,531

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

L1 CAUTIs £97,149 Achieved £97,149 Achieved £97,149 Achieved £97,149 Achieved £388,594

L2 Outpatient Letters £129,531 Failed £129,531 Achieved £129,531 Achieved £129,531 Achieved £518,125

L3 Paediatric Safeguarding (missed appts) £129,531 Achieved £129,531 Achieved £129,531 Achieved £129,531 Achieved £518,125

L4 Paediatric Safeguarding (A&E) £129,531 Achieved £129,531 Achieved £129,531 Achieved £129,531 Achieved £518,125

L5 MEWS £129,532 Achieved £0 N/A £129,532 Achieved £0 N/A £259,063

L6 A&E 4 hour waits £97,149 Achieved £97,149 Failed £97,149 Failed £97,149 Failed £388,594

Total £744,805 £658,451 £787,982 £1,047,045 £3,238,282

Actual or Estimated TRUE

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

Quarter 3 Quarter 4

NATIONAL

LOCAL

Quarter 1 Quarter 2
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Appendix 3

Efficiency Plan by Theme
Annual Planned Transform Planned Planned Planned Transform Transform Transform Total Total Total

Plan Plans Plan M11 Plan M11 Actual M11 Variance M11 Plan M11 Actual M11 Variance M11 Plan M11 Actual M11 Variance

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

Workforce 2,804 1,273 1,531 1,162 998 -164 733 554 -179 1,895 1,552 -343

Outpatients 585 35 550 32 32 0 504 120 -384 536 152 -384

Elective 401 101 300 91 38 -53 275 70 -205 366 108 -258

Urgent Care 1,075 225 850 204 204 0 779 468 -311 983 672 -311

Consistency in Care 0 0 0 0 0 0 0 0 0 0 0 0

Non Clinical Support 1,055 656 399 597 593 -5 366 368 2 963 961 -3

Strategic Review of Services 605 605 0 520 232 -288 0 0 0 520 232 -288

Estates & IT 690 95 595 87 87 0 545 1,281 736 632 1,368 736

General Efficiencies 785 785 0 719 721 2 0 0 0 719 721 2

TOTALS 8,000 3,775 4,225 3,412 2,905 -507 3,203 2,861 -342 6,615 5,766 -849

Efficiency Plan by Cost Group
Annual Planned Transform Planned Planned Planned Transform Transform Transform Total Total Total

Plan Plans Plan M11 Plan M11 Actual M11 Variance M11 Plan M11 Actual M11 Variance M11 Plan M11 Actual M11 Variance

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

Medical 991 221 770 199 47 -153 706 483 -223 905 529 -376

Nursing & Midwifery 2,397 826 1,571 750 732 -18 1,440 504 -936 2,190 1,236 -954

AHP's 402 252 150 231 231 0 137 53 -85 368 284 -85

Admin/Other 1,887 902 985 823 772 -51 233 268 35 1,055 1,039 -16

Non-Pay 2,324 1,575 749 1,409 1,124 -285 687 1,554 867 2,095 2,678 582

TOTALS 8,000 3,775 4,225 3,412 2,905 -507 3,203 2,861 -342 6,615 5,766 -849
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Appendix 3a
Efficiency Plan by CSU

Annual Planned Transform Planned Planned Planned Transform Transform Transform Total Total Total

Plan Plans Plan M11 Plan M11 Actual M11 Variance M11 Plan M11 Actual M11 Variance M11 Plan M11 Actual M11 Variance

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

Corporate 1,258 806 452 734 692 -42 45 351 306 779 1,043 264

Clinical Support Services 1,469 941 527 828 541 -288 183 341 158 1,011 882 -129

Estates & Facilties 600 390 210 358 358 0 193 196 3 550 553 3

Care of the Elderly 196 0 196 0 0 0 180 99 -81 180 99 -81

General Medicine 269 0 269 0 0 0 247 166 -81 247 166 -81

Specialty Medicine 245 0 245 0 0 0 225 201 -24 225 201 -24

Cardio-Respiratory Medicine 451 259 192 234 234 0 176 105 -71 411 339 -71

Emergency Medicine 319 0 319 0 0 0 292 292 0 292 292 0

Therapy Services 126 35 91 32 32 0 84 42 -42 116 74 -42

Radiology 336 202 134 185 185 0 123 123 0 308 308 0

Pathology 440 338 102 310 310 0 94 36 -57 404 346 -57

Children's Services 260 49 211 45 41 -4 193 201 8 238 243 5

Women's Services 719 290 429 266 265 0 393 253 -140 659 518 -140

Head & Neck 154 43 111 39 9 -30 102 60 -42 141 69 -72

General Surgery 355 101 254 91 131 39 233 130 -103 324 260 -64

Trauma & Orthopaedics 444 208 236 187 93 -94 217 147 -70 404 240 -164

Critical Care 358 113 245 102 14 -88 225 120 -105 327 133 -194

TOTALS 8,000 3,775 4,225 3,412 2,905 -507 3,203 2,861 -342 6,615 5,766 -849
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Appendix 4

2012/13 2012/13
Plan Actual Variance

February February

£'000 £'000 £'000

NON CURRENT ASSETS
Tangible & Intangible Assets Net 72,405 69,644 -2,761

PFI Assets Net 1,592 1,592 0

Total Non Current Assets 73,997 71,236 -2,761

CURRENT ASSETS
Inventories 1,651 1,250 -401

NHS Trade Receivables Current 3,310 3,243 -67

Non NHS Trade Receivables Current 500 915 415

Other related party receivables (BHSS) 35 35

Other Receivables Current 908 1,015 107

Prepayments Current 849 1,565 716

Cash 13,588 18,539 4,951

Assets Current Total 20,806 26,562 5,756

CURRENT LIABILITIES (< one year)
PFI Leases Current -151 -145 6

Trade Payables Current -3,692 -3,042 650

Other Payables Current -5,841 -3,002 2,839

Capital Payables Current -1,602 -1,955 -353

PDC Dividend Payable -780 -811 -31

Accruals Current -3,693 -2,800 893

Provisions current -1,049 -667 382

Deferred Government Grant Income Current 467 216 -251

Deferred Income Current -1,839 -8,475 -6,636

Total Current Liabilities -18,180 -20,681 -2,501

NET CURRENT ASSETS (LIABILITIES) 2,626 5,881 3,255

Investment in subsidiary at cost 500 500

Other Receivables Non current 567 567 0

TOTAL ASSETS LESS CURRENT LIABILITIES 77,190 78,184 994

Deferred Income Non Current -863 -863 0

Deferred Government Grant Income Non Current 0 0 0

PFI Leases Non Current -496 -496 0

Provisions Non Current -278 -278 0

TOTAL ASSETS EMPLOYED 75,553 76,547 994

TAXPAYERS' AND OTHERS' EQUITY
Public dividend capital 45,855 45,855 0

Retained earnings 11,271 12,314 1,043

Revaluation reserve 18,427 18,378 -49

Other Reserves 0

TAXPAYERS EQUITY TOTAL 75,553 76,547 994

Statement of Position - plan
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Appendix 5

