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A MEETING OF THE BOARD OF DIRECTORS 
WILL TAKE PLACE ON MONDAY 03 MARCH 2014, 9AM 
IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL 

AGENDA 

No Item   Sponsor Ref 

1.  Apologies and Welcome  

S Wragg, 
Chairman 

 

2.  To receive any declarations of interests  

3.  To approve the Minutes of the meeting of the Board of Directors 
held in public on 6th February 2014 

14/03/P-03 

4.  To approve the Action Log in relation to progress to date  
and review any outstanding actions 14/03/P-04 

Strategic Objective 1: Provide high quality and safe services 

5.  To receive and consider outcomes of Patient Flow Review Diane Wake 
Chief Executive Presentation 

6.  To review Complaints Investigation Process and approve 
actions  

H McNair, 
Dir of Nursing  

& Quality 

14/03/P-06 

7.  To approve the annual statement of compliance re Single Sex 
Accommodation   14/03/P-07 

8.  To review and support  the 2014/15 Quality Account  
Goals and Priorities 14/03/P-08 

9.  To review progress on the Trust’s Mortality Ratios Dr J Mahajan 
Medical Director 

14/03/P-09 
& presentation 

10.  To review and approve the monthly update on the Emergency 
Care <4 hour pathway action plan 

D Peverelle 
Chief Operating 

Officer 
14/03/P-10 

11.  To receive and endorse assurance report from the Non Clinical 
Governance Committee  

F Patton, 
Committee Chair 14/03/P-11 

12.  To consider and endorse annual review of compliance with 
Monitor’s Code of Governance and Quality Governance 
Framework 

H McNair 
Dir of Nursing & 

Quality 
14/03/P-12 

Strategic Objective 2: Design healthcare around the needs of our patients 

13.  To receive and support the 2013/14 Business Planning update R Kirton 
Interim Director  

Strategic Objective 3:  Invest in our workforce and continue to develop them to provide high quality 
services 

14.  To review outcomes of the latest Staff Survey and approve 
action plan 

H Brearley 
Director of HR&OD 14/03/P-14 

Cont/… 
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Strategic Objective 4:  To make the best use of our resources for the benefits of patients 
Strategic Objective 5:  Maintain financial viability and sustainability 

15.  To review the integrated performance report (month 10) Executive team 14/03/P-15 

16.  To approve the Information Governance Toolkit annual 
submission  

Janet Ashby 
Director of Finance 

& Information 
14/03/P-16 

17.  To endorse the bi-annual review of Share of Responsibilities of 
Chair and Chief Executive 

Francis Patton 
Senior Ind Director 

14/03/P-17 

18.  To receive and note the latest Agenda and Minutes of the  
Council of Governors S Wragg, 

Chairman 

14/03/P-18 

19.  To note monthly report from the Chairman  14/03/P-19 

20.  To note and endorse monthly report from the Chief Executive D Wake, 
Chief Executive 14/03/P-20 

21. 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:   
- 3rd April 2014, 9am, at Education Centre, Barnsley Hospital 

 
 
 
Signed:  ………………………….. 
  Chairman  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Please see reference section at back of papers for  
key to business plan and glossary of terms/acronyms 

 
 
 



 
REF: 14/03/P-03 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT  
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MINUTES OF A MEETING OF THE 
BOARD OF DIRECTORS  

HELD ON 6TH FEBRUARY 2014 
EDUCATION CENTRE, BARNSLEY HOSPITAL 

PRESENT: 
Mrs S Brain England OBE Non Executive Director  
Mrs L Christon Non Executive Director  
Sir Stephen Houghton CBE Non Executive Director  
Dr J Mahajan Medical Director 
Mr F Patton Non Executive Director 
Mr D W Peverelle Chief Operating Officer 
Mr P Spinks Non Executive Director  
Ms D Wake Chief Executive 
Mr S Wragg Chairman 

IN ATTENDANCE: 
Ms A Bielby Deputy Director of Nursing 
Mr J Bradley Director of ICT 
Ms H Brearley Director of HR&OD  
Mrs L Christopher Associate Director of Estates & Facilities 
Ms C E Dudley Secretary to the Board 
Mr R Kirton Interim Director  
Ms E Parkes Associate Director of Communications & Engagement  
Mr M Wright Deputy Director of Finance 

APOLOGIES: 
Mrs J Ashby Director of Finance & Information 
Mrs H Mcnair Director of Nursing & Quality 

14/20  APOLOGIES & WELCOME 
Members and attendees noted above were welcomed, including Ms Bielby and 
Mr Wright, attending on behalf of the Director of Nursing & Quality and Director 
of Finance & Information respectively.   
Apologies were received and noted from Mrs McNair and Mrs Ashby, attending 
a national development programme. 
Several Governors and members of staff and the public were also welcomed to 
the meeting as observers.     
 

ACTION 
 
 
 
 

14/21  DECLARATIONS OF INTERESTS 
None.  
 

 

14/22  MINUTES OF LAST MEETING (14/02/P-04) 
The Minutes of the meeting of the Board of Directors held in public on 9th 
January 2014 were received and reviewed.  For accuracy, several corrections 
and amendments were agreed: 

• Minute 14/09 – Medical Director’s report, for clarity the second paragraph 
should be amended to state that “Dr Mahajan confirmed that all rotas 
operating within the Trust were compliant on paper.” 

 



03_Minutes February 2014 (PUM) Page 2 of 15 

• Minute 14/13 – Business Plan 2014-16, should refer to “regional Better Care 
Funds” (not Best Care Funds …).  It was further agreed that this Minute 
should be amended to include reference to Mr Patton and Mr Spinks’ 
assistance with self-assessment of the strategy. 

• Minute 14/16 – Chairman’s report, regarding the Domestic Services Tender, 
this should refer to the challenges raised by the Non Executive Directors in 
the email exchange before award of the contract was approved.  These had 
related to process and due diligence and the Board had received assurance 
against the questions raised prior to approval. 

• Minute 14/17 – CEO’s report, with reference to the additional £1.3m monies 
allocated to BHNFT should state that “the funding would be reported within 
the appropriate accounts” 

Subject to the above amendments and other minor typing errors to be 
corrected, the Minutes were accepted as a true record.  
 

14/23  ACTION LOG (14/02/P-04) 
The action log, showing progress on matters arising from the last and previous 
meetings held in public, was reviewed and noted.  In addition the following 
updates were received and noted: 
• Minute 13/63 – Board Assurance Framework (BAF)  

The Chief Executive reported that useful discussions had been progressed 
with the Chairs of the governance committee, giving clarity on their 
requirements from the BAF in future.  An external consultant with good 
experience of governance matters, would be appointed shortly to lead this 
work. They would be charged with revising the BAF for 2014/15, linked to 
the Trust’s strategic aims and risk registers and taking account of the 
feedback from the governance committees.  This also presented a timely 
opportunity to ensure alignment of the BAF with the new Clinical Business 
Unit (CBU) structure and the revised governance arrangements to be 
introduced from April 2014.  It was anticipated that the contracted work 
would take six weeks to complete and would also support the Trust’s year 
end evidence and assurance reporting on governance.  The Chairman 
reminded Members that the agreed BAF had been used throughout the year 
as one of the tools through which the Board sought assurance on key risks.   

• Minute 14/14 – Working Together: Transformation  
See update within Integrated Performance report.  
 

 

14/24  PATIENTS’ STORY 
Mr Peverelle outlined actions taken and new arrangements put in place as a 
result of the Board’s instruction for improvements following last month’s 
patients’ story.  Early work had included ‘ring fencing’ of two beds on ward 24 to 
guarantee admissions for patients with similar needs, with plans to dedicate a 
whole ward for haematology oncology patients by 1st April.  The Clinical 
Director had also been charged with making sure adequate medical cover was 
in place from all physicians to support these patients’ needs. 
Ms Bielby introduced this month’s patients story, presented (by video) by two 
carers of an elderly patient suffering from acute Alzheimers and poor eyesight.  
The care and treatment extended to the patient was not in question but the 
carers had been concerned by the lack of communication with them at the time 
of patient’s admission and during her stay in hospital.  One example included 
food and drink; when asked the patient had responded that she wanted a cup of 
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tea and ate certain foods and staff had responded accordingly.  When she had 
not drunk or eaten well, they had tried different ways of presenting her meals 
and drinks, none of which had been very effective until the carers had explained 
the patient’s diet and her specific support needs because of her poor sight.   
Sir Stephen drew attention to the common thread around poor communications 
in many of the patients’ stories, although he acknowledged that this was a 
challenging issue for every organisation. Dr Mahajan recommended some 
learning be considered from Children’s services, which had fewer complaints 
relating to communications. Ms Bielby advised the Board that it was the Trust’s 
practice to require nursing and medical teams to involve carers to ascertain 
patients’ needs but it was clear that this had not been the case with this patient.  
The Chief Executive queried how any dementia/needs assessment could be 
carried out satisfactorily without consideration of a carer’s input.  It was noted 
that the case outlined was currently subject to an internal investigation and any 
training/ retraining needs for the staff involved and learning to improve practice 
for other staff would be actioned immediately.  It was imperative that staff 
worked with patients and their carers to better understand the patients’ needs.  
The Board had been surprised to hear of this particular case as it related to a 
patient on the Care of the Elderly unit, which was known to have a more 
proactive approach to dementia.  The case gave greater emphasis to the need 
to drive more awareness of the implications of dementia – not just in terms of a 
patient’s mental health but also implications for their wider needs.  The 
Chairman asked Mrs Christon, as Chair of the Clinical Governance Committee 
(CGC) to raise the case at the next meeting of the CGC and seek further 
actions and assurance for the Board.   
It was agreed that the Chairman would write to the carers on behalf of the 
Board, to thank them for sharing their concerns with the Board.  It was also 
agreed that the Chairman should write to the family involved with the previous 
story, to update them on the actions progressed in response to their account 
too. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

LC[CGC] 
 
 
 

SW 

14/25  FRANCIS REPORT (14/02/P-06) 
Ms Bielby referred members to the earlier initial overview of the Trust’s position 
in terms of the Francis, Keogh and Berwick reviews.   The report presented 
reminded Members of the Government’s formal response, in November 2013, 
to the Francis Report (February 2013) and the consequent requirement for 
action from Foundation Trusts (FTs).  The report provided more detail on the 
internal review and the Trust-wide action plan developed to address any gaps 
in assurance.  A draft of the plan had been presented to the CGC in January.  
Ms Bielby highlighted some of the short timescales and assured the Board that 
these were correct, reflecting work already in hand.  The Trust had not waited 
for the Government’s response before starting its consideration of the Francis 
report.    
In terms of strengths and weaknesses within the Trust, the review had identified 
staffing as a strong area – with a lot of work already carried out to assess and, 
where necessary, improve nursing staff ratios appropriately and progress 
recruitment.  The Board had agreed a 1:7 baseline ratio, with flexibility as and 
when required and higher staffing levels for care of the elderly wards where the 
needs were greater.  Ms Bielby advised that work was needed on the non-
registered workforce, to ensure these staff met and maintained the Trust’s 
requirements for competency.  Both aspects of staffing would continue to be 
monitored through the six monthly updates and would include benchmarking to 
show the Trust’s position within the region. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AB[HM] 
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Whilst the action plan was broadly supported, further information was provided 
and/or work required on a number of points: 
•  Ms Bielby confirmed that the appropriate executive leads had been identified 

for each action (the formatting of the report was misaligned in parts, showing 
the wrong leads against certain items but this would be corrected in practice); 

• the Board would appreciate more information on the new “fitness test” for 
Directors.  Mr Spinks advised that he would shortly be attending a national 
conference which might have some useful information that he could share 
with the Board.  Ms Brearley also advised that work was progressing to 
identify a suitable external (independent) company that could carry out the 
required checks, which largely related to ascertaining that directors were not 
undischarged bankrupts or debarred in any way from holding a directorship.  
The test would also be applicable to governors.  Mr Peverelle suggested the 
fitness test might also refer to the wider NHS requirement for all managers to 
be appropriate accredited, which had not yet been resolved; 

• learning from problems was shown against a due date for completion of July 
2014.  This was queried by Mr Spinks, who believed it should be shorter.  
Dr Mahajan advised that such learning was already integral to the Trust’s 
practice as part of the day-to-day operations; the timeline reflected work on 
providing assurance in an evidenced form.  It was agreed that the due date 
should be reviewed; 

• Mr Patton queried the due dates on several other actions, including names of 
patients, complaints and feedback from volunteers.  It was anticipated that 
these also reflected actions already ongoing within the Trust and it was 
agreed the related deadlines for these items should also be reviewed and 
reduced where possible. 

Other points were raised of a more general nature: 
• Whilst it was acknowledged that the Board report template was still quite new 

(February was only its second month in use), it was agreed that completion 
needed to be improved.  Any conclusions and recommendations drawn from 
the report(s) should reflect the questions outlined on the front cover, and it 
was important that the second page was completed more fully and more 
accurately. A number of typing errors had been identified in several reports 
too; the Chairman emphasised the importance of ensuring that Board reports 
were presented as complete and accurate as possible, reflecting the Trust’s 
approach to all aspects of quality. 

• Mrs Brain England noted that whilst action plans were frequently presented 
to the Board, they should clearly show how or where the actions are (or will 
become) inherent within the work of every team and department across the 
organisation too.  This was fully supported by the Board. 

In conclusion it was agreed that the presented action plan should take account 
of the above points and comments and be re-presented to the CGC for final 
sign off.  It was further agreed that the Committee should be responsible for 
monitoring of the action plan.  Mrs Christon assured the Board that the CGC 
would be pleased to take this responsibility; the action plan was part of the 
wider Keogh/Francis/Berwick plan, which the Committee had already agreed 
should be a standing item on its agenda. 
 

 
 
 
 
 
 
 

PS 
 

HB 
 
 
 
 
 
 
 
 
 
 
 

AB[HM] 
 
 
 
 

AB[HM] 
 
 
 
 
 
 
 
 
 

ET 
 
 
 
 

ET 
 
 
 

AB[HM] 
/CGC 
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14/26  UPDATE ON CLOSTRIDIUM DIFFICILE (C.DIFF) AND (14/10/P-07) 
INFECTION PREVENTION & CONTROL (IP&C) 
Ms Bielby presented the report, which provided an update on the continuing 
protocols and practices in place in relation to C.Diff and prevent incidence of 
such hospital acquired infections.  At the end of December 2013, the Trust had 
recorded one case over trajectory despite continuing tight controls.  It was 
noted that with a lower incidence of hospital attributable cases of C.Diff in 
January, the Trust has returned to trajectory (17 cases to date) albeit the 
position would remain tight against the year end target of 20 cases overall.  
Ms Bielby affirmed that all of the C.Diff cases identified as hospital acquired had 
been fully investigated and none had been classified as unavoidable, although 
the Chief Executive advised that there were some trusts in the country with zero 
cases of C.Diff, from which it could be inferred that technically all cases were 
avoidable.   
The Board acknowledged that the Trust’s position on C.Diff had improved year 
on year for several years and had continued to do so in 2013/14 despite 
increasingly challenging targets.  The strong performance under target in 
2012/13 (28 cases recorded against the target of 31) had resulted in an even 
tighter target for 2013/14.  The importance of setting the right target and 
trajectory at the beginning of each year was emphasised, to ensure that 
delivery was realistic; this must be addressed correctly in the ongoing 
negotiations with the Clinical Commissioning Group.  The Chairman reiterated 
his query regarding the expected peak in C.Diff cases in April/May, which 
seemed to be repeated each year, nationally, without explanation.  Dr Mahajan 
suggested it could reflect increased use of antibiotics over the winter period. 
In discussion it was noted that some cases had been identified from tests 
conducted on patients suffering from norovirus.  The Chief Executive cautioned 
against unnecessary testing.  As she later explained in response to a question 
from a member of public, this was not intended as a means of avoiding 
identification of cases of C.Diff but acknowledging that nearly everyone carried 
the strain in them naturally without harm and without requiring treatment.  
Levels of C.Diff could be elevated – but still not cause harm or need treatment - 
if a person were unwell for other reasons.  Testing for C.Diff should be carried 
out only when there was a medical need to do so. 
The report and the continuing vigilant approach was noted.  However, it was 
agreed that the issue should be referred to the CGC to seek further assurance.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

LC/CGC 

14/27  SERIOUS INCIDENTS (14/02/P-08) 
The report was reviewed and accepted.  It provided information about the 
agreed process for determining what constituted a serious incident (SI), as 
defined by the National Patient Safety Agency; if relating to a grade 3 or 4 
pressure ulcer (now mandatorily classified as SIs), how and when such cases 
became attributable to the Trust; and how and when an SI became reportable 
on the national system (STEIS).  It was also noted that if an incident was 
determined as serious but did not require to be reported under the national 
system, it would still be subject to full investigation internally under the Trust’s 
own governance arrangements.    
 