Capital Programme 2012/13 Board Budget Actual Variance
Budget to date to date

TOTAL DEFERRED from 2010/11 1,363 1,181 914 -267
Critical Backlog Maintenance

Combined Heat & Power 2,003 1,494 1,744 250
Electrical Switching 0 0 0 0
Windows (AB & KL - 2 elevations each) 1,932 1,732 1,243 -490
Pathology Roof 1,019 941 997 56
Theatre Dehumidification 10 10 3 -7
Drainage - top of site 12 12 11 0
Roads & Pavings 152 152 121 -30
Insulation 0 0 0 0
Theatre Refresh (1,2 & 3) 0 0 0 0
Industrial Air 0 0 0 0
Lifts x 3 (17 OPD/ED, 3&4 Maternity) 5 0 0 0
Specialist Vent SCBU 0 0 0 0
Medical Gases 17 0 8 8
Security 61 61 37 -25
2 Ward Upgrades 756 756 843 86
ESTATES Critical Backlog Maintenance Total 5,967 5,159 5,006 -152

Infrastructure requirements AP phones 115 0 0 0
Network Security 80 0 0 0
VM Ware 31 31 0 -31
IPS Battery replacement 14 14 11 -3
Capacity Management of the network 18 18 18 0
Desk Top Refresh 0 0 15 15
Server Refresh 114 8 8 0
SQL service licencing 48 48 48 0
Web filtering 0 0 0 0
Disaster Recovery  294 0 0 0
Mobile Working Midwifery 0 0 0 0
ICT Hub 0 0 3 3
Quality, Risk, Governance System 31 31 31 0
POC Interface 30 0 9 9
Outpatient Check In System 0 0 0 0
Contract Management Information System 24 24 20 -4
Replacement helpdesk software 0 0 0 0
IM&T 2012/13 798 173 161 -12
Medical & Surgical Equipment 1,189 1,189 1,222 33
CT Scanner 374 374 374 0
Endoscopy Equipment 546 546 0 -546
M&S Equipment 2012/13 2,109 2,109 1,596 -513

PAS 188 178 0 -178
CT Scanner 208 208 218 11
Endoscopy Building 188 0 1 1
Access Control & Security Measures 0 0 2 2
Urgent Care 1,391 791 852 61
STRATEGIC SCHEMES 2012/13 1,974 1,176 1,074 -102
Contingency 0 0 0 0
TOTAL CAPITAL PROGRAMME 12,212 9,797 8,752 -1,045
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Appendix 5a

Capital Programme 2012/13 Board Budget Actual Variance
Budget to date to date
£'000 £'000 £'000

Summary of deferred schemes

Combined Heat & Power 38 36 36 0
Electrical 43 43 38 -5
Replace Calorifiers 196 196 226 31
Asbestos 187 187 155 -32
Flooring 268 268 222 -47
Fire Health & Safety 383 203 102 -101
Estates 2011-12 Deferred 1,115 933 779 -154

Patient Flow 122 122 121 -1
Anticoagulant Clinic Software 17 17 5 -12
Digital Dictation 0 0 0 0
IM & T 2011-12 Deferred 139 139 126 -13

Diathermy Generators 38 38 38 0
Reporting Workstation 14 14 14 0
Other Equipment 2011-12 Deferred 52 52 52 0
2011-12 Additional costs/savings 57 57 -43 -100
TOTAL DEFERRED from 2011/12 1,363 1,181 914 -267
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Transformation Programmes

Highlight Report
March 2013 

1. Summary of Progress

As our Transformation Programme moves into the second year it is now crucial to ensure 
that key personnel are fully engaged with the transformation agenda – our clinical and non-
clinical teams, Trust Board, senior staff and specifically external stakeholders including 
Commissioners, Local Authority and our community provider South West Yorkshire 
Partnership Foundation Trust (SWYPFT). There will also be an increasing requirement to 
include colleagues from partner provider organisations to support the direction of travel that 
will become apparent following the conclusion of the Strategic Review of Clinical Services.

Each programme has a Programme Board (with the exception of the Strategic Service 
Review Programme) led by an Executive Sponsor and supported by Clinical Directors, a 
Non-Executive Director and a representative from our Clinical Commissioning Group (CCG). 
To date it has been difficult to get full engagement at Programme Board level from 
SWYPFT. The Programme details have been shared and discussions continue as to who 
best should support the specific workstreams.  

The Executive leads from each programme have made contact with their Non-Executive and 
CCG colleagues and arrangements are in place to ensure the best use of valuable time is 
agreed per programme; however attendance at Programme Boards has been inconsistent 
and further work is required to understand how best to ensure participation and contribution.

The table below indicates the current position with regards to representation:

Transformation 
Programme

Executive 
Sponsor

Non-Executive 
Representative

Clinical Director 
Representative

CCG 
Representative

SWYPFT 
Representative

Urgent Care Heather 
Mcnair

Linda Christon Dr Dyfrig 
Hughes 

Dr Sudhagar 
Krishnasamy

X

Strategic 
Service 
Review

David 
Peverelle

Paul Spinks All Clinical 
Directors

Dr Nic Balac X

Non-Clinical 
Support

Janet 
Ashby

Francis Patton X X X

IT/Estates Janet 
Ashby

Steve Wragg X Cheryl Hobson X

Elective Care David 
Peverelle

Steve 
Houghton/Paul 
Spinks

Mr Zak Khan
Dr Ak Bowry

Dr Clare
Bannon

X

Outpatients Jugnu 
Mahajan

Linda Christon Mr Wickham
Dr Adebajo

Dr John 
Harban

X

Workforce Hilary 
Brearley

Francis Patton Helen Dixon X X

Consistency in 
Care

Jugnu 
Mahajan

Suzy Brain-
England

Miss Meena 
Dass
Dr Stewart 
Yates
Dr Dominic 
Chan-Lam

Dr Rob Farmer X
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NB: It should be noted that there is additional Clinical Director involvement within specific 
workstreams.

2. Financial Overview

Efficiency Plan by Theme

Annual Identified Transfom Identified Identified Identified Transform Transform Transform Total Total Total

Plan Plans Plan M11 Plan
M11 

Actual
M11 

Variance M11 Plan
M11 

Actual
M11 

Variance
M11 
Plan

M11 
Actual

M11 
Variance

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000
Workforce 2,804 1,273 1,531 1,162 998 -164 733 554 -179 1,895 1,552 -343
Outpatients 585 35 550 32 32 0 504 120 -384 536 152 -384
Elective 401 101 300 91 38 -53 275 70 -205 366 108 -258
Urgent Care 1,075 225 850 204 204 0 779 468 -311 983 672 -311
Consistency in Care 0 0 0 0 0 0 0 0 0 0 0 0
Non Clinical Support 1,055 656 399 597 593 -4 366 368 2 963 961 -2
Strategic Review of Services 605 605 0 520 232 -288 0 0 0 520 232 -288
Estates & IT 690 95 595 87 87 0 546 1,281 735 633 1,368 735
General Efficiencies 785 785 0 719 721 2 0 0 0 719 721 2
TOTALS 8,000 3,775 4,225 3,412 2,905 -507 3,203 2,861 -342 6,615 5,766 -849

2.1 Transformation Scheme
Underperformance of £0.342m is 89% of target at month 11 compared with 91% at month 
10.  The phasing on transformation is mitigated by contingency and other reserves 
coupled with the non-recurrent support received to ensure the delivery of the 
Transformation Programmes.