 

14/28  MORTALITY RATIOS (14/02/P-09) 
Dr Mahajan presented the latest report on Hospital Standardised Mortality 
Ratios (HSMR), Summary Hospital Mortality Indicators (SHMI) and crude 
mortality rates.  She reminded members that the national indicators – HSMR 
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and SHMI – were issued some months behind schedule, with the latest data 
relating to June for SHMI and September for HSMR.   The Trust’s SHMI rating 
had increased slightly at 106; this was still within the “as expected” range and 
reflected an improved position within the region.  HSMR remained the highest 
in the region but continued to show a slight downward trend (year on year).  
The crude mortality rates showed a more up to date position (to December 
2013) and reflected further improvements potentially due to some of the actions 
implemented as part of the action plan albeit this had not yet been validated. 
The Board had long expressed reservations about the value of the HSMR and 
SHMI indicators.  Mrs Christon had attended a regional seminar recently in 
which the keynote speaker had shared similar concerns, deeming both systems 
as not fit for purpose because they attempted to correlate mortality rates with 
quality of care, which was neither viable nor statistically or academically proven.  
Mrs Christon undertook to share copies of the main papers from the seminar for 
the Board’s information.  Mr Spinks reminded members that this position had 
also been reflected in the Keogh Review. The Chairman and Chief Executive 
had attended a national conference on mortality rates recently, in which an 
accredited speaker had made similar comments and had recommended instead 
that Trusts should carry out a review of, and identify learning from, all deaths 
within their respective organisations – BHNFT already supported this approach, 
as evidenced in the role of Dr McAndrew as Medical Examiner.  Ms Wake 
referred to a new national study (the PRISM Studies – 1 and 2), introduced to 
review every death in terms of (a) being avoidable and (b) learning.  PRISM 1 
was now complete but on behalf of the Trust she had expressed Barnsley’s 
interest in being involved in PRISM 2. 
Nevertheless, it was acknowledged that mortality rates were important and 
actions maintained to ensure the Trust continued to minimise the risk of 
preventable deaths.  Also, whilst HSMR and SHMI data continues to be 
published and until there is greater media awareness on limitations, the Trust 
must continue to take steps to improve its reported position.  Ms Parkes 
assured the Board that she and Dr Mahajan worked closely with the local media 
to ensure balanced reporting on these issues. Dr Mahajan emphasised that the 
Trust was not an outlier on either indicator and believed that the position would 
be further improved as the action plan was rolled out.  Work was ongoing to 
develop a further report for the next Board meeting to demonstrate projected 
improvements against the agreed actions, along the trajectory for the next 12-
24 months.  The Chief Executive repeated her view that the action plan should 
enable the Trust to reduce its HSMR to 105 within 12 months and to 100 within 
24 months.  The Board also reaffirmed its commitment to quality of care; 
avoidable deaths were not acceptable hence the Board’s continued focus on 
this important issue.   
Acknowledging the Trust’s approach to review of every death, the Chairman 
asked the Medical Director to ensure that this was reflected in future monthly 
reporting on mortality ratios.  Referring to earlier comments on the Board 
reporting template, it was also requested that future reports included greater 
correlation between the questions addressed in the report and its conclusions 
and recommendations. 
Sir Stephen left the meeting at 10.15am to attend an emergency meeting 
elsewhere (unrelated to Trust business).  
 
 
  

 
 
 
 
 
 
 
 
 
 

LC 
 
 
 
 
 
 
 
 
 
 
 
 
 

JM 
 
 
 
 
 

JM 
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14/29  EMERGENCY CARE 4 HOUR PATHWAY ACTION PLAN (14/02/P-10) 
Mr Peverelle presented the latest report on the action plan, highlighted progress 
to date and the impact of a range of initiatives now becoming embedded within 
the pathway and beginning to show a positive impact – these included the 
Clinical Decisions Unit (seeing an average of 10 patients per day), the full 
capacity protocol (used four times to date, to good effect), increased weekend 
work, increased role of therapists and co-operative working with the Urgent 
Care Operational Group, closely linked with the CCG Urgent Care Working 
Group (looking at new options such as a community-based “step down” unit, to 
support earlier discharge of patients not requiring care in an acute 
environment).   Staffing shortages areas such as the Acute Medical Unit (AMU) 
continued to inhibit development of some actions to their optimum impact but 
recruitment was ongoing with a view to readiness for next winter as well as 
addressing short terms needs and the plans included an aim to over recruit 
where possible to ensure flexibility.  The specialist national team – ECIST – 
was also due to revisit the Trust to challenge the staffing profile in the 
Emergency Department (ED). 
Performance against the <4 hours target had been difficult in January (93.6%) 
and remained variable, with 98.7% in the first week of February.  Mr Peverelle 
also reported on the now weekly meetings between Monitor and the Secretary 
of State on ED performance nationally.  All Trusts had been submitting extra 
information since December to support these meetings; these were now being 
further supplemented by more regular one-to-one conversations between each 
trust and Monitor.  The discussions were intended to be mutually beneficial, 
with Monitor increasingly aware of pressures and trusts able to hear and learn 
from the experience of other organisations.   
In response to a query from Mrs Brain England, Mr Peverelle and Ms Bielby 
affirmed that recruitment remained challenging as the funding, albeit much 
appreciated, had been received quite late in the year and the situation had 
been made more difficult with neighbouring trusts carrying out similar 
recruitment exercises at the same time, in the same pool of qualified staff.  
However, as mentioned, the Trust was seeking to make longer term 
appointments, to make it more attractive to staff, and intended to over recruit 
where possible to provide flexibility and some ‘future proofing’ against staff 
changes in year.  The Trust was also looking at ways of promoting awareness 
of continuing developments across the site (such as the newly opened Clinical 
Decision Unit) and leading recruitment campaigns with local Universities to 
attract newly qualified staff throughout the year (previously targeted only once a 
year).  Additionally, the Board agreed with the Chairman that the constant 
demands on services made it all the more important that the Trust sought to 
increase its financial surplus and be able to support these needs from internal 
funding, not depending on external bodies. 
Several aspects of the report were discussed in detail.  It was acknowledged 
that recruitment and good partnership working were vital to the successful 
delivery of the action plan, and it was agreed that these issues should be 
referred to the Non Clinical Governance & Risk Committee for further 
consideration. 
Members were reminded that the Trust remained on monthly reporting for this 
target and the report was approved for submission to Monitor as part of that 
process.     
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

FP/ 
NCGRC 

 
DWP 
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14/30  AUDIT COMMITTEE (14/02/P-11a) 
The assurance report following the latest meeting of the Audit Committee was 
received and noted.  As Chair of the Committee, Mr Spinks highlighted a 
number of issues, including: 
• the limited assurance reports from the Internal Auditors. He affirmed that 

this was not a negative position as each of the audits had been undertaken 
at the request of the Trust, reflecting awareness of and a proactive 
approach to risk.  The Head of the Internal Auditors had advised that this 
would be reflected in the annual audit opinion; 

• some themes on governance flow: where robust procedures or action 
plans had been agreed but not fully supported by evidenced 
implementation.  Mrs Christon had agreed to add this to her Committee’s 
agenda for review too; 

• the continued approach to follow up on agreed actions from audits and, 
where found to be wanting, the request for the relevant teams to attend the 
Audit Committee to give further explanation.  Additionally reports on the 
teams would continue to be escalated for the Board’s attention.  The Board 
noted that Medical Devices had been requested to attend the Committee, 
having only fully completed two out of six recommendations from the latest 
audit on its work; 

• good progress on work led by the external auditors; 
• agreement of the working timetable for the annual report and accounts, 

which would be supported by the extra meeting of the CGC (re the Quality 
Account); 

• continuing review of the current BAF; and 
• review of the Register of Seals as requested by the Board.  No concerns 

had been identified and the Register would now be regularly reviewed by 
the Committee.  
  

 
 
 
 
 
 
 
 

LC/ 
CGC 

 
 
 
 
 
 
 
 
 

14/31  FINANCE COMMITTEE (14/02/P-11b) 
As Chairman of the Finance Committee, the Chairman presented the 
assurance report following its latest meeting and thanked Mr Wright for his help 
in preparing the report.  The report was reviewed and noted.  It gave an 
informative overview of the Committee’s regular scrutiny of the Trust’s financial 
position (Q3) and a number of items referred to the Committee by the Board, 
including progress on the cost improvement programme and utilisation of 
reserves.  The Chairman drew particular attention to the impact of the 
increased CNST premium (reflecting recent settlement of some historical claims 
against the Trust), additional costs of work relating to the 10 Keogh standards 
(fully supported by the Board) and implications of the changes to NHS 
pensions.  It was also noted that the Committee planned to move to monthly 
meetings from March 2014, to increase monitoring of the Trust’s financial 
position.  
In response to questions from Board Members, it was confirmed that: 
• the potential to reclaim VAT on agency costs was in addition to the 

reclamation already progressed by the Trust; it did not represent any 
duplication 

• the position with CNST reflected the importance of the Board being made 
aware of all claims against the Trust and suitable provision being fully 

 



03_Minutes February 2014 (PUM) Page 9 of 15 

reflected in the accounts each year.  The latter was often problematic due to 
the historic nature of some of the claims.  As part of her review of the Trust’s 
governance structure, the Chief Executive was considering introduction of a 
Claims Group to give a better insight into both historic and new claims  

• the Board had welcomed the closer review on CIPs and income/expenditure 
and agreed that the move to monthly meetings would support closer scrutiny 
of the impact of the continuing variance on income (positive) and 
expenditure (negative) 

• with regard to the CIPs for this and future years, the Chief Executive 
advised that the executive team was working towards reducing beds for 
escalation needs, which, when released, would not be handed back to the 
surgery team, effectively creating a significant saving and alleviating some 
recruitment pressures too.  This could also create more confidence in the 
organisation, demonstrating its commitment to greater efficiencies and 
effectiveness from the start of the financial year.  She would also continue to 
invite suggestions for further efficiencies from staff across the Trust, through 
her continued engagement work.  
 

14/32  CLINICAL GOVERNANCE COMMITTEE (14/02/P-11c) 
As Chair of the CGC, Mrs Christon presented the assurance report following 
the Committee’s latest meeting held on 4th December.  The report was noted.  
Mrs Christon drew attention to the review of the BAF carried out with regard to 
those items addressed through the CGC and the Committee’s confidence in the 
work being progressed; the useful summary of the risks to the CQUINS for 
2013/14 (copy included in the report for the Board’s information); the rationale 
for the decision not to seek CNST level 2 accreditation for maternity services, 
and the continuing good progress of the Friends & Family Test (FFT) and plans 
to increase feedback for the year end, supported by a token system (similar to 
that used by some supermarkets and proven as a successful tool within other 
NHS trusts).  With regard to the latter, several members of the Board asked 
how the system would be monitored to guard it against abuse. Ms Bielby 
explained that patients would be given a single token on leaving their 
appointment/attendance and encouraged by volunteers to ‘post’ their token 
before leaving the site, to indicate their views on their personal experience of 
the hospital.  Volunteers would not be able to influence how patients used their 
tokens (ie negative or positive feedback).  Ms Bielby emphasised that this 
would be just one more mechanism supporting FFT; other work was continuing 
to promote better engagement and response levels and all feedback would be 
triangulated against other data to provide an informative and informed 
overview. 
Mrs Christon advised that in view of its growing agenda, the CGC was moving 
to monthly meetings.  A new style quality report (as appended to the paper) 
was also being introduced and was intended to be linked into the developing 
CBUs. The report would include data on SIs, clinical negligence and claims 
from each area, enabling high level but informative reporting from across the 
Trust, although further work was needed to consider how this could be reported 
upwards to the Board without divulging patient identifiable data. 
Additionally Mrs Christon presented a proposal to review the CGC’s terms of 
reference.  This was being pursued to (a) change the Committee’s name and 
core remit to reflect the nature of its business – ie “Quality and Patient Safety 
Committee”, (b) gain alignment with the review of the governance structure 
currently being led by the Chief Executive and the introduction of the CBUs, 
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(c) to change the pattern of attendance from the CBUs and non-core 
membership attendance in view of the move to monthly meetings, enabling 
CBU leads to attend for issues specifically pertaining to them rather than all 
meetings, and (d) allow deputies, again reflecting the move to monthly 
meetings and subsequent increased demands on committee members’ diaries. 
It was queried whether the change was being considered at the right time in 
view of the governance structure review and some concerns were raised 
regarding the use of deputies and risk to continuity of attendance from senior 
staff but the proposal was supported in principle, subject to the outcomes of the 
governance structure review.  Mrs Christon undertook to develop the revised 
terms of reference further, to be presented to the Board for approval prior to 
introducing any changes from April 2014.  
  

 
 
 
 
 
 

LC 
 

14/33  INTEGRATED PERFORMANCE REPORT (14/02/P-12) 
The latest report on activity, finance, quality, workforce and the transformation 
programme to the end of December 2013 was received and noted.    Lead 
Directors expanded on their respective sections: 
Activity  
The Board noted the Trust’s achievement against most targets and indicators 
and the reported exception reports on the six areas reported as “red”.  
Mr Peverelle also referred members to the earlier detailed discussions on the 
continuing pressures around A&E.  
With regard to the long waits reported, Mrs Christon queried pregnancy testing 
on a patient aged 13 but was assured that this was in line with standard 
national procedures to ensure that emergency patients could undergo further 
necessary examination (including x-rays) safely.  Mr Peverelle also advised that 
anecdotal evidence was pointing to some correlation between long waits and 
late - night time - admissions on ED; he undertook to provide further statistics 
on this at the next meeting.   
The unusual level of breaches recorded in Q3 for non-obstetric ultrasound  
services was also highlighted.  An analysis of the reasons for this position and 
the actions being progressed to bring waiting times back below six weeks was 
included in the report. 
It was confirmed that DNAs (did not attends) had been referred to the NCGRC 
as requested by the Board previously.  The “deep dive” on this issue would 
explore several aspects including the use of reminders for patients at first and 
subsequent appointments.  In response to a query from the Chairman, it was 
clarified that patients’ contact details were reviewed at every appointment to 
ensure that they were uptodate.  Mr Bradley confirmed that the self check-in 
kiosks prompted patients to review and check their information each time too. 
Quality  
Ms Bielby highlighted the two exception reports – for handwashing (albeit this 
continued to be a good performance at just below 100%) and serious incidents 
(two cases reported, both relating to grade 3 pressure ulcers).  It was queried 
why handwashing was reported as “red” when it was less than 1% below the 
100% target.  Following further discussion of the red/amber/green rating applied 
throughout the report, it was agreed that the ratings should be reviewed, clearer 
thresholds identified for each category, and a key incorporated to future 
reporting. 
Ms Bielby also highlighted the patient thermometer chart.  It was the first time 
the chart had been presented to the Board.  Whilst it did show percentages 
against each indicator for the year to date, work was ongoing to improve 
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reporting in future.  The Chairman referred to recent reporting of the use of 
female catheters in relation to growing levels of UTIs (urinary tract infections) in 
another Trust.  Dr Mahajan believed this had been reviewed by the Trust’s 
Quality Safety Investment and Effectiveness Board (QSIEB) but undertook to 
revisit this and report further at the next meeting. 
Transformation  
Mr Kirton expanded on the reported progress for each of the key transformation 
programmes: urgent care, consistency in care and planned care.    For clarity, 
he advised that “red” ratings shown under each programme referred to actions 
that would not be fully delivered in year but assured the Board that good 
progress was continuing as each stage became implemented.  He also 
highlighted the work progressed with partners across the community, 
particularly with the Unplanned Care Group, the Urgent Care Group and Better 
Care Funding. 
The Chairman queried the reporting shown against COPD in the Urgent Care 
Programme.  This had been challenged by the Non Executive Directors last 
month and it was still unclear if the reported progress reflected a month on 
month or year to date reduction in admissions for COPD.  Mr Peverelle and 
Mr Kirton advised that although the COPD outreach team had been established 
and work was also ongoing in partnership with SWYPFT on this issue; progress 
was slow but an improvement was beginning to be noted. 
Mr Kirton also highlighted progress within the Consistency in Care programme: 
on 7-days services, which was also supported by the CCG, the position on 
which would be clearer in the next report; medicines management (software 
now in position), and progress on the inpatient automation project.   
It was noted that the third core transformation programme, Planned Care, was 
not currently assigned to an executive lead and it was clarified that this would 
fall within the remit of the Chief Operating Officer.  Key areas of progress in the 
programme included the impact of the rapid improvement events (proving to be 
effective albeit outcomes not yet reflected in the reported measures) and 
continuing and growing use of the self check-in kiosks in outpatients (a benefits 
realisation report on this initiative was due to be fed into the NCGR after review 
at the Investment Board shortly). 
Mr Bradley affirmed that progress for the Electronic Patient Records project 
remained on schedule, with the detailed work done previously to support the bid 
to the Department of Health paying dividends in relation to key issues such as 
data migration. 
Mr Kirton provided a brief update on the final item under this section – the 
working together programme.  Whilst the programme had not progressed at the 
pace anticipated, it was expected to improve under the leadership of the 
Programme Director now in place, with a detailed report anticipated in 
March/April to outline expectations for the year ahead.  The Chairman and 
Chief Executive had recently met their respective working groups associated 
with the programme; discussions had reflected the update provided by 
Mr Kirton and  all were now keen to see real progress, eliminating the current 
frustrations around the lack of pace. 
The Chief Executive advised that work currently led under the transformation 
programme would not be reported as a separate section within performance in 
future.  With the introduction of the new Clinical Business Units, the overall 
performance reporting format was being revised by the executive team and a 
new, more comprehensive style of reporting would be introduced for 2014/15.  
Ms Wake confirmed that the format would also be reviewed with the Non 
Executive Directors before being implemented in April. 
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Workforce  
Ms Brearley highlighted the latest position on sickness and absence, mandatory 
training and appraisals, all of which continued to be monitored and supported 
by the HR team to drive further improvements wherever possible.  With regard 
to sickness levels, some areas of particular concern had been identified, as 
shown in the report, and the HR team was lending additional support to help 
these teams as much as possible.  Ms Brearley was pleased to affirm that a 
number of areas were also beginning to show a reduction in absences and she 
was confident that this trend would continue as the impact of the work 
undertaken became more extensive.  Mandatory training and appraisals 
remained “amber” with work ongoing as outlined in the report. 
Mr Patton advised that he had been working with Ms Brearley to explore an 
alternative way of reporting on these issues, to give more insight into actions 
and progress across the Trust within the revised CBU structure, enabling 
outliers to be identified and more support targeted where needed.  This would 
be progressed further via the NCGRC.   
Finance  
Mr Wright expanded on the report on finance and highlighted the following key 
points: 
• retention of a CoSRR (continuity of service risk rating) of 4.  This was very 

positive and a testament to good financial management within the Trust; 
• the consolidated overall position of £0.13 million surplus against £1.5 million 

per plan, largely linked to the increase in agency spend to support the 
escalation wards in Q1 

• the cost improvement programme (CIPs), with many schemes backloaded 
to the final quarter of the year and additional programmes recently identified 
to support the acknowledged shortfall; 

• capital expenditure at 80% against plan albeit with confidence that the Trust 
would achieve 100% by year end 

The Non Executive Directors reiterated concerns around the CIPs, although it 
was acknowledged that the report showed the position as at the end of 
December (not January).  Mr Wright acknowledged that some of the additional 
CIPs identified had been overly optimistic but a report had been presented to 
the Finance Committee identifying mitigating actions if needed to ensure the 
year end position was achieved.  Mr Spinks agreed that the financial position 
had been reviewed in some detail at the latest Finance Committee meeting and 
he supported the position as reported.  He would still, however, appreciate 
more clarity on the income and expenditure position as they continued to 
diverge from the original budget.  Mr Spinks requested, and it was agreed, that 
a more detailed cash flow statement be provided for the next Board meeting to 
give clearer understanding of the position for 2013/14 and forward planning.    
In conclusion the continuing progress within each section in the performance 
report was noted and the Board acknowledged the continuing pressures.  
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14/34  SICKNESS ABSENCE MANAGEMENT (14/02/P-13) 
Ms Brearley expanded on the submitted report and confirmed that the 
Executive Team had reviewed a range of options to further improve 
management of the Trust’s sickness absence levels, alongside the work 
already focussed on this area.  The Executive Team had identified a number of 
additional steps for immediate action, as outlined in section 3.4 of the report, all 
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of which had been supported by staff representatives.  This support was greatly 
valued.   
Ms Brearley and the Executive Team were thanked for the detailed review 
undertaken.  The Board was pleased to confirm its support for the continued 
work programme to improve staff wellbeing and attendance levels and the 
additional plans outlined in the report.  
 

14/35  EQUALITY IMPACT ASSESSMENT (EQIA) REVIEW (14/02/P-14) 
The report outlined the Trust’s approach to ensuring timely completion of 
EQIAs.  Whilst the report reflected fairly low compliance, this was based on a 
review of data posted on the Policy Warehouse.  Ms Brearley assured the 
Board that no policies could be progressed to approval without an appropriate 
EQIA being completed; she believed the review had highlighted a failure to post 
the EQIAs on the policy warehouse appropriately (ie when a policy itself was 
posted) rather than the EQIAs not being carried out; further work was ongoing 
to address this, as outlined in section 10 of the report.  This work would be 
further supported by the external review to be undertaken shortly on the Trust’s 
approach to Equality & Diversity, which would encompass supporting systems 
and mechanisms. 
Ms Brearley further advised that EQIAs were regularly monitored by the Trust’s 
Equality & Diversity Officer, who maintained a database to ensure that policy 
owners were alerted to the need to renew EQIAs in a timely manner. It was, 
however, the responsibility of the policy owner to ensure that this was carried 
out and that (for new policies or renewals) full paperwork was provided for 
upload on the Policy Warehouse.   
Ms Brearley anticipated that the actions outlined in the report would enable full 
compliance for EQIAs to be achieved by the end of March as, as indicated 
above, she believed the current position reflected a matter of recording rather 
than a lack of the EQIAs themselves.  
The Board noted the position and supported the work planned to ensure 
evidenced compliance by the year end. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

HB 
 
 

14/36  QUARTERLY COMMUNICATIONS UPDATE (14/02/P-15) 
The quarterly communications report was received and noted.  Ms Parkes 
advised that the period from October to December 2013 had been a very 
positive one for the Trust’s communications.  Externally much of the focus had 
been on reputational management in terms of winter pressures etc, and this 
had been supported by some good partnership working with the CCG and Local 
Area Team.  Internal work had been focussed around re-launch of team brief, 
supporting more direct engagement with the CEO and Executive Team.  
The Board appreciated the encouraging work progressed on communications 
and engagement throughout the quarter.  
 

 

14/37  CHAIRMAN’S REPORT (14/02/P-16) 
The Chairman’s report, which provided an overview on a number of activities 
since the last Board meeting and several items of interest, was received and 
noted.  The Chairman also referred to the draft community-wide Alcohol 
Charter, distributed by email on receipt.  Board members confirmed their full 
support for the Charter, which reflected the Trust’s stance, and agreed that the 
Trust’s should sign up to it.  
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The Chairman also provided some feedback from recent discussions at the 
Governors’ subgroup meetings, including a challenge to the Board around the  
time taken to appoint the new Membership Officer (nearly a year after first 
approved) and Governors’ appreciation of the progress on the Trust’s capital 
works, as presented to the Staff & Environment sub-group by Mrs Christon and 
Mr Noble (project manager).  With regard to the latter, the Governors would like 
to see this good work reported more widely to raise public awareness of the 
improvements across the site and this had been followed up with the 
communications team. 
The Board discussed Monitor’s consultation on the Governance Review.  
Members shared the wide disappointment that the need for a three year 
external review remained part of the consultation.  Whilst everyone agreed that 
robust review was essential, Directors shared the view that this was already 
carried out regularly internally and with external independent support as and 
when required in order to maintain strong systems.  The option stipulated by 
Monitor was costly and, to some extent, repetitive.  It was agreed that the Trust 
should respond to the consultation to show its support for the widely held view 
across most FTs on this aspect.   
No additional reports were received from the Non Executive Directors.  
 

 

 

 

 

 

 

 

 

 
SW/DW 

 

14/38  CHIEF EXECUTIVE’S REPORT (14/02/P-17) 
The Chief Executive’s report was received and reviewed, providing informative 
updates on a number of internal, regional and national issues.  In response to a 
question from Mr Spinks, Ms Wake advised that the ongoing national work 
around specialised services would not have a huge impact on BHNFT 
immediately and was very much at consultation stage but it was important to be 
aware of it as it could have greater impact in the longer term.   
Progress on the contract negotiations was noted.  Ms Wake advised that no 
major obstacles had been identified to date and the two parties were continuing 
with very productive discussions, which was important to ensure improvements 
for patients’ services and delivery of realistic targets for key issues such as 
CQUINS. 
Members were reminded that the new schedule of meetings was not fully 
synchronised with the in year submissions to Monitor.  The latest return for Q3 
had been distributed to the full Board for comment and finalised and approved 
at the review meeting held on 23rd January.  The agreed submission had 
confirmed delivery of all targets except two (A&E and C.Difficile) for governance 
and a CoSRR of 4 (positive).  For good order the Board ratified the approval of 
23rd January.  
 

 
 
 
 
 
 
 
 
 
 
 
 

14/39  ANY OTHER BUSINESS & DATE OF NEXT MEETING 
a) Public comments  

Mr Millington (member of public) outlined his experience at the hospital 
recently when attending an appointment.  He had received a timely 
reminder of the appointment made some 12 months previously and had 
used the self check-in process – the whole experience had been very 
positive. 
He also directed a number of questions to Mr Spinks, as Chair of the Audit 
Committee, about the financial robustness of the Trust.  As a Non 
Executive, Mr Spinks response was based on assurances he had sought 
and received at both the Finance and Audit Committees.  From challenges 
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raised at the Board and Committee meetings, he believed that BHNFT was 
a well run organisation, operating in an environment of increasing demands 
on NHS services.  He expected the Trust to deliver its year end projections 
and was mindful of the planning work in progress in readiness for the future.  
With regard to the debtor position, Ms Wake advised that this related to a 
neighbouring Trust; it was offset by monies currently being withheld by the 
Trust and she would be meeting with the other Trust’s CEO shortly to 
address this situation. Additionally it was recognised that Mr Spinks was 
only one of the six-strong Non Executive team and the wider Board and that 
the assurance attained by the Board was reflected in external views of the 
Trust, including the CQC who had rated BHNFT as a Band 6 organisation 
(the highest banding). 
Mr Millington commented on numerous inaccuracies in the Board reports 
(typing and formatting errors), which did not reflect well on the Board’s 
requirements for quality.  This had been highlighted by the Chairman and 
other Directors too and would be addressed swiftly. 
Mr Millington also referred to the Trust’s complaint rate, highlighted in the 
Clinical Governance Committee’s assurance report.  It was his 
understanding that the response rates were determined in agreement with 
the complainant rather than against the published target and felt it may be 
unhelpful to the Trust to put the rates into the public domain.  Ms Wake 
agreed that the driver must always be to provide as full and satisfactory 
answer (which can sometimes be delayed due to issues beyond the Trust’s 
control) rather than meeting deadlines but it was still important to try to do 
this as quickly as possible, for the benefit of the complainant and it was right 
to report the position in public. 
Mr Brannan, Partner Governor, welcomed the feedback from the regional 
and national conferences on mortality ratios.  He had himself queried how 
HSMR could be used as a credible measurement, largely based on a 
hypothetical number and looked forward to future developments. 
Mr Brannan also had a query on DNAs but, in view of the time constraints 
on the meeting, undertook to submit this to the Secretary of the Board by 
email. 

 b) Date of Next Meeting  
The next meeting of the Board of Directors was scheduled for 3rd March 
2014, commencing at 9am.  

 In accordance with the Trust’s Constitution and Standing Orders, it was 
resolved that members of the public be excluded from the remainder of the 
meeting, having regard to the confidential nature of the business to be 
transacted.    
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SUBJECT: BOARD ACTION LOG 

DATE: MARCH 2014  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Carol Dudley, Secretary to the Board 
SPONSORED BY: Diane Wake, Chief Executive 
PRESENTED BY: Stephen Wragg, Chairman 
STRATEGIC CONTEXT 2-3 sentences 

 

QUESTION(S) ADDRESSED IN THIS REPORT  

 

CONCLUSION AND RECOMMENDATION(S)  

The Board of Directors is asked to: 
a) note and approve reported progress to date, and  
b) review any outstanding actions. 



Subject: Board Action Log Ref: 14/03/P-04 
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ACTIONS ON PUBLIC AGENDA 
Meeting date 
& Minute ref Item Action Owner Action taken 

Feb 2014 
14/28 
and 
Jan 2014 
14/08 

Mortality Ratios 
Anticipated improvements and 
impact of actions to be plotted 
against trajectory. 

Medical 
Director 

Latest update report 
provided at Agenda 
item P-09 

Feb 2014 
14/29 

Emergency Care 
Pathway <4 hours 
action plan 

Recruitment and partnership 
working issues referred to NCGRC 

Chair of 
NCGRC 

See agenda item  
P-11 for latest 
NCGRC report 

Feb 2014 
14/33 

Performance Report 
- activity 

a) Further data re correlation of 
long waits and late admissions 
to be provided. 

b) RAG rating to be revised and 
key included in future reports 

c) Verify if review of use of 
female catheters undertaken 

d) Clarification of cashflow 
position to be presented 

Chief 
Operating 
Officer (a) 

Exec Team (b) 

Medical 
Director (c) 

Dir of Finance 
& Info (d) 

a) Verbal update to 
be provided. 

b) Agenda item P-15 
refers) 

c) Not Trust practice  

d) To be presented 
at Finance 
Committee, with 
contract 
information  

Jan 2014 
14/14 

Integrated Performance 
Report  
- finance 

Debtor position to be reviewed 
with CEO counterpart Chief Exec 

February meeting 
with counterpart 
rescheduled (date to 
be confirmed soon) 

Oct 2013 
13/260 

Integrated Performance 
- activity 

System for appointment letters to 
be reviewed to ensure timely issue 
and reduction in DNAs 

Chief 
Operating 
Officer  

Report on DNAs 
presented to NCGRC 
(February) – agenda 
item P-11 refers 

Oct 2013 
13/265 CGC Assurance report 

Presentation on new complaints 
reporting system to be provided to 
CGC (December) and to Board in 
January. Deferred to March  

Dir of Nursing 
& Quality 

Agenda item P-06 
refers re audit 
outcomes. 
Presentation 
scheduled for April 
workshop 

Dec 2012 
12/306 

NCGRC Assurance 
report 

Process for development, approval 
and dissemination of policies to be 
reviewed (“policy on policies”) 

Dir of Nursing 
& Quality 

Progress reviewed at  
NCGRC  Feb 2014; 
see agenda item P-11 

ACTIONS COMPLETED & CLOSED SINCE LAST MEETING   
Meeting date 
& Minute ref Item Action Owner Action taken 

Feb 2014 
14/24 
(see also next 
section) 

Patient’s story 

a) Letter to be sent to the carers 
to express appreciation of 
them sharing their concerns 
with Board 

b) Letter to be sent to family 
involved with previous story, to 
report on actions progressed 
in response to their account. 

Chairman Completed 

Nov 2013 
13/298 

Audit Committee 
- quality strategy 

Proposal to work with PwC to 
obtain learning for pre-CQC visit 
preparation referred to Executive 
Team for review (subject to 
Governors’ approval if progressed) 

Executive 
Team 

Agreed and 
progressed.  Proposal 
re external auditors 
approved by Council 
of Governors (12th 
February) 

 



BoD Mar 2014: 04_Action log PUM Page 2 
 

 

Meeting date 
& Minute ref Item Action Owner Action taken 

Feb 2014 
14/28 Mortality Ratios Copies of report from regional 

seminar to be shared. Chair of CGC Completed:  
email 11.02.2014 

Feb 2014 
14/29 

Emergency Care 
Pathway <4 hours 
action plan 

Report to be shared with Monitor 
Chief 
Operating 
Officer 

Completed: email 
11.02.2014 

Feb 2014 
14/30 Audit Committee 

Governance flow: implementation 
of agreed audit actions to be 
reviewed by CGC 

Chair of CGC Rolling agenda item 
for CGC 

Feb 2014 
14/33 

Performance Report 
- workforce 

New reporting format for workforce 
issues being explored further 
through NCGRC 

Director of HR 
& OD / Chair 
of NCGRC 

See Agenda item  
P-11 for latest 
NCGRC report. 

Feb 2014 
14/37 Chairman’s report Board response to Monitor 

consultation to be submitted Chair/CEO 
In progress for 
submission by 7th 
March deadline 

Nov 2013 
13/293 

Patients’ Story 
- transfer of frail and 
elderly patients  

Assurance required re protocols 
for transfer of patients (to avoid 
later transfer) – building on 
previous discussions re staff 
empowerment to take decisions for 
patients’ wellbeing  

Dir of Nursing 
& Quality 

Reviewed at CGC 
(December 2013); 
further investigation 
requested and 
completed.  
Monitoring will 
continued via CGC 

ROLLING TRACKER OF OUTSTANDING ACTIONS  (red = overdue) 
Meeting date 
& Minute Ref Item Action Owner Action taken 

Feb 2014 
14/24 Patient’s story 

February’s story to be referred to 
CGC for further consideration and 
action 

Chair of CGC 
 

Agenda item for next 
CGC meeting – 
March 2014 

Feb 2014 
14/25 Francis Review 

a) Progress on action plan to be 
continued and to include 
benchmarking against local 
peers re staffing levels  

b) More info on “fitness test” for 
Directors to be obtained 

c) Due dates for actions to be 
reviewed reduced where 
possible; re-presented to CGC 
for review when amended. 

d) General comment: accuracy of 
reports to be improved and 
any/all action plans to reflect 
Trust-wide responsibilities 

Director of 
Nursing & 
Quality  
(a) & (c) 

P Spinks 
(NED) and Dir 
of HR&OD (b) 

Executive 
Team (d) 

a) Update via six-
monthly report 
(due August) 

b) Verbal update at 
meeting 

c) CGC March 
agenda refers 

d) Continuous 

Feb 2014 
14/26 C.Diff Referred to CGC for further 

review. Chair of CGC 
Agenda item for next 
CGC meeting – 
March 2014 

Feb 2014 
14/32 CGC  

Review of Terms of Reference to  
be progressed for implementation 
from April 2014. 

Chair of CGC Agenda item for 
March CGC 

Feb 2014 
14/33 

Performance Report 
- general 

New reporting format to be 
implemented from April 2014 

Executive 
Team 

Work ongoing; first 
report due in April 

Feb 2014 
14/35 EQIAs Full compliance expected to be 

evidenced by year end. 
Director of HR 
& OD 

Confirmation due by 
end of March 

Jan 2014 
14/04 PREVENT Policy 

Further review approach to EQIA 
for PREVENT policy, comparison 
to other Trusts 

Director of HR 
& OD 

Ongoing, including 
liaison with Police 
representative. 

Jan 2014 
14/04 

Strategic Services 
Review 

Analysis of core/central 
discretional services (and financial 
performance) to be circulated with 
business planning papers in good 
time for February workshop 

Interim Dir  
and 
Director of 
Finance & 
Information 

Boston matrix to be 
included in further 
work re business plan 
development (March 
Board workshop) 
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Meeting date 
& Minute Ref Item Action Owner Action taken 

Jan 2014 
14/04 
and 
Oct 2013 
13/260 

7-day Hospital  

Full business case to be prepared 
by mid February, including gap 
analysis and identification of 
priority areas 

Medical 
Director 

Further work ongoing 
– deferred to April 
Board 

Jan 2014 
14/06 

Quality Account 
- quality and 
performance reporting 

New reporting format for quality 
and performance being developed 
– for use from April 2014 

Executive 
Team Ongoing 

Jan 2014 
14/07 

Right People, Right 
Skills in the Right place 

Response to exceptions 4 and 10 
to be revised.  Progress to be 
triangulated with other reports and 
monitored through CGC. 

Dir of Nursing 
& Quality  

Work in progress and 
will be reported via 
the next CGC 
(March). 

Jan 2014 
14/10 

Emergency Care 4 hour 
action plan 

a) Inreach model for AMU to be 
refined to ensure consultant 
ownership of each patients’ 
care 

b) Structure of AMU to be 
reviewed 

Medical 
Director (a) 

Chief 
Operating 
Officer (b) 

Review of AMU 
undertaken ; 
discussions with key 
staff held to ensure 
12/7 cover and clarity 
on inreach support to 
AMU 

Jan 2014 
14/14 

Integrated Performance 
- transformation 

Future reporting on EPR to include 
timelines Dir of ICT Will be reflected in 

next report on EPR 

Nov 2013 
13/299 

Integrated Performance 
- Finance 

Options for review of CQUINs to 
be progressed with CCG 

Dir of Finance 
& Information Ongoing 

Aug 2013 
13/219 

Transformation review 
- quality 

Draft of revised Quality Framework 
to be presented to Board (by year 
end) 

Dir of Nursing 
& Quality  

Work progressing: 
draft Framework due 
to be presented to 
next CGC meeting 
(March) and then 
Board (April) 

Aug 2013 
13/211 

Chairman’s report 
- Governors’ request 

Protocol for Governors’ expenses 
to be developed, for approval via 
Executive Team and agreement 
with Council of Governors 

Director of HR 
& OD 

First draft prepared 
as a policy (rather 
than protocol); to be 
presented to the 
Executive Team and  
NCGRC before being 
taken to Board for 
approval. 