3. Key Messages

3.1 Internal:

a) Clinical Leadership and Engagement – this has been a challenge for a number of 
programmes and although it is recognised that year one of the Trust Clinical 
Leadership Structure has been a developing process the ownership of specific 
programmes of work must now sit firmly with and be driven by Clinical Directors and 
their Clinical Service Units.

b) Clinical Strategy – Clinical teams continue to struggle to understand the implications 
and necessary configuration of their services within the political context. 

c) Elective Care – This programme carries has been challenged in terms of its progress 
to date. It requires a comprehensive review to define the expectations for year two and 
to identify ambitious and transformational change to elective pathways to deliver the 
benefits required.

d) Workforce – Developing a Workforce Plan that defines a creative staffing model that 
supports the Clinical Strategy for the future and delivers the Business Plan needs to be 
a key area of focus. The Plan needs to be able to respond to the increasing 
requirement to extend the available time of senior-level clinical decision-making, 
particularly for senior doctors to ensure our patients have consistently high levels of 
safe care regardless of time of the day or day of the week.    

3.2 External:

a) Barnsley-wide Transformation – The Senior Strategic Development Group (the 
Executive Group of the Health and Wellbeing Board) has commissioned a series of 
workshops to understand the Transformational agendas of all key stakeholders across 
the Borough. Each organisation’s Transformation Programme will be shared via a 
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series of workshops to understand synergies and identify opportunities for integration 
and further joint working. 

b) Working Together – The South Yorkshire Working Together Programme will provide a 
framework for a future Clinical Strategy for the patch, identifying collective areas of 
priority.   

Section 4 provides an overview of each of the eight Transformation Programmes,
highlighting overall progress and where there are current risks and concerns around specific 
aspects of the programme.

4. Programme Overview 

Key:

Green Programme on track and identified milestones and deliverables achieved
Amber/Green Programme generally on track but concerns/slippage on a specific 

milestone/deliverable but with appropriate mitigation in place 
Amber Slippage on milestones /deliverables but action being taken to bring programme 

back on track
Amber/Red Slippage on milestones/deliverables  that have the potential to significantly delay 

delivery
Red Programme not on track and milestones/deliverables not achieved. No actions 

identified for recovery
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1. URGENT CARE PATHWAYS

Executive Lead Heather Mcnair
Overall Programme 
progress (RAG rated)

AMBER/RED The programme has been rated as 
Amber/Red for February, this is due, in the 
main to the level of clinical engagement 
and clinical leadership within the overall 
programme.

A review of all work streams within the programme has been completed with gaps identified 
and corrective actions agreed. A comprehensive report outlining progress to date and areas of 
concern was presented to the Transformation Programme Board on 28/2/13  

Exception 
Report & 
remedial 
action

While work is ongoing within the programme, concern remains around the 
clinical leadership for 2 of the work streams. This is now being addressed 
with the appointment of the new Clinical Director for Emergency Medicine.

Comment All Project Initiation Documents (PIDs) are being reviewed to ensure clarity on 
Deliverables. Governance, Benefits and Metrics. 

a) Transforming Urgent Care – developing the Urgent Care pathway for 
all patients attending the Emergency Department. The estates build is 
proceeding as planned with the focus turning to the required change 
management activity; specifically the prioritisation and development of 
ambulatory pathways and operational policies for the opening of the 
Observation Ward. 

b) Virtual Ward – seeking funding to 1) continue the pilot of the existing 
Virtual Ward configuration 2) to expand the Virtual Ward to include a 
wider cohort of patients. Trust-wide agreement in place to proceed with 
expansion of the pilot and Measures of Success to be agreed at the 
Transformation Delivery Group (TDG) on 12/3/13

c) COPD – Developing the COPD Pathway across the Community to 
reduce emergency admissions and readmissions. Additional resources 
are being sought to 1) review the COPD Pathway across the Local 
Health Community 2) develop a Respiratory Hub on Ward 18.

d) Local Health Community Partnership developments (formally Triage) 
– Project Brief agreed by the Programme Board. Decision taken to park 
the project for 3 months while the new commissioning arrangements 
embed.

e) Emergency Readmissions – PID presented to the Programme Board 
on 28/2/13. Approval will be confirmed following the identification of an 
appropriate clinical lead. 

f) Children’s fever – Project closed by Urgent Care Programme Board.

g) Kings Fund Frail Older Person’s Project – Project progressing in line 
with plan.
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2. STRATEGIC SERVICE REVIEW

Executive Lead David Peverelle
Overall Programme 
progress (RAG rated)

AMBER /RED The programme has been given an 
Amber/Red rating as clarity around the 
strategic direction of clinical services 
remains dependent on a number of factors.

The External Challenge being facilitated by Finnamore LTD has commenced. The outcome of 
this work will be triangulated with the Clinical Service Unit vision and the outputs of the wider 
South Yorkshire ‘Working Together’ programme. This will result in the development of a clear 
Clinical Strategy for each service incorporating best practice, alternative service models and 
innovative ways of working.

As part of the challenge three themed workshops are planned to further stretch clinical team 
thinking:

1. Friday 15th March - 24/7 Care 
2. Friday 5th April - Unselected older people’s care
3. Friday 19th April - Right place, right time for elective care

Exception 
Report & 
remedial 
action

Although the External Review is now underway with an initial round of 
meetings with each area completed. The required commitment from clinical 
teams to undertake and fully participate within expected timescales will be 
extremely challenging. 

Comment An introductory meeting has taken place with Dr Nic Balac (Chair, Clinical 
Commissioning Group) to understand the appropriate mechanism for CCG 
engagement.

The agreed first phase of the Working Together Programme has been set 
out. This will include a specific review of current provision and option 
appraisal for children’s services, seven day working and specialised 
services in the first instance.

It is proposed that the outcome of the External Challenge will be shared with 
the Trust Board at the April Trust Board Workshop. (Subject to further 
agreement re Trust Board Workshop agenda discussions)

The wider Stakeholder event – intended to provide an opportunity for the
Trust to share proposals around the future of clinical services is yet to be 
finalised. Early discussions with key stakeholders suggest that this would be 
a focussed event to provide opportunities for challenge and input from 
partner provider organisations and commissioners. This event will be 
planned to follow the Trust Board workshop at which the outcome of the 
External Challenge will be shared and discussed.
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3. NON CLINICAL SUPPORT 

Executive Lead Janet Ashby
Overall Programme 
progress (RAG rated)

AMBER The programme has been given an Amber 
risk rating due to the continued difficulties 
with the reconfiguration of the IT service 
and transfer of staff to South West 
Yorkshire Partnership Foundation Trust 
(SWYPFT)

This is now progressing at a faster pace 
than anticipated with the loss of key skills 
from those staff that have transferred to 
support the transition process.

The Benchmarking exercise (indicated at b) to incorporate a wider scope of back office 
functions has highlighted inconsistencies with regards to information available from or willing to 
be shared by other organisations. It has been difficult to make like for like comparisons to 
services and a number of Freedom of Information requests have been required to support the 
process.

The principle of sharing service information between organisations to determine where 
possible synergies and economies of scale lie is a good platform from which to start for 
programmes such as ‘Working Together’ however a much more cohesive approach is required
for future success.  