July 2013 
13/179 

Matters Arising  
- Executive Team 

Board requested sight of proposals 
for substantive arrangements 
following departure of Director of 
Quality & Performance, when 
available - ahead of 
implementation. 

Chief 
Executive 

Committee and 
governance structure 
under review; report 
& recommendations 
due shortly. 

July 2013 
13/182 HSMR Strategy to be developed Medical 

Director 

To be progressed via 
Board workshop 
(2014), following 
AQUA review work. 

July 2013 
13/188 Performance report 

Concerns for the Elective Care 
and Working Together CIPs to be 
recorded on the Board Assurance 
Framework 

Dir of Finance 
& Information 

Will be added to 
revised BAF when 
finalised 

 



 
REF: 14/03/P-6

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 

 

BoD March 2014: 06_Complaints and update on systems.docx  
 

SUBJECT: COMPLAINTS INVESTIGATION PROCESS 

DATE: MARCH 2014  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable

 For decision/approval X Assurance X 
For review   Governance X 
For information   Strategy   

PREPARED BY: Jill Pell, Head of Patient Experience 
SPONSORED BY: Heather Mcnair, Director of Nursing & Quality 
PRESENTED BY: Heather Mcnair, Director of Nursing & Quality 
STRATEGIC CONTEXT 2-3 sentences

The Board is asked to endorse recommendations for improvement to the complaints 
investigation process to provide assurance that the Trust delivers a quality, timely and effective 
complaints investigation process.      

QUESTION(S) ADDRESSED IN THIS REPORT 

Does the Board feel that its current complaints investigation process is robust enough to give 
assurance that complaints are appropriately investigated, within agreed timeframes? 
 
Is the Board assured that lessons learnt and agreed actions arising from complaints are  
sufficiently embedded into governance structures and lead to service improvement? 
 

CONCLUSION AND RECOMMENDATION(S) 

The report outlines how the complaints investigation process is robust enough to provide 
assurance that complaints are appropriately investigated, within the agreed timeframes.  
 
The Trust Board is asked to note the report and to agree the key recommendations. 
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REFERENCE/CHECKLIST 

 Which business plan 
objective(s) does this report 
relate to? 

 

 Has this report considered the 
following stakeholders? 

Patients BCCG Other

Staff BMBC Please state: 

Governors Monitor  

 Has this report reviewed the 
Trust’s compliance with: 

Regulators (eg Monitor / CQC)
 

Legal requirements (Acts, HSE, NHS Constitution etc)
 

Equality, Diversity & Human Rights
 

The Trust's sustainability strategy

 Is this report 
supported by a 
communications 
plan? 

Yes
 

Not applicable
 

To be developed
 

 Has this report  
(in draft or during 
development) been 
reviewed by any 
Board or Executive 
committees within the 
Trust? 

CGC
 

NCGRC
 

Audit Committee
 

Finance Commitee
 

ET

 Where applicable, briefly 
identify risk issues (including 
any reputation) and cross 
reference to risk register and  
governance committees 

Reputational risks associated with lengthy delays in complaint 
investigation timeframes. 
Failure to ensure robust investigation, action planning and 
implementation to ensure complaints lead to improvement. 

 Where applicable, state 
resource requirements: 

Finance:  
Other:  

 
 

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 

 

The Board will also have regard to the Trust’s core vision statement:  
“Barnsley Hospital: Providing the best healthcare for all”  
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Subject: COMPLAINTS INVESTIGATION PROCESS Ref: 14/03/P-6 
 
1. INTRODUCTION & BACKGROUND 

1.1. The Trust has a Complaints Policy which reflects the Local Authority Social Services 
and National Health Service Complaints (England) Regulations 2009; this was last 
amended in November 2011.     Updating of this policy has been deferred to take into 
account emerging best practice and to allow time to scope improvements to the 
existing complaints investigation procedures used at BHNFT.   Best practice guidance 
has been issued via a number of key reports produced by the Parliamentary and 
Health Service Ombudsman (PHSO).  These reports, together with key 
recommendations from the Francis report into the failings at Mid Staffordshire NHS 
Foundation Trust relating to the handling of complaints, have provided an impetus for 
trusts to ensure they have robust complaints procedures. 

 
1.2 The Trust commissioned an audit of complaints procedures in January 2014 to 

provide assurance on its complaint handling processes.   This included an in-depth 
review of processes and a review of a sample of 25 complaint files.    The audit report 
gave significant assurance on the complaint final responses.    However, the audit 
report found that the Trust has complaint management processes which could be 
more efficient and effective and gave limited assurance on the system for managing 
and learning from complaints. 
 

1.3 The Trust received 245 formal written complaints in 2012/13. It receives an average 
of six new complaints a week.  At the time of this report, complaints take an average 
of 38 working days to be responded to.    

 
1.4 The implementation of the revised clinical management structure (Clinical Business 

Units/CBU) provides an opportunity to implement an improved process for complaint 
investigation and action planning to be embedded cross CBU governance structures. 

 
2. RECOMMENDED CHANGES TO INTERNAL PROCESSES 

2.1 To assure the Board that this Trust has high quality complaint handling processes a 
number of changes are required.   These refer to the system for managing and 
investigating complaints, the process for action planning and learning from complaints 
and the wider organisational structure which provides clear accountability and 
governance for complaints handling.   Specific areas to address include: 
 
2.1.1 Complaint Assessment 

 
 Initial preliminary assessment and acknowledgement of the complaint by the 

complaints team using the risk assessment matrix.  The complaint will then be 
logged electronically and allocated to the CBU management team, i.e. Clinical 
Director/Head of Nursing/General Manager.    The complaint will then be 
allocated to an Investigating Officer (IO) by the CBU management team and 
overall responsibility for monitoring and sign off will sit with the senior team 
prior to the response going to the Director of Nursing & Quality and Chief 
Executive. 

 
 Recommendations – to be completed by April 2014 

 Roles and responsibilities to be written for CBU management team 
 Clear process map to be developed  
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2.1.2 Quality of Complaint Response Letters 

 
The format of complaint response letters will be reviewed and improvements in 
style and presentation will be implemented.   There will be an emphasis on 
providing easily understood explanations and apologies where there has been 
distress caused to patients/families.    An Investigator Resource Pack will be 
developed to provide guidance on the Trust’s preferred style with practical 
examples to support consistency of approach across the Trust. 
 
Recommendations to be completed by April 2014 
 Review of response template 
 Development of Investigating Officer Resource Pack 

 
2.1.3 Investigation of Complaints 

 
There is scope to improve complaint response timeframes and to improve the 
quality of responses through improved assessment and allocation of 
complaints to investigators.    These improvements are possible following the 
implementation of the DATIX risk management system.   These would include: 
 
    Following allocation from the senior team within the CBU, IOs should 

commence investigation as soon as they receive notification that a 
complaint has been logged on to the system and in advance of receipt of 
the complaint investigation file.    The role of the investigator is to co-
ordinate and handle the complaint.   This will involve requesting statements 
and investigating the complaint, maintaining contact with the complainant, 
drafting the complaint response and completion of the action planning 
template all via the DATIX system. 
 

    The resolution plan will have been agreed by the Complaints Team.    The 
investigator will then have the responsibility for reviewing and verifying the 
original risk score using the risk assessment matrix and for contacting the 
complainant to clarify any issues.    Complaint response timeframes will be 
closely monitored by both the central complaints team and the CBU to 
prevent unacceptable delays. 

 
    On-going contact throughout the investigation should be maintained with 

regular progress notes and updates on the DATIX system by the IO.    If 
delays occur in the investigation period the IO is responsible for escalating 
this to the Complaints Team.  The Complaints Team will make contact with 
the complainant to agree a clear deadline date for any extensions agreed.  
However, reducing timeframes to respond to complaints is a key priority 
and extensions need to be seen as an exception and not the norm. 

 
    Improvements are needed with regard to documented evidence that 

complaints have been fully investigated.   A template for statements will be 
developed and these should be recorded via DATIX and on the complaint 
file to give assurance that a robust investigation has taken place and 
sufficient evidence has been obtained.    This also applies to file notes and 
progress notes on the complaint investigation.   
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    Significant delays occur within the current investigative process due to the 
delay in obtaining statements.   Investigators requiring statement should 
closely monitor this and work to agreed deadlines and a clear escalation 
process to GM/CD/HoN/Complaints Team should be implemented. 

 
    In some instances it will be necessary to use independent investigation of 

more complex and serious complaints.  This could mean review by another 
CBU or clinician(s) who do not have immediate line management 
responsibility for staff involved in a complaint.   Alternatively, on occasions 
it may be necessary to seek independent external review of a complaint.   
This would be agreed by the Director of Nursing & Quality and the Medical 
Director. 

 
    A complaints investigation resource pack and training will be developed to 

support implementation of the improved process.    This will be supported 
by the development of an e-learning package for all staff which should be 
included in to the Trust’s corporate curriculum. 

 
 Where complaints cover more than one CBU a ‘lead’ CBU will be identified 

by the Complaints Team.  An IO will then be allocated in each relevant 
CBU who will provide support to the Lead IO 

 
    Agreement needs to be reached regarding the validity of responses from 

individual staff involved with the complaint.  With a move to CDs being 
responsible for the sign off of the response and investigation, they will have 
a key role in this. 

 
Recommendations – timescales detailed on attached action plan 
 Clearly defined process map for complaint investigation. 
 Roles and responsibilities to be written for Investigating Officers 
 Devise statement template 
 Closer performance management of agreed investigation timeframes. 
 Established of systems to support internal and/or external review of 

complaints. 
 Development of e-learning package for all staff 
 A strengthening of the role of CBU senior management team in the sign off 

of complaint investigations and greater involvement of CDs in complaints 
relating to medical care. 

 
2.1.4 Action Planning & Learning from Complaints 

 
There is a need to significantly improve the action planning process and there 
is poor understanding across the Trust on the importance of developing and 
monitoring implementation of robust action plans.    Further work is needed 
with CBUs to report on actions taken as a result of complaints and to share 
these through wider quality and safety reporting systems.    It is recommended: 
 
   Further training for investigators on the action planning process with a 

requirement to develop robust action plans for complaints and to ensure 
that actions are implemented and reported on.   This will take place in 
advance of the implementation of improved processes. 
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     Integration of learning should be mapped to key themes and reported on 
widely through quality and safety reporting systems both at CBU level and 
corporately. 

 
     The Trust needs to implement regular independent review/audit of a 

sample of complaint responses and report findings to the relevant quality 
and safety committees. 

 
Recommendations – timescales detailed on attached action plan 
 Development of a standardised action planning template as a key element 

of the complaint investigation process. 
 Action planning training to be developed 
 Improved monitoring of action plans and implementation of lessons learnt 

through the new CBUs governance structures. 
 Establishment a Complaint Review Group 
 Trust Board to confirm what information they would wish to receive on 

complaints investigation performance and key themes. 
 

2.1.5 Current Accountability across the Trust for Complaints 
 

Clinical Service Unit (CSU) – Operational Level - There is a lack of 
accountability across the Trust for complaints and the learning from them; 
clinical directors as lead accountable officers for the CSUs have minimal 
involvement, in complaints.   Investigations and responses are not approved 
routinely for their medical content by Clinical Directors.   Actions arising from 
complaints are not consistently monitored via the CSU quality and governance 
structures.   There is also great variance across CSUs with regard to 
discussion of complaints and associated actions.   This is however being 
addressed as part of the Trust’s revised new governance arrangements.   The 
new CBU structure provides an opportunity for us to implement key 
improvements in this area. 
 
Board Level – There is a need to improve the level of information provided to 
Trust Board on complaints and this was a key recommendation in the recent 
national Clwyd-Hart Complaints review which asked Boards to receive monthly 
information on complaints and assurances that actions identified as a result of 
complaints have been implemented. 
 
Recommendations – actions on-going 
 Link in with Head of Clinical Governance to devise clear governance 

review structure for complaints handling, investigation and learning. 
 Trust Board to clarify the level of information they would wish to receive 

and frequency of reports. 
 

2.1.6 Complaint Publicity Resources & Complainant Feedback 
 
The Trust is reviewing publicity resources (leaflet and poster) and updated 
versions will soon be available. 
The central complaints team will review the complainant satisfaction 
questionnaire and report on this feedback across the Trust. 
 
Recommendations – to be completed by April 2014 
 Review complaints literature 
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 Review satisfaction questionnaire and reporting from this 
 Amend complaints policy to reflect the changes introduced (completed 

June – July 2014) 
 

3. IMPLEMENTATION OF KEY RECOMMENDATIONS 

Please find attached an action plan detailing the implementation of the key 
recommendations included in this report.     The majority of recommendations will be 
actioned during March for implementation from April 2014.       

 
4. CONCLUSION 

The Trust Board is asked to endorse the key recommendations contained in this report. 
 
 
 

Appendices: 

 Appendix 1 – Complaints Investigation process – management plan 
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COMPLAINTS INVESTIGATION PROCESS – MANAGEMENT PLAN 
 

Recommendation Responsibility Timeframe for 
Completion Status 

Complaint Assessment: 

Roles & responsibilities to be written for CBU Management Team. 
 

Complaints Manager Apr-14 Green 

Process map to be developed – identifying key roles and responsibilities. 
 

Complaints Manger Apr-14 Green 

Process map to support assessment, resolution plan and performance 
against key targets. 
 

Complaints Manger Apr-14 Green 

Complaint Response Letters: 

Review of response template and development of good practice examples 
for inclusion in letters. 
 

Complaints Manager Apr-14 Green 

Development of Investigating Officer Resource Pack 
 

Complaints Manager Apr-14 Green 

Investigation Process: 

Clearly defined process map for investigation. 
 

Complaints Manager Apr-14 Green 

Roles & responsibilities to be written for Investigating Officers. 
 

Complaints Manager Apr-14 Green 

Devise a statement template. 
 

Complaints Manager Apr-14 Green 

Closer performance management of agreed investigation timeframes. 
 
 

CBU Management Team 
& Complaints Team 

Jun-14 Green 

Establish systems to support internal and/or external review of complaints. Director of Nursing & 
Quality & Medical 

Director/Complaints Team

Jun-14 Green 
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Recommendation Responsibility Timeframe for 
Completion Status 

Development of an e-learning package for all staff. Complaints 
Manager/Head of Patient 

Experience 
 

July – August 
2014 

Green 

Strengthening of the role of CBU senior management team in sign off of 
complaints investigations. 
 

Director of 
Operations/CBUs 

June – August 
2014 

Green 

Greater involvement of Clinical Directors in complaints relating to medical 
care. 
 

Director of Operations Apr-14 Green 

Action Planning & Learning from Complaints: 

Development of standardised action planning template. Complaints 
Manager/Head of PE 

 

Apr-14 Green 

Action planning training to be developed. Complaints 
Manager/Clinical Audit. 

 

April – June 2014 Green 

Improve monitoring of action plans and lessons learnt through new CBUs 
 

CBUs April onwards. Green 

Establishment of complaints review group. DoN&Q, Medical Director, 
CBUs 

 

Jul-14 Green 

Reporting to Trust Board – performance and trend data. 
 

Trust Board Apr-14 Green 

 
KEY: 
 
                  = on target for completion Green 



 
REF: 14/03/P-07 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 

 

SUBJECT: SINGLE SEX ACCOMMODATION 

DATE: MARCH 2014  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Alison Bielby, Deputy Director of Nursing 
SPONSORED BY: Heather Mcnair, Director of Nursing and Quality 
PRESENTED BY: Heather Mcnair, Director of Nursing and Quality 
STRATEGIC CONTEXT 2-3 sentences 

All NHS Trusts are required to eliminate mixed sex accommodation where it is in the overall 
best interest of the patient or reflects personal choice and make a public declaration to that 
effect on an annual basis. 

QUESTION(S) ADDRESSED IN THIS REPORT  

Is Barnsley Hospital NHS Foundation Trust meeting statutory requirements to eliminate mixed 
sex accommodation for patients? 
 

CONCLUSION AND RECOMMENDATION(S)  

The Board if Directors is required to receive this report and; 
 

i. Note the current position (no breaches to date) and on-going risk associated with 
ensuring and maintaining single sex accommodation.  
 

ii. Approve publication of the agreed declaration of compliance on the Hospital website with 
immediate effect.   
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REFERENCE/CHECKLIST 

• Which business plan 
objective(s) does this report 
relate to? 

 

• Has this report considered the 
following stakeholders? 

Patients
 

BCCG
 

Other
 

Staff
 

BMBC
 

Please state: 

Governors
 

Monitor
 

 

• Has this report reviewed the 
Trust’s compliance with: 

Regulators (eg Monitor / CQC)
 

Legal requirements (Acts, HSE, NHS Constitution etc)
 

Equality, Diversity & Human Rights
 

The Trust's sustainability strategy
 

• Is this report 
supported by a 
communications 
plan? 

Yes
 

Not applicable
 

To be developed
 

• Has this report  
(in draft or during 
development) been 
reviewed by any 
Board or Executive 
committees within the 
Trust? 

CGC
 

NCGRC
 

Audit Committee
 

Finance Commitee
 

ET
 

• Where applicable, briefly 
identify risk issues (including 
any reputation) and cross 
reference to risk register and  
governance committees 

 

• Where applicable, state 
resource requirements: 

Finance:  
Other:  

 
 

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 

 

The Board will also have regard to the Trust’s core vision statement:  
“Barnsley Hospital: Providing the best healthcare for all”  
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Subject: Single Sex Accommodation Ref: 14/03/P-07 
 
1. STRATEGIC CONTEXT  

1.1 This paper will provide the Board of Directors with the status and progress update 
regarding the on-going delivery of the requirements for single sex accommodation. 

1.2 It will also present the annual declaration of compliance for agreement.   
 
2. INTRODUCTION  

2.1 The Department of Health maintains an on-going high level of focus and commitment 
on the issue of single sex facilities as on 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). 

2.2 The Trust is required to make a declaration, clearly visible on their websites, no later 
than 1 April 2014.  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. MONITORING AND REPORTING 

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 To date this year there have been no episodes of mixing sexes within the Trust for 
this financial year. 

3.3 The Trust has a clear internal and external escalation process, which is activated in 
the event of an episode of mixing.  A root cause analysis (RCA) would be undertaken 
and presented for discussion at the Strategic Risk Group.  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 Clinical 
Commissions Group (CCG) could consider imposing financial sanctions.   

3.4 Any breaches of sleeping accommodation for each patient affected are reported via 
the national reporting system1 – Unify2 System.  This data is made public and is the 
subject of on-going scrutiny by the national media.   

Updates regarding specific clinical areas 
 

a) Critical Care Areas 
(Intensive Care Unit, Surgical High Dependency Unit and Coronary Care Unit) 
The national Eliminating Mixed Sex Accommodation (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 indicates a breach will occur if patients are not 
moved from the critical care area within the same day or within 12 hours.  

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), play 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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Monitoring of these timeframes has been put in place across all the applicable 
areas.   
 

b) 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.  On-going monitoring of compliance will 
take place in the form of an annual audit. 
 

3.5 The Trust is declaring compliance with the national requirements and proposes 
that the declaration at Appendix 1 be made public to all patients and users of the 
Trust via the website. 

 
 
Appendices: 

• Appendix 1 – Declaration of compliance 
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Appendix 1 

 

Declaration of Compliance 
 
March 2014 
Barnsley Hospital NHS Foundation Trust is pleased to confirm that we are compliant with the 
Government’s principles to eliminate mixed-sex accommodation.  There have been no breaches 
in the current financial year.  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 hospital 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.  
 
Committee to Dignified Care  
The Trust is committed to dignified care, one of the strands of which is delivering singe 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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REF: 14/03/P-08 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 

 

BoD month 2014: 08_Quality account and Priorities 2014  
 

SUBJECT: PROPOSAL OF 2014/15 QUALITY GOALS AND PRIORITIES 

DATE: MARCH 2014  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval x Assurance  

For review   Governance  
For information   Strategy x  

PREPARED BY: Gill Feerick, Head of Quality and Governance 
SPONSORED BY: Heather McNair, Director of Nursing and Quality 
PRESENTED BY: Heather McNair, Director of Nursing and Quality 
STRATEGIC CONTEXT 2-3 sentences 

To outline the Trust’s proposals for the 2014/15 quality goals and priorities and to 
explain the process of consultation in determining these proposals. 

QUESTION(S) ADDRESSED IN THIS REPORT  

How has the Trust ensured wide consultation with staff, patients and the wider public in 
identifying areas of priority for quality improvement in 2014/15? 
 
What are the Trust’s proposed quality goals and priorities are for 2014/15? 

CONCLUSION AND RECOMMENDATION(S)  

The Trust has ensured a wide consultation process in identifying and determining the 
proposed quality goals and priorities for 2014/15.  The Trust has identified four goals 
and additional areas of priority against each goal for quality improvement across the 
Trust during 2014/15. 
 
The Boared is asked to support the goals and priorities outlined in this report.   
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REFERENCE/CHECKLIST 

• Which business plan 
objective(s) does this report 
relate to? 

 

• Has this report considered the 
following stakeholders? 

Patients
 

BCCG
 

Other
 

Staff
 

BMBC
 

Please state: 

Governors
 

Monitor
 

 

• Has this report reviewed the 
Trust’s compliance with: 

Regulators (eg Monitor / CQC)
 

Legal requirements (Acts, HSE, NHS Constitution etc)
 

Equality, Diversity & Human Rights
 

The Trust's sustainability strategy
 

• Is this report 
supported by a 
communications 
plan? 

Yes
 

Not applicable
 

To be developed
 

• Has this report  
(in draft or during 
development) been 
reviewed by any 
Board or Executive 
committees within the 
Trust? 

CGC
 

NCGRC
 

Audit Committee
 

Finance Commitee
 

ET
 

• Where applicable, briefly 
identify risk issues (including 
any reputation) and cross 
reference to risk register and  
governance committees 

 

• Where applicable, state 
resource requirements: 

Finance:  
Other:  

 
 

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 

 

The Board will also have regard to the Trust’s core vision statement:  
“Barnsley Hospital: Providing the best healthcare for all”  
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Subject: Quality gaols and priorities 2014/15. Ref: 14/03/P-08 
 
1. STRATEGIC CONTEXT 

1.1 To present the Board of Barnsley Hospital NHS Foundation Trust (BHNFT) with a 
proposal for the 2014/15 quality goals and priorities. 

1.2 With the Governors’ endorsement, and subject to the agreement of the Board of 
Directors, agree the 2014/15 quality goals and priorities and incorporate these as part 
of the 2013/14 Quality Account report, which will be presented to the Council of 
Governors and Board of Directors in April 2014. 

 
2. INTRODUCTION  

2.1 In recognition of the response to previous consultation processes on the proposed 
quality priorities for 2012/13 and 2013/14, a different approach to develop the Trust 
Quality Account priorities was proposed for 2014/15.   

2.2 This report outlines the Quality Account requirements for 2013/14 and an update on 
the approach taken to develop the 2014/15 priorities, as agreed at the Council of 
Governors’ General Meeting in December 2013. 

2.3 The final part of the report identifies the proposed priorities and the next steps in 
progressing these to approval and inclusion in the 2013/14 Quality Report.  

3. REQUIREMENTS 

3.1 The Quality Account requirements are outlined in Monitor’s Annual Reporting Manual 
(ARM).  This document requires Foundation Trusts (FTs) to identify: 

• at least three priorities for improvement (agreed by the BHNFT board); 

• performance in 2013/14 against each priority and, where possible, the 
performance in previous years; 

• how progress to achieve these priorities will be monitored and measured; and 

• how progress to achieve these priorities will be reported. 

3.2 It was proposed to the Council of Governors’ General Meeting in December 2013, 
that an externally facilitated workshop be held on 31 January 2014 to support the 
organisation and ultimately the Board to identify the Trust’s quality gaols and priorities 
for 2014/15.  The results of the workshop would also enable the Trust to develop and 
agree the three year Quality Strategy for the organisation. 

3.3 The Quality Strategy workshop was attended by around 70 key internal and external 
stakeholders and partners of the Trust.  Utilising information on the Trust’s progress 
in achieving the 2013/14 quality priorities and taking into account any national and 
local quality issues, the workshop focussed on supporting the Trust to identify 
proposals for the Trust’s quality goals and priorities in 2014/15. 

3.4 The workshop successfully identified four quality goal areas for the Trust: 

• Delivering patient centred care; 
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• Delivering consistently safe care; 

• Delivering consistently effective care; and 

• Building on capacity and capability. 

3.5 The draft goals and outline priorities were included in a presentation to the Council of 
Governors meeting on 12 February 2014. 

3.6 A mandate was given by the Council of Governors for a further update to be taken to 
the Strategy & Performance sub-group on 4 March 2014 where firmer proposals 
regarding 2014/15 quality goals, priorities and targets would be presented.  

3.7 The Board is asked to note the proposed 2014/15 quality goals and priorities, 
included at Appendix 1, which are to be presented to the Strategy & Performance 
sub-group on 4 March 2014.  

3.8 An action plan is currently in development and will be available before the Quality 
Account is complete. 

 
Appendices: 

• Appendix 1 – proposed 2014/15 quality goals and priorities 
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Values & Visions 
To be confirmed following  

Board Workshop  
20th February 2014 

 

Values & Visions 
To be confirmed following  

Board Workshop  
20th February 2014 

Values & Visions 
To be confirmed following  

Board Workshop  
20th February 2014 

Goal 1: Delivering 
patient centred care. 

Goal 2: Delivering 
consistently safe care. 

Goal 3: Delivering 
consistently 

effective care. 

Goal 4: Building on 
capacity and 

capability. 

 BHNFT Aim 

To be confirmed following Board Workshop 
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Goal 1: Delivering patient centred care 

How will we do it?  

Delivering patient and family centred care is a key priority for our organisation and 
we will continue to develop systems to enable patients to give feedback on their 
experience of care and to use this to influence and improve our services.   Our clear 
aim is to provide high quality care for patients and we want out patients to have a 
positive experience of care.    We will do this through implementation of our nursing 
strategy, Compassion in Practice and our Improving Patient Experience Strategy.   
There will be a strong focus on consistency of care and excellent patient centred 
services.  There will be a strong customer-service focus ensuring our staff 
demonstrate our values and behaviours framework.  Another key priority will be to 
improve people’s experience of integrated care and this will require collaborative 
working with key partners. 
 

What are our priorities?

 

How will we measure progress? 

Progress will be monitored via wider quality and safety mechanisms and 
performance will be measured against key nursing and patient experience metrics 
and through evaluation of wider patient feedback systems. 

Targets for 2014/15 

 • Implement improvements to our complaint investigation processes ensuring 
that actions and lessons learnt from complaints are integrated into the 
governance structures of our Clinical Business Units and lead to 
improvements in service delivery. 

 • Implement a public helpline for the escalation of clinical concerns which will 
contribute to ensuring we improve the quality of care and reduce potential 
harm. 

2014-15 
priorities. 

• To identify key patient experience metrics 
which will drive improvement in the way we 
deliver care; 

• To improve the experience of care provided to 
patients with dementia and their carers; 

• Organisation wide implementation of the NHS 
Friends & Family Test and wider patient 
feedback opportunities. 
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 • Wider roll out of patient experience questionnaires through the expansion of 
Open & Honest Care ensuring openness and transparency on the report of 
harms or injury to patients. 

 Undertake case finding for at least 90% of patients 75 years and over •
admitted as an emergency for >72 hours; ensuring that, where patients are 
identified as potentially having dementia or delirium, at least 90% are 
appropriately assessed; and ensuring that, where appropriate, patients with 
dementia are referred on to specialist services. 

Goal 2: Delivering consistently safe care 

How will we do it?  

Delivering consistently safe care means taking action to reduce harm to patients in 
our care and protecting the most vulnerable. It means ensuring that the workforce 
receives the right education and training in preparation for the delivery of competent 
and skilful intervention. 

The organisation is committed to ensuring that service users are cared for in 
surroundings which are clean, by caring and competent staff. This organisation 
wants to eliminate hospital acquired, infections, medication errors, VTEs, patient 
falls, pressure ulcers and other examples of harm which can occur within a 
healthcare setting. 
 

What are our priorities? 

How will we measure progress? 

In order to know whether we have been successful in achieving our priorities, the 
Trust will report progress through the Quality, Safety, Improvement and 
Effectiveness Board in the monthly Safety and Quality Report.  Information and data 
will also be monitored at local clinical specialty level and at Clinical Business Unit 
level to ensure lessons are learnt, improvements to care are identified and 
implemented and best practice is shared. 
 
 
 

2014-15 
priorities. 

• To reduce hospital acquired harms in relation to VTEs, 
Falls, CAUTIs & Pressure Ulcers; 

• Reduction in inpatient falls; 
• To improve clinical note keeping standards thereby 

ensuring robust patient assessments and plans of care. 
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Targets for 2014/15 
 
• To reduce hospital acquired harms in relation to VTEs, Falls, CAUTIs & Pressure 

Ulcers   

For 2014/15 the Trust aims to reduce hospital acquired harms in relation to VTEs, 
Falls, CAUTIs and Pressure Ulcers with the aim of achieving the national average for 
harm free care against all areas; VTEs, Falls, CAUTIs  and pressure ulcers. Each 
area will be monitored separately. 

• Reduction in inpatient falls  

Since April 2013, (to January 2014), the Trust has reported 895 inpatient falls.  For 
2014/15 the Trust aims to reduce the number of inpatient falls by 50%. 

• To improve clinical note keeping standards thereby ensuring robust patient 
assessments and plans of care 

 
To achieve 75% compliance with 2014/15 clinical note keeping standard audits. 
 

Goal 3: Delivering consistently effective care 

How will we do it? 

Improving outcomes and effectiveness means saving lives, improving the quality of 
life for our patients, speeding up their recovery and reducing readmissions. The 
Trust will achieve the improved health outcomes through delivery of safe, effective 
and evidence-based care. 

What are our priorities? 

 

 

How will we measure progress? 

2014-15 
priorities. 

 

• Reduce the number of in hospital avoidable 
deaths; 

• Improve recognition and management of the 
adult deteriorating patient; 

• Improve sepsis recognition and response; 
and 

• Ensure scrutiny of all in hospital deaths to 
ensure learning is achieved where possible. 
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The Trust will use SHMI and HSMR to measure progress in our reductions of 
avoidable deaths. The Trust will also build on learning from best practice examples 
to improve the quality of health outcomes for our patients. There is a commitment to 
continuous improvement and challenge to ensure that there is appropriate 
modification of key indicators of care and that reflection on the results of audits and 
enquires is embedded throughout the Trust.   

The Trust’s quality improvement and performance dashboards will continue to be 
used to assist the Trust in understanding the quality of care we are providing and 
monitor our performance against these priorities.   

Targets for 2014/15 
 
• Reduce the number of avoidable in hospital deaths 

The Trust’s rolling 12 month HSMR value in October 2013 is 111.8.  The Trust aims 
to reduce this rate further to 105.0 by January 2015 and 100.0 by January 2016. 

The Trust’s SHMI latest position (12 month period, July 2012 – June 2013), is 106.9 
and is ‘as expected’, Band 2.  

• Improve recognition and management of the deteriorating adult patient 
 
The Trust implemented National Early Warning Score, NEWS, across the 
organisation in January 2014.  By April 2015 the Trust aims to demonstrate 95.0 % 
compliance with the implementation of NEWS in the adult patient. 
 
• Improve sepsis recognition and response 
 
As at January 2014 the Trust was 8.0% compliant with the implementation of the 
Sepsis Six Bundle.  By April 2015 the Trust aims to increase this to 95.0% 
compliance. 
 
• Ensure scrutiny of all in hospital deaths to ensure learning is achieved where 

possible 

From April 2014 the Trust is implementing a formal process for reviewing all in 
hospital deaths.  By April 2015 the Trust aims to formally review 95.0% of all 
applicable in hospital deaths within 15 working days of the death occurring. 
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Goal 4: Building on capacity and capability 

How will we do it? 

As a Trust we require our patients to be cared for by staff who are properly inducted, 
trained and qualified, who have the required knowledge and skills to do the jobs the service 
needs, whilst working effectively in a team. This will ensure that we get back to basics in 
order to deliver quality and safe care by competent staff in a culture of respect for patients, 
visitors and each other. 

This will include; having the appropriate numbers of staff to deliver the service, ensuring 
that roles and responsibilities are clearly defined and ensuring that the Trust values and 
behaviours are upheld to deliver compassionate care. 

 

What are our priorities? 

 

 

How will we measure progress? 

The Trust will monitor the number of appraisals undertaken to ensure that all staff 
have appropriate objectives aligned to Trust objectives, values and behaviours. Skill 
mix of nursing will be monitored and reported to the Board on a 6 monthly basis. A 
record of training undertaken by all staff will be held and areas for improvement 
identified. The staff survey will be used as a measure to identify improvement. 

Targets for 2014/15 
 
Yet to be defined in consultation with HR. 

2014-15 
priorities. 

• Review HR processes to ensure that we 
recruit staff with the values that underpin 
compassionate care; 

• Review skill mix and team structures 
where required to ensure that we have 
the right people with the right skills at the 
right time; and 

• Identify and implement competency 
based training for non registered staff 



 
REF: 14/03/P-09 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 

 

BoD Mar 2014: 09_Mortality ratios  
 

SUBJECT: HOSPITAL STANDARDISED MORTALITY RATIO (HSMR) 
SUMMARY HOSPITAL MORTALITY INDICATOR (SHMI) 

DATE: MARCH 2014  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Dr Jugnu Mahajan, Medical Director 
SPONSORED BY: Dr Jugnu Mahajan, Medical Director 
PRESENTED BY: Dr P McAndrew, Associate Medical Director 
STRATEGIC CONTEXT 2-3 sentences 

Meets the requirement to provide high quality and safe services: Strategic Objective 1a. 

QUESTION(S) ADDRESSED IN THIS REPORT  
What is the latest position on the various mortality indices? 
What action is being taken to reduce mortality and avoidable deaths? 
SHMI (Routine) 
• BHNFT’s latest position 
• Latest 12 Months position 
• Latest six 12 Months positions 
HSMR (Routine) 
• BHNFT’s latest position 
• Rolling 12 Months 
• Actions taken to reduce HSMR, SHMI and avoidable deaths 
CONCLUSION AND RECOMMENDATION(S)  
Conclusion:  
1.1 The Trust‘s SHMI remains in the as expected range and its position has been reasonably 

consistent. 

1.2 HSMR for the Trust remains high, including the weekend HSMR which is higher than the 
weekdays.  Actions are being taken to improve the Trust’s HSMR and prevent avoidable 
deaths.  Actions are also being taken via the Consistency in Care Programme to reduce 
discrepancy in weekend deaths. 

1.3 Crude mortality rates have remained within the statistical control limits with an overall 
downward trend. 

 
Recommendation: 
The Board is kindly requested to note the Trust’s performance on Hospital Mortality and to note 
the progress against the action plan. 
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REFERENCE/CHECKLIST 

• Which business plan 
objective(s) does this report 
relate to? 

Strategic Objective 1a 

• Has this report considered the 
following stakeholders? 

   

  
Please state: 

  
 

• Has this report reviewed the 
Trust’s compliance with: 

 

 

 

 

• Is this report 
supported by a 
communications 
plan? 

 

 

 

• Has this report  
(in draft or during 
development) been 
reviewed by any 
Board or Executive 
committees within the 
Trust? 

 

 

 

 

 
• Where applicable, briefly 

identify risk issues (including 
any reputation) and cross 
reference to risk register and  
governance committees 

High mortality is a patient safety indicator and a risk to patient safety.  High 
mortality may adversely affect the Trusts’ reputation. 