Exception 
Report & 
remedial 
action

The ICT staff transferring to SWYPFT under TUPE processes also provide 
services to GPs; the GP service will be retained at BHNFT until it transfers 
to the South Yorkshire Commissioning Support Unit (SYCSU) in July. There 
is therefore a risk to both the GP ICT business as usual services and 
transition project as SWYPFT staff will not be available to work on GP 
services – this could affect the reputation of BHNFT and the SYCSU as the 
quality of service may reduce. Negotiations are taking place with SWYPFT 
and the SYCSU to ensure sufficient resource is in place with the appropriate 
knowledge and skills e.g. SWYPFT staff to work with BHNFT staff part time 
during transition.

Comment a) Clinical Coding – Work to engage with Gynaecology and Orthopaedic 
services is underway with a review of documentation and recording held 
with senior clinical staff. The Prior Information Notice (PIN) has been 
issued and market testing commenced.

b) Benchmarking – Detailed benchmarking reviews of Information, 
Governance, Occupational Health and Learning and Development are 
underway with review meetings now scheduled.

c) ICT – Transition work for ICT services for SWYPFT will recommence with 
staff transfer discussions now progressing. GP services will transfer to 
the South Yorkshire Commissioning Support Unit in 3-6 months time.

d) Sterile Services Department (SSD) – responses from Bradford and 
Rotherham yet to be received.
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4. IT & ESTATES

Executive Lead Janet Ashby 
Overall Programme 
progress (RAG rated)

IT
AMBER

The IT element of the programme is rated 
Amber this month due to the remaining 
issues with the suspension of the Patient 
Flow System

Estates
GREEN

The Estates element of the programme is 
rated Green 

The individual workstreams within the programme remain broadly on track with the exception 
of the Patient Flow system as indicated within the exception report. However the programme is 
on track to deliver against the identified savings by year end and has over-delivered against 
the QIPP target to date. 

Exception 
Report & 
remedial 
action

The majority of the programme is progressing with the key programme issue 
remaining the suspension of the Patient Flow Project resulting in benefits 
not being realised to agreed timescales. Options to deliver patient flow 
benefits through other avenues have been presented to the Patient Flow 
Review Board. These options will be assessed in more detail and reported 
to the Review Board at the beginning of April.

Comment a) PAS/Electronic Patient Record (EPR) Replacement – The Lorenzo 
Investment Case version 1 (LIC) was submitted to Connecting for Health 
on 15/2/13. Feedback has been received on areas to provide more detail 
for the next submission. Accommodation for the EPR Team is a 
significant practical issue whilst plans for the refurbishment of the Social 
Club are being progressed; temporary arrangements are being put in 
place. 

b) Patient Flow (Extramed) – work continues to understand what CSC can 
offer in terms of a Patient Flow system. The Trust needs to understand 
whether Lorenzo is capable of delivering a full patient flow system and if 
so what the timescales for implementation would be. Options are to be 
discussed and agreed at the Patient Flow Group in early April.

c) Electronic Document Management - Although option to manage 
documents electronically are being explored an interim solution to 
immediately improve the management of paper records is currently being 
assessed.

d) Additional Systems – Work on patient flow, early warning scores and
Hospital 24/7 will be progressed through March to identify the most 
beneficial solutions. 

e) Space Utilisation – The software to support the Space Utilisation Project 
has been installed. The site survey (asset data capture) is in the 
procurement stages.
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5. ELECTIVE CARE PATHWAYS

Executive Lead David Peverelle 
Overall Programme 
progress (RAG rated)

RED Due to the concerns and issues raised 
around this programme it has received a 
rating of Red this month. A thorough review 
has been held to assess progress to date 
and agree a way forward.

A full summary has been produced to provide an update on progress to date against agreed 
deliverables. Although some areas identified within this programme are performing well 
against national benchmarking data further work is required to identify deliverables that are 
both ambitious and transformational. It is clear that additional programme support is required 
to bring this programme back in line and this is being progressed by the Executive Sponsor 
and the Project Management Office. 

Exception 
Report & 
remedial 
action

The Elective Care Transformation Programme has not progressed at the 
pace required and following the recent review is now being re-focussed. The 
deliverables originally agreed concentrated in the main on the surgical 
elective pathways and a scoping exercise is now required urgently to 
identify those appropriate physician-led elective pathways for inclusion 
(i.e.Endoscopy).

Comment a) Productive Operating Theatre – the Productive Operating Theatre 
project team has developed a suite of metrics against which locally 
determined targets will be set. CSU specific data is collated and 
circulated with reference to their productivity metrics. The scheduling 
project to improve efficiency is being rolled out to ENT. An external 
review of Theatres has been commissioned and will be undertaken 
through March.

b) Enhanced Recovery Pathway re-design – as part of the Hip and Knee 
pathway re-design project capacity issues within therapy services was 
identified as a key issue and is now being addressed through the Allied 
Health Professional (AHP) review currently underway within the 
Workforce Transformation Programme. Pre-assessment was also 
identified as an area for improvement and sits within the Scheduling
workstream of the Productive Operating Theatre project.

c) Best Practice Tariff (BPT), Fragility Hip – although improvements have 
been made to the achievement of BPT throughout the year this is an 
area where alternative service delivery models should be considered.

d) Incentivised Day Case Tariffs – Of the 15 national incentivised day 
case tariffs the Trust performs above the national benchmark in all but 
three procedures. Transformational re-design of the pathways will be 
required to achieve the agreed measures of success.

e) Standardisation of surgical instruments/implants and associated 
equipment – Mini competition tender for bids for supply/product mix will 
close in March with a meeting with the supply chain planned for early 
April.



30

6. OUTPATIENTS

Executive Lead Jugnu Mahajan 
Overall Programme 
progress (RAG rated)

AMBER The programme has been rated Amber this 
month as the Programme has picked up 
pace once more.

Progress continues within each of the specific workstreams of this programme. The re-design 
of outpatient service models will be an integral part of the Clinical Strategy of each Service 
Review and will be further supported by the Space Utilisation Project within the Estates 
Transformation Programme. The contract soon to be agreed with Commissioners will further 
demand innovative and new ways of working to meet challenging activity plans.

Exception 
Report & 
remedial 
action

Options to progress the implementation of the Self Check-in Kiosks will be 
presented to the Investment Board in March. This project was delayed due 
to a scoping exercise with CSC to understand the capability of Lorenzo to 
deliver this functionality.  

Comment a) Clinic Utilisation – this project continues to progress with two 
specialities (Colorectal and Rheumatology) undergoing a thorough 
review of their New Patient/Follow Up ratio, Did Not Attend (DNA) rates, 
the number of appointments cancelled by the Hospital, the number of 
Consultant to Consultant referrals, their clinic slot availability aligning this 
to a demand and capacity study. The outcomes of this pilot will be 
presented to the Programme Board with a plan to roll out to a wider 
cohort of services. It has been noted, however that this work is intensive 
and requires a significant amount of resource. 

b) 5 Day turnaround of GP letters – Two GP practices have been selected 
to participate in a pilot to test the sending of letters electronically. This will 
commence in March.  

c) Quality, Innovation, Productivity, Prevention (QIPP) schemes – the 
programme is currently in the process of identifying additional QIPP 
schemes for inclusion in year two.
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7. WORKFORCE

Executive Lead Hilary Brearley
Overall Programme progress 
(RAG rated)

AMBER The programme is rated as Amber overall this 
month with the individual workstreams current 
status varying within the programme and some 
slippage on milestones but action identified to 
ensure deliverables are still achieved.

A review of the different staff groups within the workforce was a key initial piece of work for this 
programme; however a process for bringing together the workforce implications emerging from other 
Transformation Programmes has commenced. 

A key focus for the Workforce Programme moving into year two is to develop a Workforce Plan that 
reflects the requirements of the outcomes of the Strategic Review of Clinical Services and the 
workforce model that will be required to deliver this Strategy. 

Exception 
Report & 
remedial 
action

Medical:- Recruitment to the internal bank has been delayed due to a slippage by one
month of the centralisation of the Rota Coordinators

Sickness Absence:- There is some slippage on the focus of the Additional Clinical 
Service sickness reduction. A report is currently being completed

Agenda for Change Reward:– The National Agreement has now been published and 
is being reviewed for workforce implications.

Comment a) Nursing – The Safer Nursing Care tool has been completed to time, the 
information collected will be analysed, summarised and triangulated with best 
practice, benchmarking and professional judgement. Report findings of both ward 
staffing levels and review of Matrons and Clinical Nurse Specialists are on track to 
be completed by 31/3/13

b) Medical – The business case for the centralisation of Rota Coordinators has not 
been reviewed therefore no decision has been reached delaying the appointment 
of the Rota Coordinators and delaying the implementation plan by one month to 
May 2013. The collection of paper Job Plans continues but the submission rate to 
date is well below expected levels. The Chief Executive is meeting key individuals 
to discussion remedial action. The e-job planning business case has been 
presented to the Director of Finance but the order has yet to be placed.

c) Sickness Absence – The outcome of the review of the current interpretation of the 
Policy will be communicated to staff and managers during February. Awareness 
sessions will be offered to staff from the 25th February. The report on the Additional 
Clinical Service sickness will be completed by 31/3/13 

d) Allied Health Professionals (AHP) – Benchmarking has been undertaken on both 
staffing levels and activity and data. The final report is on track to be completed by 
the end of April

e) Admin and Clerical – An options appraisal has been conducted and an action 
plan prepared for the creation of an Admin Bank. A review of the General Office 
has been completed and savings achieved. An options appraisal has commenced 
for e-personnel files.

f) Agenda for Change (AfC) Reward – An options paper has been presented to the 
Transformation Board. Discussions with neighbouring Trusts re local arrangements 
as an alternative to elements of AFC terms and conditions are ongoing, but 
unlikely to be concluded by the end of March.



32

8. CONSISTENCY IN CARE

Executive Lead Jugnu Mahajan
Overall Programme 
progress (RAG rated)

AMBER The programme has been rated as Amber 
this month although pace around specific 
workstreams has improved.

The inclusion of the Medicines Management project into this programme will allow for a more 
integrated approach to the management of medicines across the organisation and allow QIPP 
schemes and financial benefits to be realised. 

Significant transformation opportunities regarding inpatient automation are to  be explored and 
progressed. 

Exception 
Report & 
remedial 
action

The key issue highlighted within this programme is the risk in relation to the 
recruitment of both Radiographers and Radiologists to support the extended 
Diagnostic Project. The reporting of scans in the appropriate timeframe can 
be supported by the use of Teleradiolgy, however this is an expensive 
solution and the appointment of substantive Consultant staff is the preferred 
option.

Recruitment of Radiographers is underway but there is a specific national 
shortage of Sonographers to support the Ultrasound service with an 
additional pressure from the increasing development of alternative 
providers. A recruitment and Retention premium is under negotiation.

Comment a) Extended Diagnostics - The department is working closely with the 
Human Resource Department to ensure all recruitment options have 
been explored.

b) Medicines Management – financial savings from the QIPP schemes 
identified from this programme are being agreed with the Finance 
Department in addition to some identified ‘quick wins’

c) Hospital 24/7 – The Project Manager was appointed on the 27th

February and will formally take up the post in March; however this was 
an internal appointment and work on the project has already 
commenced.

d) HSMR – This workstream has been added to the programme with Dr Phil 
McAndrew leading on Sepsis Protocols for the Emergency Department 
(ED) and acute Medical Unit (AMU).

e) Extended Consultant Cover (12/7) – An agreement has been reached 
between the Physicians as to how to provide senior cover for 12 hours 
per day, 7 days per week. A bid to pump prime this cost for a period of 
three years has been put forward in the contracting stance to the 
Commissioners. The outcome is expected in March.
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5. Trust Board Considerations/Feedback Measures Progressed

Workstream Date Reference Comment Action & Response

Overall Feb 
2013

Min
13/50

“… this [impact of 
sickness/absence] had 
been recognised  by the 
Transformation Board and 
steps taken, with each 
programme now having 
specific programme leads 
and support structures in 
place.  However, it was 
agreed that this should be 
revisited by the Executive 
Team to ensure the Board 
could be better assured 
about processes in place 
to mitigate the impact of 
any future absences or 
staff changes.”

The Transformation Board 
received an assurance that 
a contingency would be put 
in place to cover any future 
long term absence of key 
personnel to ensure that 
programme pace or delivery 
was not unduly delayed.

The Project Management 
Office would liaise with the 
respective programme 
Executive sponsor to agree 
appropriate cover for the 
affected elements of the 
projects.

Overall Feb 
2013

Min
13/50

“… it was agreed that 
information on ongoing 
work would be useful to 
include in the progress 
report[s] in future”

Each Highlight Report gives 
an account of progress to 
date of deliverables for the 
month. These are discussed 
in detail at Programme 
Boards.

Reference to planned future 
work will be included within 
the Report where 
appropriate.
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Please note: all Milestone deadlines are now locked down
Edits to Milestone deadlines must be via AG and then presented to the TDG as the Change Authority for approval

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

Stage Review All Programmes W/C 31/05/2013

    AHP review completed  28/03/13

    AHP review Report Completed 31/03/2013

    Implementation TBC

    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

    Implementation TBC

    Master Vendor (Locum/Agency) 11/02/2013

    Centralisation of Rota Coordinators 01/04/2013

    Internal Medical Bank 01/04/2013

    e-Job Planning/e-Leave - Business Case to Investment Board 23/01/2013

    Procurement and Implementation Review by TDG 15/03/2013

    Paper Job Planning Collection & Analysis 31/03/2013

     Review progress of admin reviews    31/01/2013

     Reviews completed 31/03/2013

     Implementation TBC

    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

    Review of Management of Organisational Change Policy and links to stress 31/03/2013

     Update on pay performance schemes for senior management 20/02/13

Review of Stakeholder Engagement 03/01/2013

     Engage Supplier for Service Reviews 11/02/2013

     Strategic Service Plans 25/03/2013

     Agreement of Strategic Services - Transformation Programme Board 12/03/2013

     TDG Review of Progress 01/04/2013

     Implementation & Delivery of Agreed Strategy 29/03/13 - 29/12/13

Urgent Care Programme

    PID 28/03/2013

    Implement Primary Care Stream in the Emergency Department 04/03/13 - 27/07/13

    Ambulatory Care Pathways Reconfiguration 01/04/13 - 20/08/13

20142013

Strategic Service Review Programme

Agenda for Change & Reward Strategy

Absence Review

Workforce Programme

Nursing Review

AHP Review

Medical Review

Stakeholder Engagement

Admin & Clerical Review

Transforming Urgent Care



G On target
A Progressing but to revised timeline
R On hold/Major Issues
B Review/Plan 12a_Integrated Board Report_3.xls 2