• Where applicable, state 
resource requirements: 

Finance:  
Other:  

 
 

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 

 

The Board will also have regard to the Trust’s core vision statement:  
“Barnsley Hospital: Providing the best healthcare for all”  

 

Patients BCCG Other

Staff BMBC

Monitor

Regulators (eg Monitor / CQC)

Legal requirements (Acts, HSE, NHS Constitution etc)

Equality, Diversity & Human Rights

The Trust's sustainability strategy

Yes

Not applicable

To be developed

CGC

NCGRC

Audit Committee

Finance Commitee

ET

Governors 
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SHMI Period SHMI 95% lower limit 
*  (trimmed for  
over dispersion 

limits)

95% Upper limit 
(trimmed for  

over dispersion 
limits)

Banding Description 
for the 95% trimmed 
for over-dispersion 

limits

National 
Position  

1 highest
(of 141)

April 2011 - March 2012 108.1 89 113 As expected 24
July 2011 June 2012 107.6 89 113 As expected 30
Oct 2011 - Sept 2012 106.0 89 113 As expected 38
Jan 2012 - Dec 2012 105.6 89 112 As expected 41
April 2012 - March 2013 103.6 89 113 As expected 58
July 2012 - June 2013 106.9 89 113 As expected 34

Subject: Hospital Standardised Mortality Ratio and Summary 
Hospital Mortality Indicator Ref: 14/03/P-09 

 
1 STRATEGIC CONTEXT 

1.1 Strategic Objective 1a: Provide high quality and safe services. 
 
2 INTRODUCTION  

2.1 Latest Summary Hospital Mortality Indicator values (SHMI) for April 2012 – March 2013 
as published by the NHS Information Centre. 

2.2 The current Hospital Standardised Mortality Ratio (HSMR) position including the latest 
month’s data for October 2013 (12 months rolling figure).  

2.3 Hospital’s Crude Mortality Rate including the latest month’s data for January 2014 

2.4 A summary of the action plan to date 

3 SUMMARY HOSPITAL MORTALITY INDICATOR 

3.1 Latest 12 Month Value (released Jan 2014) July 2012 – June 2013 

3.2 The Trust’s SHMI position for July 2012 to June 2013 is 107 (89 – 113).  This puts us 
in band two ‘as expected’ group. 

 

 

 

 

 

3.3 Our SHMI has consistently been above 100, whilst remaining in the ‘as expected’ band 

 

 
 
 
 
 
 

3.3.1 The Trust’s position in relation to other Trusts has also been reasonably 
consistent. 
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4 HOSPITAL STANDARDISED MORTALITY RATIO 
 

4.1 Latest Rolling 12 Months November 2012 – October 2013, Yorkshire and Humber Non 
Specialist Trusts. 

 
Trust Name HSMR Number 

of 
Discharges 

Expected 
number 

of 
deaths 

Number 
of 

deaths 

HSMR 
95% 

Lower 
CI 

HSMR 
95% 

Upper 
CI 

Mortality 
Rate 

Barnsley  NHS FT 111.8 20627 876 979 104.9 119.0 4.75% 
Doncaster & Bass  NHS 
FT 108.1 36194 1593 1722 103.0 113.3 4.76% 
Calder & Hudds NHS 107.2 36621 1336.9 1433 101.7 112.9 3.91% 
Rotherham NHS FT 102.8 19772 918 944 96.4 109.6 4.77% 
North Lincs & Goole  
NHS 102.4 36863 1364.9 1398 97.1 107.9 3.79% 
Harrogate & Dis NHS FT 101.3 15731 551.6 559 93.1 110.1 3.55% 
Sheffield Teaching 99.2 81413 2397.1 2379 95.3 103.3 2.92% 
Bradford Teach NHS FT 98.5 35800 1125.4 1108 92.7 104.4 3.09% 
York Teaching  NHS FT 98.4 46725 1863.6 1834 94.0 103.0 3.93% 
Leeds Teaching 96.2 58570 2505.5 2410 92.4 100.1 4.11% 
Mid Yorks  NHS Trust 93.3 47544 1875.1 1749 89.0 97.8 3.68% 
Hull & East Yorks  NHS 89.4 56196 2263 2022 85.5 93.3 3.60% 
Airedale NHS FT 81.4 18404 747.9 609 75.1 88.2 3.31% 

 
4.2 This table shows the latest rolling 12 Months HSMR.  This is a stable indicator of long 

term trends 

 
4.2.1 The 12 Month rolling HSMR up to the month of October is 111.8.  This remains 

the highest in the region. Analysis of crude mortality rates suggests after next 
month it should start falling again. 

 
4.2.2 The initiatives taken so far to reduce HSMR and avoidable deaths are outlined 

in appendix 1 
 

4.2.3 The trajectories for reduction in mortality are shown in appendix 2 
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5 CRUDE MORTALITY RATES FOR BARNSLEY HOSPITAL NHSFT 
 

5.1 Crude Mortality Rates 
 

Financial Year No. of Deaths No. of 
Discharges* 

Crude Mortality Rate 
per 1000 Discharges* 

2007/08 1052 37651 27.9 
2008/09 1062 40028 26.5 
2009/10 1072 42583 25.2 
2010/11 1051 40914 25.7 
2011/12 1012 42023 24.1 
2012/13 1034 42588 24.3 
2013/14 YTD inc Jan 2014 854 35385 24.1 
* excludes Day cases unless a death     

 
5.2 Statistical Process Control (SPC) Chart, Crude Mortality Rate, BHNFT 

 

 
 

5.3 The table and the SPC chart, above shows the trends in Crude Mortality in the Trust.  
As already reported there was a peak in mortality in December 2013 and April 2013.  
However, since May 2013 the Crude Mortality rates are below the mean average. 

6 ACTION PLAN TO REDUCE AVOIDABLE DEATHS IN THE TRUST 

6.1 Actions taken to Reduce Avoidable Deaths in the Trust are outlined in Appendix 1.  
This time line is updated regularly at the Mortality Steering Group. 

6.2 Appendix 1 shows the time line of actions taken in the previous 12 Months.  The main 
areas of focus have been 

6.2.1 Early adoption of Medical Examiner System established by Dr McAndrew, 
Associate Medical Director. 

6.2.2 Review of Fluid and Electrolyte Codes deaths as requested by Care Quality 
Commission (CQC). 

6.2.3 Acute Cerebrovascular Disease (Stroke) audit completed and action plan 
drawn and will be completed by the Clinical Teams and monitored through 
Quality Safety Effectiveness and Improvement Board. 
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6.2.4 National Early Warning Scores (NEWS) pilot completed.  Roll out in January 
2014  completed. 

6.2.5 Sepsis Bundles launched  - audit of compliance  completed. Results are being 
analysed. 

6.2.6 Consultant cover on Acute Medical Unit (AMU), 12 hours 7 days a week 
started in August 2013. 

6.2.7 Pneumonia Bundles – task and finish group set up and implementation being 
introduced. 

6.2.8 Clinical mortality review process is being refined by Gill Feerick, Head of 
Quality and Improvement, Julian Newell, Corporate Matron, Dr Phil McAndrew, 
Associate Medical Director and will improve clinicians’ (Medical and Nursing) 
engagement and lessons learnt will be disseminated in the organisation. 

6.2.9 Deep dive into Mortality by AQuA Pre-visit information is being collected.  Visit 
on 18th and 19th March 2014. 

6.2.10 External independent case note review of Deaths in April.  To provide more 
insight into reasons behind the peak of deaths in April the Medical Director has 
commissioned an External Independent Review of deaths in April. 

7 PERFORMANCE MONITORING HSMR AND SHMI REDUCTION PLAN FOR CALENDAR 
YEAR 2014 

7.1 Appendix 2 (Performance Monitoring HSMR and SHMI Reduction Plan for Calendar 
Year 2014) shows mortality indicator reduction targets and their ongoing 
performance.  This appendix also includes the performance monitoring of work-
streams which contribute to these reductions.  This is a working document and 
actions will be added as more areas for improvement are identified.  These high level 
actions will be incorporated in the action log which is reviewed and updated at the 
Mortality Steering Group. 

 

 
Appendices: 

• Appendix 1 – Time Line of actions completed   

• Appendix 2 – Performance Monitoring HSMR and SHMI Reduction Plan for Calendar Year 

 
 



2013/14 Quarters 1 & 2

Information/Data Intervention and Actions

Apr-13

May-13

Jun-13

Jul-13

Aug-13

Sep-13

July 2013: Report Highlighting our high weekday v 
weekend HSMR difference, John Taylor 

April 2013: SHMI Release & Report  Oct 11 - Sept 12 

August 2013: CHKS delivered  Mortality Report to the 
Mortality Steering Group,  

June 2013: Fluid & Electrolyt CCS alert,
Acute cerebrovascular deaths also high:  

Sept 2013:  Statistically high HSMR for April 2013, 
CCS groups highlighted, review commenced 

Mortality Group Timeline 

Fluid & Electrolyte review completed by Phil McAndrew 

Acute cerebrovasular disease audit to be completed end 
Nov 2013 

John Taylor

Principal Information Analyst 

Management Information Services

Barnsley Hospital NHS Foundation Trust

(01226 433951

Early Warning Scores  ED/AMU pilot successful 
Triggering pathways agreed 

Medical Examiner process to be researched by Phil 
McAndrew 

Jane Masterson to represent Mortality Steering 
Group at  BHNFT'S Palliative Care meeting. Jane to 
visit Rotherham NHSFT Coding Team 

July 2013: SHMI Release & Report  Jan 12 - Dec 12 

August 2013: Final HSMR for 2012/13 released 

John Taylor

Principal Information Analyst 

Management Information Services

Barnsley Hospital NHS Foundation Trust

(01226 433951

Surgeons Mortality figures published on 
Everyone Counts 2 

Ref Medical Examiner ,Phil McAndrew met with 
Coroner and staff at Sheffield TH. 

Keogh Review s published, BHNFT Action plan to be 
produced in Nov 2013 

Weekday v Weekend issue: Increase Consultant Cover: 
12 Hours 7 Days a Week 



2013/14 Quarters 3 & 4

Information/Data Intervention and Actions

Oct-13

Nov-13

Dec-13

Jan-14

Feb-14

Mar-14

Oct 2013: Sepsis Bundles implemented Early 
Warning Scores  pilot successful Development of 
Pneumonia Bundles 

Oct 2013: 'Clinical Coding Review Report' Jason Bradley 
produced for  the Non Clinical Governance & Risk 
Committee 

John Taylor

Principal Information Analyst 

Management Information Services

Barnsley Hospital NHS Foundation Trust

(01226 433951

Oct 2013: Pneumonia Bundles package obtained from 
NW London. Phil McAndrew to review and implement 
at BHNFT by the end Dec 2013 

Clinical Mortality Review Process to be developed by 
Phil McAndrew. To improve clinical engagement to
start in Nov 2013 

Oct 2013: SHMI Release & Report  Apr12 - Mar13 

Mortality Group Timeline John Taylor

Principal Information Analyst 

Management Information Services

Barnsley Hospital NHS Foundation Trust

(01226 433951

Oct 2013: Report on HSMR deaths from Nursing  Or 
Care Homes 01/01/2013 - 30/06/2013. 

Nov 2013: Nursing Home report sent to Dr Ghani  NHSB 
CCG 

Nov 2013: SHMI & HSMR Targets agreed for Calendar 
year 2014 within Mortality group. Monitoring process 
to be developed during Dec 13 

Nov 2013: Sepsis  Bundles  - Compliance  audit 
completed.  Clinical  Audit to be set up. 

Nov 2013 Acute cerebrovascular audit completed 

Nov 2013: SHMI & HSMR Targets agreed for Calendar 
year 2014 within Mortality group. Monitoring process 
to be developed during Dec 13 

Pneumonia Bundles - Moving to schedule,  Phil 
McAndrew presenting bundle to clinicians and asking for 
potential champions 

Fluid and Electrolyte Alert: Report finalised and sent to 
CQC 19th December. 

Sepsis  Bundles  - Clinical  audit commenced, results 
expected in Jan 2014. 

Dr Mahajan agreeing timescale with AQuA for 
completion of detailed review of Mortality Data 

Clinical Mortality review process  being refined to futher 
increase consultant engagement. 

Stroke Audit complete. Action plan being developed. 
3 Respiratory CCS groups have high HSMRs for 13/14 
FYTD.  Pneumonia, Respiratory failure, Acute 
Bronchitis. (lower CI 95% >100) Acute Bronchitis: Case note review started 

Septicaemia Bundle compliance audit 
commenced: results expected in February 

Fluid & Electrolyte: Corporate Matron to take actions 
forward inc correct completion of Fluid Balance 
Charts 

CUSUM alert system set up with HED for overall HSMR 
& for the 56 CCS diagnosis groups.  
Acute Renal Failure deaths at level 3, case note review 

Dr Foster's commence quarterly release of  four 12 
month HSMR indicators. BHNFT is a outlier in two of 
these, 

External Review of HSMR deaths in April to 
begin: Dr Alan Fletcher 

Mortality audit: working documents drafted for short 
and more detailed mortality reviews. An algorithm of 
how the system will work has been produced. Sign off 
with Gill Feerick required, system should go live and 
be launched on 7 March 2014

Septicaemia Bundle compliance audit completed 

Early Warning Score now deployed in all relevant areas 

Pneumonia Bundles: Respiratory Nurse are finalising the 
care pathway documents. Once completed, 
implementation will commence in March 2014.
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HSMR Reduction Target: Barnsley Hospital NHS Foundation Trust

Set December 2013

Owner Dr J Mahajan, Medical Director

Sepsis Bundles Pneumonia Bundles 

Reduce  Patient Safety 
Incidents  
(Severe & Moderate Harm) 

Reduce Inpatient Deaths 
End of Life Care 
Amber Care Bundles 

Mortality Reporting 
Streamline Process 

Increase Clinician Involvement 

Reduce  Serious Incidents 
and Never Events 

NEWS & Escalation 

-A target HSMR of 105.0 for the calendar year 2014 period 
 
-Reduction from 2012/13 HSMR (110.3) 

HSMR data is  released monthly 
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HSMR: Barnsley NHSFT Rolling 12 Month Target  

Target Trajectory National HSMR Rolling 12 Month 



SHMI Reduction Target: Barnsley Hospital NHS Foundation Trust

Set December 2013

Owner Dr J Mahajan, Medical Director

Sepsis Bundles Pneumonia Bundles 

Reduce  Patient Safety 
Incidents  
(Severe & Moderate Harm) 

Reduce Inpatient Deaths 
End of Life Care 
Amber Care Bundles 

Mortality Reporting 
Streamline Process 

Increase Clinician Involvement 

Reduce  Serious Incidents 
and Never Events 

News & Escalation 

-A target SHMI of 102.0 for the calendar year 2014 period 
 
-Reduction from 2012/13 SHMI (103.6) 

SHMI is a 12 Month value released quarterly 
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Incident Reduction - HSMR Reduction - Performance Lead: Trustwide

Start Date: Oct 2013
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Incident Reduction - HSMR/SHMI Reduction - Performance

National Framework for Reporting and Learning from Serious Incidents Requiring Investigation, 
March 2010, NHS National Patient Safety Agency (Extracts) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Septicemia  HSMR Reduction - Performance Lead: Dr P McAndrew

Start Date: Oct 2013
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Target Trajectory National 

Septicemia Compliance Chart1 
To be determined after clinical audit in Jan 2014 



Septicemia  HSMR/SHMI Reduction - Update

 
Action Description 
 
A Sepsis bundles is a recommended pathway to be followed following a suspected septicemia 
diagnosis. 
 
 
 
Chart Description 
 
Chart 1 shows the actual number of deaths in Barnsley Hospital NHSFT's Septicemia HSMR 
Diagnosis Group, alongside the expected number of deaths. 
 
Chart 2 shows the HSMR for Barnsley Hospital NHSFT's Septicemia HSMR Diagnosis Group. This is 
a ratio of the values in Chart1: (Actual/Expected) * 100 
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SUBJECT: EMERGENCY CARE 4 HOUR PATHWAY ACTION PLAN 

DATE: MARCH 2014  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Nicki Doherty, Deputy Chief Operating Officer 
SPONSORED BY: David Peverelle, Chief Operating Officer 
PRESENTED BY: David Peverelle, Chief Operating Officer 
STRATEGIC CONTEXT 2-3 sentences 

The Urgent Care Programme forms a key strategic objective for the Trust to improve and 
sustain the urgent care pathway, measured by the 4 hour target. 

QUESTION(S) ADDRESSED IN THIS REPORT  

What progress is being made against the action plans? 
Are the actions having the required impact and what mitigations are in place? 

CONCLUSION AND RECOMMENDATION(S)  

The Board of Directors is requested to receive and consider the contents of the action plan, 
noting the actions and progress to date. 
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REFERENCE/CHECKLIST 

• Which business plan 
objective(s) does this report 
relate to? 

1a Ensuring the delivery of high quality and safe services 

• Has this report considered the 
following stakeholders? 

Patients
 

BCCG
 

Other
 

Staff
 

BMBC
 

Please state: 

Governors
 

Monitor
 

 

• Has this report reviewed the 
Trust’s compliance with: 

Regulators (eg Monitor / CQC)
 

Legal requirements (Acts, HSE, NHS Constitution etc)
 

Equality, Diversity & Human Rights
 

The Trust's sustainability strategy
 

• Is this report 
supported by a 
communications 
plan? 

Yes
 

Not applicable
 

To be developed
 

• Has this report  
(in draft or during 
development) been 
reviewed by any 
Board or Executive 
committees within the 
Trust? 

CGC
 

NCGRC
 

Audit Committee
 

Finance Commitee
 

ET
 

• Where applicable, briefly 
identify risk issues (including 
any reputation) and cross 
reference to risk register and  
governance committees 

The key risks relate to the quality of care experienced by patients 
(measured by the 4 hour access target), compliance against the Monitor 
regulation framework, and a possible financial penalty associated with the 
local contract with BCCG for failure to achieve the 4 hour target for the year 
(estimated to be 2% of contract line - £133k) 

• Where applicable, state 
resource requirements: 

Finance:  
Other:  

 
 

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 

 

The Board will also have regard to the Trust’s core vision statement:  
“Barnsley Hospital: Providing the best healthcare for all”  
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Subject: EMERGENCY CARE 4 HOUR PATHWAY ACTION 
PLAN Ref: 14/03/P-10 

 
1. STRATEGIC CONTEXT  

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

 
2. INTRODUCTION  

2.1 As indicated on the Emergency Department Clinical Indicator Dashboard (Appendix 
1) performance against the 4-hour target in the Emergency Department throughout 
January and February saw variable performance against the four hour target.  This 
summarised below 

• Week commencing 30th January 96.29% 

• Week commencing 3rd February 96.26% 

• Week commencing 10th February 92.39% 

• Week commencing 17th February 93.56% 

2.2 On analysis, this is related to the number of emergency admissions coming through 
the emergency department, but also the reduction in the number of direct discharges 
from the AMU.  See Appendix 4. 