Month 11 February 1-28 2012-13 Timescale
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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

Stage Review All Programmes W/C 31/05/2013

20142013

     Agreed specification for the enhanced VW 31/01/2013

     Phase 2 - Implementation of the enhanced VW 20/02/13 - 31/07/13

     PID submission - Urgent Care Board 23/01/2013

Virtual Ward

COPD Redesign
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Month 11 February 1-28 2012-13 Timescale

Please note: all Milestone deadlines are now locked down
Edits to Milestone deadlines must be via AG and then presented to the TDG as the Change Authority for approval

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

Stage Review All Programmes W/C 31/05/2013

20142013

     Implementation of 'quick wins' 31/03/2013

     Sign off of future service including clinical pathway guidelines & operational processes & procedures 01/06/12 - 28/06/13

     Re-audit against NICE quality standards 28/02/2013

     Full implementation of changes to service model 01/12/2013

     Approval to proceed formal request paper to TDG 15/01/2013

     Initiate programme activity and engagement 16/01/2013

     Approval of governance arrangements and next steps at Urgent Transformation Board 23/01/2013

     Approval of the Project Brief at Urgent Care Transformation Board 28/02/2013

     Approval of final PID at Urgent Care Transformation Board 21/03/2013

     Formal agreement with CCG/ Regional agreement 10/06/2013

     Implementation 19/07/2013

     Implement triage for unscheduled care (Phase 1) 01/06/13 - 13/12/13

Review service Model and on-going plan for implementation 01/11/13 - 30/04/14

     Establish need for and develop Paediatric Assessment Tool in Emergency Department 30/04/2013

     Undertake survey of parents/ carers/ children and young people re: reason for choosing ED in Action Plan 31/01/2013

     Discharge information leaflet given to all parents/ carers of children who present with Fever in ED and document on 
Assessment document

28/03/2013

     Audit adherence to NICE guidance for assessment and management of feverish illness 30/04/2013

     Regional discussion regarding implementation 20/01/2013

     Project approach signed off by Steering Group 14/02/2013

     National event 13/02/2013

     Implement Recommendations 0/04/13 - 01/08/13

     PID approval at Urgent Care Board 28/03/2013

     Implementation 25/02/2013

     Recommendations going forward 01/05/2013

    Action Plan Reviewed at TDG 12/02/2013

    Implement  Recommendations 01/03/13 - 20/07/13

     Review of action plan with TDG 12/02/2013

     Implementation 1/04/13 -  23/08/2013

     Orthopaedic 5 Day Ward Review of the Status TDG 26/02/2013

     Review of Productive Theatre progress & recommendations going forward 20/01/2013

     Productive Theatre specification & PID 10/02/2013

     Implementation 02/04/13 - 25/08/13

    Phase 2 Review and Delivery 02/07/13 - 21/11/13

     Approval to Proceed 15/01/2013

     Establish Management Team and support arrangements 20/02/2013

ERP Hips & Knees

Elective Care

Productive Theatre

Trauma Hip Pathway

Demand & Capacity

Emergency Readmissions

Triage- Project agreed to be suspended at UCPB 28.2.13

Children's Fever- Removal as a 'project' as agreed at UCPB 28.2.13. Deletion from this report will occur at Month 12

King's Fund Elderly Care
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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

Stage Review All Programmes W/C 31/05/2013

20142013

     Recommendations & PID 05/03/2013

     Implement agreed  solution 01/03/13 - 24/07/13

     PID ready for approval at OP Programme Board 08/02/2013

     PID approval at TDG 05/02/2013

     Pilot for OP speciality review methodology (Rhuem & Colorectal) 01/01/13 - 29/03/13

     Roll out across all CSU's and Specialities 02/04/13 - 30/09/13

     Phase 2 - Agree model of service delivery for OP 03/06/13 - 30/09/13

     Business Plan ready for changing model OP service delivery 01/10/2013

     Space utilisations plans Agreed 25/01/2013

     Reviews 09/04/13 -  20/07/13

     Self Check in project proposal/scope/Timeline/ Urgent Review 30/01/2013

     SWYFT SLA Ends - Engagement from January 13th with CCG 20/03/2013

     Review & Publish Prior Information Notice (PIN) for coding services 20/02/2013

     Review 20/01/2013

     Review 20/01/2013
     Review information for potential suppliers, Occupational health; Learning Development; Governance & Risk 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

     Hospital 24/7 model of working (8pm - 8am) Project Manager appointed and in place 27/02/2013

     Implementation 01/08/2013

     New model of service delivery for Radiology in place 01/10/2013

     Recruitment of additional Radiographers 03/06/2013

     12 hour working days for Consultants 01/03/2013

     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 22/03/2013

     Provide financial status to year end to Executive Lead 19/04/2013

     Status report on all (35) MM QIPP scheme initiatives (Quarterly) 28/06/13 - 31/03/13

     Annual review/ benchmarking against new National QIPP MM indicators 28/06/2013

Outpatients Review

Consistency In Care

Non Clinical Support

Medicines Management

Sterile Services

Extended Senior Medical Cover

Space Utilisation

Self-Serve Check-In

IT Services

Clinical Coding

Hospital at Night

Extended Diagnostics

Benchmarking & Department Reviews 

Outpatients
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Edits to Milestone deadlines must be via AG and then presented to the TDG as the Change Authority for approval

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

Stage Review All Programmes W/C 31/05/2013

20142013
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Please note: all Milestone deadlines are now locked down
Edits to Milestone deadlines must be via AG and then presented to the TDG as the Change Authority for approval

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

Stage Review All Programmes W/C 31/05/2013

20142013

IMT Strategy 29/04/2013

     Trust approve Lorenzo Investment Case V1.0 19/02/2013

     Trust approve Project Brief 08/04/2013

     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 25/04/2013

     Mobile Deployment/Plan 25/02/13 - 10/04/13

Electronic Patient Flow
     Project Review Meeting - review of options 26/03/2013

     Submission to Trust Board Completed 15/12/2012

     Residential accommodation review TBC

     Upgrade & renewal of 'O' Block TBC

     Space Utilisation Group to be established 12/02/2013

     External staff SLA review & recommendations 16/04/2013

     Site Surveys 16/04/2013

     Space utilisation Roll Out 14/05/2013

IM&T Strategy

PAS/ EPR

Estates Strategy

IM&T and Estates Programme
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SUBJECT: CHAIRMAN’S REPORT 

DATE: MARCH 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 

RECOMMENDATIONS: 

The Board of Directors is asked to: 
a) receive, note and support this report  
b) invite and note any further reports on their activities from the 

wider Non Executive team. 

AUTHOR: 
Stephen Wragg 
Chairman 

 



  

  

 

 

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 as below.    
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 
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1. 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.  The items reported are not shown in any order of priority. 

It should be noted that I was away for part of February, so my diary commitments on 
behalf of the Trust were correspondingly fewer.  