3. ACTIONS 

3.1 The Clinical Decision Unit continues to see around 10 patients a day and is being 
monitored in the Daily Sitrep report. The Emergency Pathway Therapy team (Now 
call the Urgent Care Therapy Team) is seeing an increasing number of patients.  The 
Therapy team has been in place the beginning of February and fully operational 8-8, 
seven days a week. Early reports from clinicians are  very positive. 

3.2 An evaluation of the ED Patient Support assistants and Patient Flow Assistants has 
been undertaken: 

3.2.1 The ED Patient Support Assistants are fully supported by the wider team in 
their role of supporting the patients and freeing up clinical staff.  
Action: refresh the business case for 2014/15 funding from the CCG. 

3.2.2 The ED Patient Flow Assistants were not supported by the team in the current 
form and, while they will be continued until the end of the financial year, will 
need further review for the next steps. 

3.3 ED GP activity remains significantly higher than last year; however, the increase has 
plateaued at around 130-150 per week (around 70-90 for the same time last year).  
The Emergency Department is in dialogue with Care UK as to how this can be 
improved further and the CCG is leading on review for next year, which it is agreed 
will be commissioned via BHNFT.  
Action: Develop a model/proposal for the primary care work stream 
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3.4 The Full Capacity Protocol has been used a number of times now and is perceived to 
work well.  An evaluation is now needed. 

3.5 Enhanced weekend (7 day) working is in place including additional Consultant 
medical staff supporting AMU and the general medical wards, social workers 
assessing patients for care packages and discharge, extended pharmacy services – 
all are interim arrangements funded non recurrently, and their effectiveness is to be 
evaluated, but early indications are that weekend discharge rates have increased, 
reducing the operational pressure in the hospital at the start of the week. 

3.6 The Local Health Community (LHC) Dashboard has been handed over to the CCG 
Commissioning Support Unit to manage; weekly updates are going to the Urgent 
Care Operational Group with a monthly version going to the CCG Urgent Care 
Working Group. 

3.7 The CCG has had an initial meeting re: the future of the Virtual Ward for 2014/15.  
This conversation is in its early stages and funding requested from the CCG for 
continuation of the existing arrangements until a formal plan has been devised. No 
further updates at this stage. 

3.8 There was another Ambulatory Emergency Care (AEC) Network award where the 
service was commended for the flow map and plans for ambulatory pathways within 
the Trust.  A review meeting is being planned for the end of April to be used to update 
the AEC team, but also potentially as a launch event for wider stakeholders to inform 
the medium to long term plans for ambulatory pathways, particularly in the Acute 
Medical Unit chaired area. 

3.9 A teleconference has been held with Plymouth Trust regarding ED Medical staffing 
levels (an agreed establishment of 10 Consultants – but 9 in post) as part of ECIST 
support. This identified that current staffing levels would struggle to support delivery in 
ED 12/7, and in particular relating to resuscitation staffing ratios, which impacts on the 
general ED when the resuscitation beds are full.  
Action: A meeting has been held between the Chief Operating Officer, Medical 
Director and the ED Consultants. Active recruitment of two locum consultants is being 
undertaken, an outline rota prepared in the event of 10 Consultants being in place, 
and also consideration is being given to alternative staffing models to enhance gaps 
in medical staffing. 

3.10 The Interim Urgent Care Lead has left the organisation. The Governance and 
programme support arrangements for the Urgent Care programme and EPAP 
projects have been reviewed.  In a number of cases, this means projects being 
devolved to “business as usual” whereas other projects will need on-going support.  
An overview on progress and impact will need to be maintained.  
Risk: With current pressures and immaturity of the “business as usual” team, 
maintaining pace on all aspects of this programme will remain challenging 

3.11 Areas that need attention 

3.12 Recruitment is on-going but remains problematic for the key EPAP business cases 
and resources allocated for winter pressures. The scale of the recruitment 
programme is causing bottlenecks at various stages.  This is exacerbated by staff 
turnover in the AMU as well as a high maternity leave factor.  Key areas impacted: 
3.12.1 AMU Chaired Area, 
3.12.2 Frail Elderly Project, 
3.12.3 Ward Patient Practitioners (CCG Funded Discharge Team), 
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3.12.4 Winter Monies (to provide additional staff to support ward services e.g. 
phlebotomists, pharmacists, portering etc. 

4. NEXT STEPS 

4.1 Full implementation Frail Elderly Team Project and AMU Chaired Area, 

4.2 Progressing the recruitment of additional staff funded by Winter Monies programme, 

4.3 Initiating monitoring the impact of the core projects in place. 

5. COMMUNICATION, ENGAGEMENT AND GOVERNANCE 

5.1 The BHNFT Emergency Pathway Action Plan (Appendix 3) continues to be closely 
monitored weekly by the Chief Executive Officer, Chief Operating Officer, Director of 
Nursing and Quality and Medical Director to ensure progress is on track, with 
immediate action to address slippage against agreed timescales. Progress is also 
monitored through the Urgent Care Transformation Programme Board reporting to the 
Executive Team and Board of Directors on a monthly basis. 

6. ANALYSIS AND PERFORMANCE MONITORING 

6.1 A Local Health Community Dashboard has been developed and used at the Urgent 
Care Working Group and Urgent Care Operational Group.  Feedback has been 
received so some minor changes are being implemented.  Discussions are on-going 
re: GP Activity data. 

7. CURRENT PERFORMANCE 

7.1 The performance for January was 93.63% with 6,357 patients attending the 
Emergency Department. This is below the 95% threshold and below the required 
trajectory. 

7.2 The February performance has now exceeded the number of breaches where month 
end achievement of the 4 hour target is possible. As at 24th February there have been 
5195 attendances with performance at 93.9%. 

7.3 At the time of writing, the waiting time performance for Q4 is 93.75%.   

8. COMPLETED ACTIONS AND NEXT STEPS 

8.1 The Action Plan will continue to be closely monitored with a focus on assurance and 
progress to ensure that actions are being taken and that the impact is being felt. 

8.2 The key focus for March is to expand the operational hours of the AMU Chaired area 
and implement ambulatory pathways through this area.  It is also a priority to 
implement the Frail Elderly team 

9. CONCLUSION  

9.1 While progress has been made with both the Urgent Care Programme and the 
Emergency Pathway Action Plan, disappointingly performance against the four hour 
waiting time target has been poor throughout December, January and February. 
Staffing recruitment to support the full range of programmes remains a continuing 
problem. 
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9.2 Core to this are elevated emergency admissions from ED above the 50 patients per 
day threshold – assessed to be the “tipping point” at which the Trust can operate 
optimally; reduced direct discharges from the AMU and delays with the AMU Chaired 
area and the Frail Elderly team; and continuing staffing pressures due under r 
recruitment and staff turnover. 

9.3 The respective teams are trying to recruit to their teams and alternatives have been 
discussed for the AMU Chaired Area including bank, agency block bookings, utilising 
community staff and closing beds.  None of these has worked or was deemed viable. 
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Appendix One: Waiting time Trajectory as of the 23rd February 2014 
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Total Attendances 1,527 1,564 1,430 1,489 1,377 1,430 1,411 1,482 1,551 1,484 
Total Time in ED - 4 hours or less 89.9% 93.9% 96.8% 88.4% 93.6% 93.9% 93.5% 96.3% 96.3% 92.7%
Total Time in ED - 95th Percentile 354 264 238 362 282 274 279 238 239 291
ED - Unplanned Re-attendance Rate 2.29% 1.73% 2.59% 2.28% 2.54% 1.39% 2.27% 1.82% 2.38.% 2.56%
ED - Left Without Being Seen 1.96% 2.81% 2.52% 1.81% 1.82% 1.05% 0.92% 1.95% 1.67% 2.02%
ED - Admitted Patients- 95th Percentile 509 354 321 465 350 354 371 281 314 426
ED - Admitted Patients- Median 234 219 212 229 211 219 216 193 210 216
ED - Admitted Patients - Single Longest Wait 708 713 734 677 595 555 560 536 632 603
ED - Non Admitted Patients- 95th Percentile 237 238 232 237 234 235 235 231 233 238
ED - Non Admitted Patients- Median 128 143 133 124 116 116 216 102 116 127
ED - Non Admitted Patients - Single Longest Wait 536 642 446 473 490 513 447 485 476 368
ED - Time to treatment Decision - 95th Percentile 169 181 179 175 194 165 183 175 165 178
ED - Time to treatment Decision - Median Wait 74 77 71 64 47 58 56 41 53 64
ED - Time to treatment Decision - Single Longest Wait 236 289 294 309 355 237 288 374 237 254
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Appendix Two: Waiting time Trajectory as of the 28th January 2014 
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Appendix three: Urgent Care and EPAP  

 
 
 
 
 
 
 

Milestone Current Milestone date
Executive 

Lead Lead
Project Manager/ 

contact Status
Recurrent/ 2014-

15 funding 
required

Key Risks Key Benefit Ongoing Governance arrangements

Teleconference
Service review meeting:
2014/15 Proposal:

December 2013
Jan 2014
31st March 2014

Nicki Doherty

Options to be 
explored, 

including site 
visits

No Proposal to be developed
Business as Usual: Util isation and operational 
changes 2013/14 managed by CSU.  2014/15 
Development overseen by DCOO (ND).

Partial expansion
full  expansion 

Partial: 9th December 2013
Full: 6th January 2014 Louise Sharp

Delayed due to 
operational 
recruitment

£110,000 Recruitment ongoing.

Il lustrated and documented 
pathways, including CSU level 
plans.

22nd January 2014
CSU Service Manager 

(Nicki Doherty interim) No

Milestone Current Milestone date Executive 
Lead

Lead Project Manager/ 
Owner

Status Key Risks Benefit Ongoing Governance arrangements

Emergency 
Pathway 
Therapy 
Support

Partial Implementation
Full  service

Partial: 9th December 2013,
Full: 6th January 2013

Helen Dixon/
Phil l ipa 
Moreno

Phillpa Moreno £232,000
Assumption: Reduced Emergency 
Admissions and Readmissions for 
frail  elderly patients.

Business as usual: Fortnightly project meetings until  
March 31st; essentially managed within the CSU.  
Monitoring of key metric incorporated into the CSU 
performance review.

ED Patient 
Flow 

Assistants
Implementation

Partial: 9th December 2013
Full: 6th January 2013 Dyfrig Hughes Debbie Firth £105,000

Help to maintain focus on waiting 
time performance and ED quality 
indicators.

ED Patient 
Support 

Assistants
Implementation

Partial: 9th December 2013
Full: 6th January 2013 Dyfrig Hughes Debbie Firth £150,000 Improved patient care and experience.

Milestone Current Milestone date Executive 
Lead

Lead Project Manager/ 
Owner

Status Benefit Ongoing Governance arrangements

Virtual Ward
Business case for community 
solution.  Query Community or 
Community AND Trust solution.

David 
Peverelle David Ramsay

Jamil Muhammed/ 
Denise Tate £260,000

Funding required if key 
elements not required by 
community solution.

Reduced emergency readmissions, 
improved patient experience.

Business as usual: managed by the CSU in 
conjunction with SWYPHT.

Milestone Current Milestone date Executive 
Lead

Lead Project Manager/ 
Owner

Status Benefit Ongoing Governance arrangements

Partial implementation
Full  implementation

Feb: 2014
March: 2014

Karen Sharpe

Appointment: 3rd round Q4 2013/14 Lee Tarren

Implementation 3rd March 2014 Denise Tate Slow recruitment
For COPD: reduced Emergency 
Admissions and Readmissions.

Implementation Live Andrea Darius Resource for community 
l ink.

For COPD: reduced ED attendances, 
Emergency admissions/readmissions

Pilot Ongoing; pending evaluation Denise Tate Resource for evaluation
For COPD: reduced emergency bed 
days; supports Ambulatory Pathways.

Business as Usual: Ongoing monitoring and 
Evaluation at 3 months, 6 months and 12 months.  
Managed as Business as usual via the CSU.

Project Managed within CSU: Managed by the AMAC 
Project Group; overseen by the CSU Management 
team and monitored by the weekly Emergency 
Pathway Exec meeting.  Link with other CSUs.

Business as Usual: monitored and managed by the 
CSU.  Business Case cover needed to update on 
progress and plan for next year.

Business as Usual: recruitment and procedures 
managed by CSU; overseen and supported by DCOO.

Clinical Pathways

Expansion of the Virtual Ward to 
case manage patients at a high risk 
of readmission or failed discharge

David 
Peverelle

For Frail Elderly: direct admissions 
from ED, reduced Emergency 
admissions and readmissions.

Business as Usual: In-reach up and running; monitor 
and close.  ARAS: being led by community. 
Respiratory hub: developed by CSU.  Benefits 
monitored within Performance Framework.

COPD

Respiratory Hub

David 
Peverelle

Jamil 
Muhammed

ARAS (Acute Respiratory Assessment 
Service - Community led)

In-reach

Improved pull  from the ED, reduced IP 
Admissions.  Deflection of GP 
Emergency Admissions.  Reduced 
Emergency Admissions.AEC Network

Maintaing staffing levels.

Improved pull  of patients the  ED, 
reduced IP admissions.

Development of a 10 bedded CDU

Primary Care work stream

Dyfrig Hughes

No

AMU Chaired Area
David 

Peverelle Subhash Rana

No

£368,000

CSU Service Manager 
(Nicki Doherty interim)

Urgent Care Programme

Transforming Urgent Care

Transforming 
Urgent

Care: Phase 1

Expansion of the Resus unit

David 
Peverelle

Transforming 
Urgent Care: 

Phase 2

Frail  Elderly Specialty Doctors

Emergency Pathways

Development of a Physio and OT team     

A&C Team to focus on Patient Flow 
within ED.

House Keeper/ED assistant to provide   

Clinical Pathways

Frail  Elderly

Elderly Care Nurse Specialists
David 

Peverelle Susie Orme
Delayed due 

to recruitment

Slow recruitment; backfil l  is 
required to free up the key 
nursing team.  On 3rd round 
of Medical recruitment, 
looking at alternatives.

Monitoring: Ongoing
Evaluation: March 2014

Monitoring
Evaluation
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Milestone Current Milestone date Executive 
Lead

Lead Project Manager/ 
Owner

Status Key Risks Benefit Ongoing Governance arrangements

Ward Patient 
Practitioners

Implementation Pending recruitment Heather 
McNair

Andrew 
Mooraby

Andrew Mooraby Recruitment £700,000 Abilty to recruit to a full  
compliment.

Morning discharges, util ising 
EDD/PDD

Business as Usual: Overseen by ADN; reported 

Discharge 
Unit

Go live
Evaluation

August 2013
31st January 2014

Heather 
McNair

Andrew 
Mooraby

Andrew Mooraby No Free up IP beds earlier in the day; 
improves Pt flow.

Business as Usual: Project Closed; overseen by ADN.

Milestone Current Milestone date Executive 
Lead

Lead Project Manager/ 
Owner

Status Key Risks Benefit Ongoing Governance arrangements

START
Pilot
Evaluation Complete

David 
Peverelle Dyfrig Hughes Nicki Doherty No

Resource time,
departmental engagement

Improved waiting times in ED; 
Improved performance against ED 
Quality Indicators.

Business as Usual: Monitored via CSU Performance 
Framework.

ED Front 
Entrance

Installation Jan-14 David 
Peverelle

Dyfrig Hughes Liz Baxter Posters in ED. 
Kiosks ordered

Resource to drive 
implementation

Improve signposting for patient may 
decrease attendances.

Business as usual: Closed by end of Jan.

12 hour shift patterns 9th September 2013 Debbie Firth No
Improved staffing patterns matched to 
demand. Business as usual: Closed

Teleconferenece with Plymouth 
Jan '14

Nicki Doherty No Business as Usual: managed by CD, supported by 
DCOO

Implementation
Evaluation

2/9/2013
31/01/2014

Jugnu 
Mahajan

Dyfrig Hughes Dyfrig Hughes/
Subhash Rana

£450,000 Improved weekend discharges, 
reduced LOS, Improved Flow

Business as usual: managed by CSU Management 
team and monitored within Performance 
Framework.  Overseen by Cojnsistency in Care.

Respiratory Aug-13
Cardiology 28/02/2014
Care of the Elderly 28/02/2014
Therapies 03/02/2014
Endocrinology Live
Internal Professional 
Standards

Internal Professional Standards: 
30th November 2013

Dyfrig Hughes 

Agree model Agreed model Exec.

Milestone Current Milestone date Executive 
Lead

Lead Project Manager/ 
Owner

Status Key Risks Benefit Ongoing Governance arrangements

Sign off Nov-13 Dyfrig Hughes Dyfrig Hughes Key action to manage patient flow 
when performance is l ikely to drop.

Business as usual: overseen by COO and DCOO

14th October 2013 Stewart Yates David Houghton Business as Usual: Managed by CSU.

Proposal 28/02/2014 Susie Orme/ 
Jackie Howarth

Nicki Doherty Delays in Frail  
Elderly

Reduced LOS/Emergency Bed days for 
cohort of patients

Business as Usual: Managed by CSU.

Mass patient plans Refresh of existing plans 6th December 2013 Mike Lees
Actions Cards Action Cards: Pending

SOP: 14/11/2013

Tactical response (BHNFT) Assurance report Assurance Report: 19/9/2013
Update: 28/11/2013

John 
Cartwright

Locality operational forum 02/12/2013 Elaine Jeffers

CCG Assurance report 30/09/2013
Overview Ongoing monitoring

Winter Escalation Area NHS England Assurance report 6th January 2014 Andy Mooraby Recruitment

Business as Usual: managed by the CSU and 
monitored by Performance Framework.