2. CHIEF EXECUTIVE 

2.1 It was announced earlier this month that our Chief Executive (CEO), Paul 
O’Connor, will be leaving to take up a new role at Sherwood Forest Hospitals 
NHSFT.  This is good news for Paul and also good news for the Trust as it is a 
tacit acknowledgement of the calibre of our top team, when they are sought after 
by other NHS organisations.  Although I am sure everyone at the Trust would 
have preferred him to stay with us for longer, Paul’s thirst for a new challenge is 
to be admired and he will be leaving us with our sincere congratulations on his 
appointment and our best wishes for his continuing success in the NHS.   

2.2 Paul has made a significant impact at Barnsley Hospital in the three years since 
he joined us in June 2010.  He will be missed and will be a hard act to follow.  It 
is vitally important that we continue to build on the good foundations he has 
established, particularly in key issues such as the development of the Clinical 
Service Units, the Transformation Programme and ongoing work with 
neighbouring trusts. 

2.3 As the Board knows, the appointment of our Executive Directors, including the 
CEO, is the responsibility of the Non Executive team.  The team has taken 
account of a wide range of internal and external factors and agreed to advertise 
the substantive post externally as soon as possible. This will help us to ensure 
we can build on our strong current position and are able to continue to drive 
forward the transformation agenda. They also agreed not to recruit an external 
interim while recruitment to the substantive position is progressed, preferring to 
invite through interview, an internal candidate from our strong management team 
who will take charge until a new Chief Executive is in post. The Board will be 
putting further arrangements in place to ensure the interim Chief Executive is 
fully supported through their appointment. 

3. NEWS & EVENTS 

3.1 Over the past month I have been pleased to be involved with a number of events 
that have highlighted the Trust’s focus on supporting and developing our staff.  
These have included the Celebration of Learning at the beginning of the month 
and more recently the twin-focussed event at which we received the outcomes of 
the 2012 NHS Staff Survey  for the Trust and had opportunity to review the work 
of the “Together We Will Make It Better” programme, which was launched in 
response to the 2011 survey.  I understand that feedback from the event will 
enable a fuller report on both surveys to be presented to the Board in April.  

3.2 At the latest One Barnsley Board meeting, discussions included a report from 
the Anti Poverty board.  I raised concerns that the make up of the board seemed 
to include public sector agencies only and no-one representing the voice of 
those suffering these issues. An update on welfare reforms was presented but 
the main business of the meeting was the continuing review of ways of working. 
It was resolved to adopt a more streamlined structure with the economic strategy 
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and health and wellbeing strategy taking priority as the community strategy 
draws to a close. Papers are available if anyone would like to see them. 

3.3 I attended two Foundation Trust Network (FTN) events in March: the latest 
Chairs & Chief Executive network session and a conference on “Governance 
after Francis and the NHS Reforms”.  There were some shared themes across 
both events but the latter focused at the outset on the Francis Report and the 
potential implications for Boards from the recommendations, especially 
openness and transparency, and the legal position of directors following the 
Secretary of State’s statement about legislation to bring in criminal proceedings 
for falsifying figures.   The solicitors speaking at the conference made the point 
that assurance on data in the quality accounts must be gained by those who sign 
them off, as they will be legally liable if they sign something they know not to be 
true.  Once again harrowing stories were retold about the lack of care in Mid 
Staffs, highlighting a variety of bad practice.   It was also pointed out that 
doormen on nightclubs have to be regulated - but healthcare assistants do not. 

3.4 I attended the regional Chairs meeting at Rotherham earlier this month too.  
Together these local and national meetings underlined the challenges we face, 
striving to provide high quality services, within increasingly tighter resources and 
amidst rapid changes.  The messages I heard served to emphasise the 
importance of the Trust’s work on patient safety and governance, which the 
Board has been driving over several months and in response to the Francis 
Inquiry.  These events and meetings continue to provide invaluable opportunity 
to share learning and good practice with colleagues from other Trusts.    

3.5 I was also able to attend the Innovation Expo this month.  It provided useful 
information and demonstrations on innovative ways of working within health and 
social care; it had an unusual concentration on dementia, which was particularly 
poignant.  I will be meeting with our Director of Transformation and Head of 
Business Change shortly to explore some of the ideas and what they could 
mean in terms of improvements to our services for our patients and staff. 

3.6 The first of our new programme of training sessions for Governors took 
place on 12th March.  To make best use of our governors’ time, these are being 
aligned with the meeting dates for the sub-groups and will be monitored closely 
to ensure that they deliver useful training but do not encroach on the time 
needed for the business of the sub-groups.   I am advised that the first session 
worked well.  The training focussed on the Trust’s integrated performance report, 
to give Governors further understanding of the report; how it is built; what it tells 
them (and us); what it doesn’t tell them - and how they can challenge the report 
and obtain further information and assurance when required. 

3.7 The newly established fundraising office, supporting Barnsley Hospital Charity 
continues to make good progress.  The team is launching a new brand for the 
charity, with new donation envelopes now in situ across the hospital.   These 
have had had a very positive response with requests from a number of 
departments across the hospital asking for the envelopes to be available in their 
areas.   

3.8 Internal communications continue to strengthen too with department leads 
approaching the charity for assistance with applying for funding, which shows 
the message is getting out there.  The team is working on a number of special 
events for this year, with the Zombie Run registration days away and work now 
starting work on a new event in conjunction with Barnsley FC and the Town 
Council, which will be a Santa's Dash for the whole family! 
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3.9 All this good work is a great support to the generous contributions we continue to 
receive, with donations totalling over £4,000 in February.  Looking ahead, two 
individuals have generously pledged to raise funds for the hospital as a result of 
the fantastic support they have received from the Bereavement Midwives and 
Barnsley FC have chosen us as their Charity Partner for their prestigious Player 
of the Year Celebrations.  

3.10 Finally, we will be taking delivery of the newest member of the charity team at 
the end of this month when the mascot is delivered!   The team will be working 
with the local schools to name him and he will be making various appearances 
over the next few months. 

 
 
 

Stephen Wragg 
CHAIRMAN 
March 2013 
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CORE IMPLICATIONS 

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) 
Not applicable 

v) Sustainability 
Not applicable. 

vi) Legal 
Not applicable. 

vii) Resources 
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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1. 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. “WORKING TOGETHER” AGREEMENT: SETTING UP A REVIEW OF SERVICES IN 
ACUTE PROVIDERS IN SOUTH YORKSHIRE AND NORTH DERBYSHIRE 

2.1 Since reporting on progress on the above project at the last public Board meeting I 
have been working with Chief Executive colleagues across South Yorkshire and 
North Derbyshire to create a formal proposal for assessment by each of the Boards of 
the seven Provider Trusts.  The Chief Executives group understandably wanted a 
consistent process for the presentation of these proposals and as such it is presented 
under the Private session of this month’s Board agenda. 

3. 2013/14 CONTRACT 

3.1 The original date of 15th March 2013 for the agreement and formal signing off of the 
contract between this Trust and our local commissioners has passed without the 
contract being signed.  At the time of writing our local commissioners are still working 
through the full implications of splitting local and specialist services commissioning 
budgets and as such have not yet been able to provide us with a final proposal.  I will 
give a verbal update at the meeting of the latest position with respect to the signing of 
our local contract. 

4. MONITOR’S REVIEW OF THE PERFORMANCE OF NHS FOUNDATION TRUSTS. 
APRIL TO DECEMBER 2012. 

4.1 Attached as Appendix 1 is Monitor’s review of nine months to the 31st December 2012 
for NHS Foundation Trusts.  This review covers all 144 Foundation Trusts (FTs) 
authorised up to 31st December 2012 and is an assessment of the third quarter 
update to Monitor from FTs which describes how each FT delivers against its annual 
plan, in line with Monitor’s Compliance Framework.  From these third quarter FT 
submissions, Monitor assign each Trust a Governance and Financial Risk Rating, 
which indicates the FTs risk of breaching its Terms of Authorisation. 

4.2 Whilst Monitor identifies an overall improvement in FTs meeting healthcare targets, 
specifically cancer and referral to treatment targets compared with the same time last 
year, quarter three has also seen a significant increase in the number of Trusts 
breaching A&E waiting targets.  Monitor also identifies that only one in four FTs is 
delivering the cost savings that they said they would make within this financial year 
and that 19 FTs were in significant breach of the Terms of their Authorisation at the 
end of the quarter. 

5. BARNSLEY CLINICAL COMMISSIONING GROUP RECEIVES AUTHORISATION 

5.1 Confirmation was received on 14th March 2013 that Barnsley Clinical Commissioning 
Group (CCG) had been given authorisation from the NHS Commissioning Board to 
take control of the local NHS budget from 1st April 2013.  The CCG will bring together 
38 GP practices from across the borough of Barnsley into one commissioning 
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organisation.  It will formally take responsibility for commissioning hospital, community 
and mental health services for local people from April 2013, overseeing a budget of 
approximately £350 million.  The new system of clinical commissioning focusses on 
family doctors being at the heart of delivering improved health outcomes, patient 
safety, quality, innovation, patient and public participation and patient experience that 
will bring real benefits to patients and the public. 

5.2 The authorisation confirms that the CCG is fit for purpose and ready to take on the 
role of commissioning local health services.  The CCG has been authorised with 16 
conditions.  This should not be seen as particularly unusual but merely identifies that 
there are areas where the NHS Commissioning Board feels the CCG needs to 
provide further evidence.  As we know Barnsley CCG entered the authorisation 
process later than most CCGs but has done well to achieve the stage that it has now 
reached. We look forward to working with the CCG to develop a strong working 
relationship between the CCG and this Trust in the future. 

6. GOVERNMENT TO RE-WRITE REGULATIONS ON PROCUREMENT, CHOICE AND 
COMPETITION 

6.1 Health Minister Norman Lamb has informed the House of Commons that the 
regulations in relation to Section 75 of the Health and Social Care Act 2012 will be re-
written to remove the scope for confusion.  He said that the re-drafted regulations will 
be published “within days” and will be clearly in line with the previous government’s 
policy on tendering of NHS care, but with greater emphasis on integration and without 
special support for non NHS providers.  The key points being clarified will include that 
commissioners will not be under a duty to tender all services, Monitor will not force 
commissioners to competitively tender, and integration and competition are not 
mutually exclusive.   

7. MONITOR’S CONFIRMATION OF THE TRUST’S RATINGS 

7.1 On 6th March 2013, Monitor wrote to confirm that as part of its Quarter 3 2012/13 
monitoring of NHS Foundation Trusts, this Trust had been formally assigned an 
Amber/Green Governance Risk Rating to reflect that it failed the A&E target and the 
two week Breast Cancer target for Quarter 3 2012/13.  Furthermore Monitor made it 
clear that should the Trust fail to meet the A&E target for three consecutive quarters 
its Governance Risk Rating may be overridden to Red by Monitor in line with the 
procedures set out in the Compliance Framework, and considered for escalation for 
potential significant breach of its Terms of Authorisation.  The Trust’s continued 
performance against the A&E target is described in the Integrated Performance 
Report on this agenda. 

7.2 Monitor also confirmed the Trust’s Financial Risk Rating at 3, in line with the Trust’s 
Quarter 3 submission.   

8. ANNOUNCEMENT OF THE CHANCELLOR OF THE EXCHEQUER’S 2013 BUDGET – 
IMPLICATIONS FOR THE NHS 

8.1 On 20th March 2013 the Chancellor announced his 2013 budget.  The funding 
allocated to the NHS remains the same and health budgets will be protected until 
2016.  The Chancellor stated that “the schools and health budgets will remain 
protected – because our promise to the NHS is a promise we will keep.” 

8.2 Public sector pay awards in 2015/16 will be limited to an average of up to 1%.  It will 
be for government departments and pay review bodies to determine whether a lower 
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award is justified based on affordability and individual recruitment and retention 
needs.  Dean Royles, Chief Executive of the NHS Employers Organisation, said 
“even limited to 1%, the public sector pay increase announced by George Osborne 
this afternoon will add in the region of £500 million to NHS annual expenditure when 
applied across all NHS staff.  This is the equivalent of around 15,000 new nurses.  
Despite a headline pay freeze, most NHS staff have been receiving incremental pay 
increases of around 3% as they climb through their pay bands.  The salary rise 
announced by the Government last week and confirmed in today’s budget is in 
addition to these increases.” 

9. UPDATE ON ELECTRONIC PATIENT RECORDS (EPR) PROGRAMME 

9.1 The Electronic Patient Record (EPR) programme has been established and has 
achieved the first milestone in gaining national endorsement to move to the next 
stage of planning.  This milestone involved submitting the first version of a Lorenzo 
Investment Case (LIC) to NHS Connecting for Health (CfH), who review the case in 
conjunction with Department of Health finance.  This endorsement is a very positive 
first step in the development of electronic records for the Trust.  The next version of 
the case is expected to be submitted in May and the final version in July.  Alongside 
this a Full Business Case will be submitted to the Board for approval. 

 
9.2 The review process is expected to be challenging and we have been posed a number 

of questions to consider for the next versions of the investment case.  The three key 
question posed at this stage are: 

 
1) Are there capacity and capability demands from the Picture Archiving and 

Communication System (PACS) / Radiology Information System (RIS) project that 
will create resource conflicts?  The PACS / RIS project is being resourced 
separately from the EPR programme and timings of deployment for the two 
projects will be aligned to ensure the minimum possible disruption to end users. 
 

2) What contingency measures are in place for the McKesson Patient Administration 
System to ensure that this does not become a business continuity issue?  This has 
been noted as a key risk and reported to the Board with the intention to procure 
support for the legacy PAS prior to the expiry of the existing contract. 

 
3) Clarification is requested on local funding arrangements.  The EPR programme is 

a long standing part of the Trust investment plans and we will update the national 
team on the funding we have put in place. 

9.3 The national team also noted that a Theatres system is not in scope of the current 
national agreement and that if we deploy certain modules in two phases, rather than 
one, then this may affect how CSC (the Lorenzo supplier) charge for the deployment.  
The EPR programme will continue to manage these issues and liaise with CSC and 
CfH who are key members of the programme board. 

10. APPENDIX 

10.1 Appendix 1 – Monitor FT Review of nine months to 31st December 2012 
 
 
Paul O’Connor 
March 2013 
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