Business as usual: overseen by COO and DCOO

Business as Usual: managed within CSU, Overseen by 
MD.

24/7 Diagnostic Support

No

Clinical Directors Clinical Resources, 
management support

Local Operational plans Nicki Doherty

Ways of working

Full  Capacity Protocol development 
and sign off

Clear, succinct, documentation of 
actions to take during either a mass 
casualty plan or, more l ikely, bed 
pressures will  enable a better 
response and a shorter recovery time 
for the trust and CCG.

Management support Abil ity to monitor CSU Performance 
against agree standards.

No
Patient flow 

models

Emergency Pathway Action Plan

Patient Pathways

David 
Peverelle

Dyfrig Hughes
Medical 

Practitioner team to support wards 
rounds and patient flow.

Emergency Flow

Evaluation of START pilot.

Electronic signage and patient 
information

Nursing; pilot of 12 hour shifts

Staffing Model

Development of a discharge unit; 
opened Aug. 2013.

AMU 12/7 Consultant Cover

Speciality In-reach David 
Peverelle

Debbie Horne

Tactical Response (CCG)
CCG

Long Stay Protocol

W
in

te
r P

la
n

David Peverelle

Jugnu 
Mahajan

Jugnu Mahajan

Reduced LOS/bed days, Reduced IP 
Emergency Admissions, reduced 
Readmissions.  Also support 
ambulatory pathways.

Management resourceWays of 
working

David 
Peverelle

Short Stay
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Appendix four: AMU Direct Discharges and Frail Elderly patients 
 

 

w/c 4 hour %

ED 
Age 
75+

ED 
Age 
85+

All NEL 
Admissions 

(total)

All NEL 
Admissions 

(avg/day)

All NEL 
Admissions 
(maximum)

AMU 
Admissions 

(total)

AMU 
Admissions 

(avg/day)

AMU 
Admissions 
(maximum)

AMU Direct 
Discharges 

%

All 15 
day+ LOS 
Patients 
(avg/day)

All 15 day+ 
LOS 

Patients 
(maximum)

26/11/2012 94.62% 196 69 528 75 96 276 39 46 46.38% 70 77
03/12/2012 87.98% 213 82 527 75 83 243 35 40 48.15% 77 81
10/12/2012 90.80% 237 82 526 75 99 263 38 53 45.63% 75 81
17/12/2012 93.46% 217 95 530 76 85 283 40 48 34.63% 62 71
24/12/2012 90.55% 194 82 504 72 101 290 41 51 41.03% 61 70
31/12/2012 91.76% 204 75 575 82 99 319 46 59 36.68% 74 81
07/01/2013 92.34% 208 79 521 74 90 271 39 48 43.54% 83 90
14/01/2013 96.25% 172 66 511 73 86 265 38 43 37.74% 81 87
21/01/2013 93.79% 210 77 525 75 86 250 36 47 35.20% 84 91
28/01/2013 93.06% 222 100 543 78 93 287 41 46 38.68% 75 87
04/02/2013 93.51% 202 78 537 77 88 266 38 47 38.35% 74 80
11/02/2013 92.41% 240 100 564 81 94 282 40 46 39.72% 81 87
18/02/2013 89.05% 204 85 571 82 97 303 43 53 38.61% 76 81
25/02/2013 92.62% 179 66 545 78 86 270 39 51 33.33% 68 78
04/03/2013 89.66% 216 87 593 85 103 307 44 55 35.50% 68 76
11/03/2013 84.89% 220 77 544 78 86 288 41 47 36.81% 80 88
18/03/2013 89.78% 217 104 550 79 104 287 41 57 40.42% 83 86
25/03/2013 86.18% 233 78 516 74 91 278 40 46 37.05% 72 79
01/04/2013 80.94% 207 82 518 74 97 281 40 47 39.86% 78 84
08/04/2013 88.97% 221 78 567 81 103 293 42 50 37.20% 68 75
15/04/2013 86.47% 227 91 531 76 89 295 42 52 34.92% 70 78
22/04/2013 92.54% 225 86 493 70 83 261 37 48 44.06% 70 75
29/04/2013 94.84% 207 78 536 77 97 286 41 51 41.96% 64 69
06/05/2013 97.68% 196 66 498 71 98 235 34 44 44.68% 65 69
13/05/2013 95.37% 202 75 488 70 87 252 36 46 42.46% 66 73
20/05/2013 96.42% 229 88 541 77 99 276 39 48 43.48% 65 71
27/05/2013 94.18% 207 82 458 65 80 245 35 50 39.59% 70 74
03/06/2013 96.86% 198 86 503 72 93 244 35 43 39.75% 72 78
10/06/2013 96.31% 187 66 522 75 95 275 39 45 38.18% 67 71
17/06/2013 94.43% 185 71 501 72 81 269 38 45 39.41% 57 64
24/06/2013 97.39% 199 67 488 70 87 268 38 52 45.52% 51 59
01/07/2013 98.44% 180 58 497 71 90 257 37 47 46.30% 50 54
08/07/2013 96.71% 202 74 463 66 77 242 35 40 45.87% 50 59
15/07/2013 92.90% 233 84 546 78 98 307 44 49 43.32% 54 61
22/07/2013 94.85% 210 60 482 69 82 267 38 41 40.45% 48 56
29/07/2013 92.97% 193 75 478 68 85 262 37 47 38.26% 49 64
05/08/2013 96.85% 176 60 459 66 82 244 35 47 46.94% 69 78
12/08/2013 93.97% 199 73 488 70 87 265 38 48 40.75% 71 82
19/08/2013 96.46% 228 76 503 72 94 283 40 49 42.76% 54 64
26/08/2013 95.31% 194 65 491 70 89 276 39 49 41.30% 52 54
02/09/2013 96.49% 187 72 514 73 86 251 36 43 42.63% 57 64
09/09/2013 95.39% 188 75 486 69 79 258 37 42 45.74% 58 66
16/09/2013 95.20% 201 65 493 70 85 286 41 51 42.31% 64 70
23/09/2013 92.89% 202 70 512 73 83 271 39 44 42.44% 64 68
30/09/2013 95.93% 188 78 480 69 90 253 36 50 50.00% 66 71
07/10/2013 95.32% 202 79 501 72 97 275 39 47 43.64% 61 69
14/10/2013 92.30% 201 76 503 72 94 264 38 51 41.57% 55 62
21/10/2013 92.57% 187 75 481 69 88 257 37 45 38.37% 52 57
28/10/2013 96.25% 183 71 509 73 85 253 36 44 45.85% 53 59
04/11/2013 96.22% 209 88 501 72 89 290 41 52 40.00% 55 61
11/11/2013 96.64% 201 78 511 73 89 251 36 41 34.92% 50 57
18/11/2013 96.92% 202 75 524 75 105 254 36 52 41.73% 60 69
25/11/2013 95.66% 198 77 537 77 101 281 40 52 32.38% 56 68
02/12/2013 91.16% 211 84 537 77 96 268 38 48 31.72% 50 58
09/12/2013 89.91% 208 93 624 89 104 284 41 48 32.39% 54 59
16/12/2013 93.86% 200 84 533 76 100 224 32 43 27.88% 46 55
23/12/2013 96.78% 229 73 531 76 93 254 36 45 33.46% 50 60
30/12/2013 88.38% 233 85 574 82 104 296 42 60 37.37% 57 71
06/01/2014 93.61% 188 74 542 77 92 272 39 45 29.41% 60 73
13/01/2014 93.92% 222 88 529 76 95 254 36 45 33.86% 61 64
20/01/2014 93.48% 194 72 588 84 102 302 43 53 34.77% 42 53
27/01/2014 96.29% 187 76 531 76 94 254 36 47 34.12% 41 45
03/02/2014 96.26% 190 70 591 84 104 283 40 53 29.68% 43 49
10/02/2014 92.39% 195 79 601 86 103 260 37 46 37.55% 50 56

Flow_ology Metrics - Weekly
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SUBJECT: 
 
NON CLINICAL GOVERNANCE & RISK COMMITTEE (NCGRC) 
- HIGHLIGHT ASSURANCE REPORT 
 

DATE: MARCH 2014  

PURPOSE: 

 Tick as  
applicable  

 Tick as 
applicable 

 For decision/approval  Assurance  
For review   Governance  
For information   Strategy   

PREPARED BY: Francis Patton, Non-Executive Director & NCGRC Chair 
SPONSORED BY: Francis Patton, Non-Executive Director & NCGRC Chair 
PRESENTED BY: Francis Patton, Non-Executive Director & NCGRC Chair 
STRATEGIC CONTEXT 2-3 sentences 

The purpose of this report is to provide assurance to the Board that the non clinical risks to 
delivery of the business plan as highlighted in the Business Assurance Framework (BAF) are 
being reviewed and either dealt with or mitigated to an acceptable level. 
Currently this is done through a thorough review of each of the risks highlighted on the Board 
Assurance Framework and the provision of evidence by the responsible directors that the issue 
is on plan or, if not, an action plan has been put in place to rectify or mitigate any impact upon 
the business plan.  This is supplemented by exception reports from each of the key committees 
that report through NCGRC. 
The NCGRC also considers other general non clinical governance issues requiring its attention, 
including amended policies and procedures requiring approval and new policies that require 
review and recommendation to the Board for approval. 

QUESTION(S) ADDRESSED IN THIS REPORT  

Are risks of a non clinical nature fully identified and sufficiently assured? 

CONCLUSION AND RECOMMENDATION(S)  

The Board is asked to: 
1) review and endorse the highlight assurance report of the meeting of the NCGRC held on 20 

February 2014 
2)  note the Committee’s approval of the following amended policy: 

• Display Screen Equipment 
3)  approve the following new policies (attached): 

• First Aid  
• Smoke Free  
• Health Surveillance 
• Capability – this has been adapted from a procedure and so was agreed to be regarded 

as new and go to Board on this basis. 
• Appraisal – heavily revised so was agreed to be regarded as new and go to Board on 

this basis. 
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REFERENCE/CHECKLIST 
• Which business plan 

objective(s) does this report 
relate to? 

The work of the NCGC and this report map to the following principal 
organisational objectives as included in the Business Plan: 1.1, 1.2, 1.4, 
2.2 and 2.5. 

• Has this report considered the 
following stakeholders? 

Patients
 

BCCG
 

Other
 

Staff
 

BMBC
 

Please state: 

Governors
 

Monitor
 

 

• Has this report reviewed the 
Trust’s compliance with: 

Regulators (eg Monitor / CQC)
 

Legal requirements (Acts, HSE, NHS Constitution etc)
 

Equality, Diversity & Human Rights
 

The Trust's sustainability strategy
 

• Is this report 
supported by a 
communications 
plan? 

Yes
 

Not applicable
 

To be developed
 

• Has this report  
(in draft or during 
development) been 
reviewed by any 
Board or Executive 
committees within the 
Trust? 

CGC
 

NCGRC
 

Audit Committee
 

Finance Commitee
 

ET
 

• Where applicable, briefly 
identify risk issues (including 
any reputation) and cross 
reference to risk register and  
governance committees 

The work of the NCGRC and this report map to the following principal 
organisational objectives as reflected in the BAF: 1.1, 1.2, 1.4, 2.2 and 2.5. 
Reports are received at each meeting to provide assurance against these 
aspects of the BAF. 

• Where applicable, state 
resource requirements: 

Finance:  
Other:  

 
 

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 

 
The Board will also have regard to the Trust’s core vision statement:  
“Barnsley Hospital: Providing the best healthcare for all”  
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Subject: Non Clinical Governance & Risk Committee (NCGRC) 
- Highlight Assurance Report Ref: 14/03/P-11 

1.   INTRODUCTION 

1.1  The Committee receives assurance reports that are directly aligned to the Business 
Plan and Assurance Framework specifically for the principal objectives where this 
Committee is identified as the assurance provider. It also receives exception reports 
from its reporting Committees, signs off amended policies and recommends new 
policies to the Board. 

2.   MATTERS OF NOTE 

2.1  Matters delegated from the Board 

2.1.1  Patient Meal Temperatures and ISS Catering Services Report  
This has now been dealt with to the satisfaction of the Committee 

 
2.1.2  DNAs deep dive analysis   

A report was tabled but was not a deep dive report and did not address the 
requirements of the Committee. As a result the Committee cannot give assurance 
to the Board that this is being dealt with satisfactorily and has requested a second 
report which does address this area correctly for the next meeting. 

 
2.1.3  Overview on Policies – Policy on Policies   

Again this does not seem to be moving at pace and the Committee was 
disappointed that the policy could not be tabled, but noted that a draft would be 
circulated for consultation shortly. 

 
2.1.4  Ensuring Equality Impact Assessments (EqIAs) done for every policy 

All policies submitted to this meeting had an EqIA and the Committee was 
assured that gaps on previously signed off reports were now being rectified. The 
Committee asked for an update at its next meeting. 

3.   BOARD ASSURANCE FRAMEWORK 

3.1 The Committee was disappointed with the level of attendance at executive level. This 
led to the meeting not being quorate at the start and then caused issues in getting 
answers to questions on key reports. 

3.2  A new approach had been taken with reports to the Committee which, whilst having 
some early gremlins, was definitely a move in the right direction. These will be refined 
for the next meeting. 

3.3 The Committee had been asked to look at portion sizes for food. The answer given is 
that the portion sizes are due to the need to ensure nutritional levels are delivered to 
patients even if the food is not eaten. At a recent visit by the Chair to ward 20 another 
example had arisen whereby a dying patient had wanted just chips for his meals but 
could not have that as again it was deemed as not giving adequate nutritional value. 
This needs looking at but may well be an issue for the Clinical Governance Committee 
to take forward. 

3.4 The Committee received a report of recruitment timescales as part of the workforce 
update report. This showed that the average length of time from permission to recruit 
submission to post offered was 160 days in the period October 2011 to March 2012. 
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Following changes in approach this had been reduced 42.57 days in the period October 
2013 to December 2013. 

Whilst this is an excellent improvement and is well within the target of 56 working days 
the committee felt the report needed to be more detailed and that the target was not 
stretching enough. The report did not include all roles (no consultants) and needed 
splitting by job type. The Committee also wanted to know if the clock started 
immediately the employee resigned as if it did then we could measure the time we had 
temporary staff in place. If not then we were not moving fast enough. The Committee 
asked for an updated report for the next meeting as recruitment and the use of 
temporary, bank and locum staff has a detrimental effect both on the quality of care 
delivered and the Trust’s finances. 

4.    EXCEPTION REPORTS 

 A number of exception reports were considered, some of which are of note as follows: 

4.1  Information Governance report – the Committee was assured that we would be fully 
compliant by March 2014. 

4.2  Health and Safety – The Committee was assured that the Fire Risk Assessments were 
well on the way to being fully updated and would be by the next meeting. There was a 
discussion about reviewing the red risks on the risk register and the need for this to 
form part of the agenda for NCRGC. The Chair said he would ensure that this formed 
part of the ongoing governance review being undertaken by the Chief Executive and 
Chair. 

4.3   Following on from last Board, where the Clinical Governance Committee (CGC) 
identified that their terms of reference were out of date, the same applies to NCGRC. 
Again this will form part of the ongoing governance review.  

5.  POLICIES FOR RECOMMENDATION/APPROVAL  

 5.1  First Aid 
Under the regulations the Trust is required to provide and maintain a safe working 
environment as far as is practically possible. The Board is asked to approve this 
policy.  

 5.2  Smoke Free 
A new policy with the aim to improve the health and wellbeing of those individuals who 
have reason to come into contact with Barnsley Hospital by the elimination of tobacco 
smoking. This includes e-cigarettes so the Committee requested that this was put into 
the main policy as well as being in the appendices. The Board is asked to approve this 
policy.  

 5.3  Health Surveillance 
This is a new policy to work in conjunction with the occupational health procedure 
already in place.  Its purpose is to set out responsibilities, determine when health 
surveillance is required and how to organise. 

 5.4  Capability 
This policy has been adapted from a procedure and so was agreed to be regarded as 
new and go to Board on this basis. It provides a framework for managers and staff to 
manage job related performance. The Board is asked to approve this policy.  
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 5.5  Appraisal  
This has been heavily revised to include Agenda for Change (AfC) changes introduced 
from April 2013 with regards to performance related pay and to incorporate the Trusts 
values and behaviours into the appraisal process. It was therefore agreed to be 
regarded as new and go to Board on this basis. The Board is asked to approve this 
policy. 

5.6  The following policies were reviewed and approved for the Board to note: 
•  Display Screen Equipment – this was approved subject to some amendments which 

were to be taken forward by the Director of HR & OD and the Director of ICT.  

 
 

 

Appendices: 
• Appendix 1 – First Aid Policy  
• Appendix 2 – Smoke Free Policy 
• Appendix 3 – Health Surveillance Policy 
• Appendix 4 – Capability Policy  
• Appendix 5 – Appraisal Policy 
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POLICY CONTROL SHEET 
(updated September 2012) 

 
 
 
 
 

Policy Title 
and ID number: 

First Aid Policy 
GEN 7.21 

Sponsoring Director: Human Resources 
Implementation Lead:  

Impact: 

(a) To patients   No 
(b) To Staff Yes  
(c) Financial  
(d) Equality Impact Assessment (EIA) Completed:   Yes  
(e)  Counter Fraud assessed Completed:    
(e)   Other  

Training implications: To be incorporated into induction:  No 

Date of consultation: 

Approval Process Date Local Consultation Date 
Executive Team  Joint Partnership Forum  

Board Committee:  Local Negotiating Committee  

 Clinical Governance  Infection Control Committee:  

 Non Clinical Governance & Risk 20.02.14 Health & Safety Committee  

 Audit Committee  Quality Safety Improvements & 
Effectiveness Board 

 

 Finance Committee   

 RATS  Investment Board  

Trust Board Approval / Ratification  Patients Experience Board  
Other:  Health and Safety 
Committee Policy Review Group 

 Information Governance Board  

  Workforce Board  

 

 

Approval/Ratification at Trust Board:  Version Number: one 
Date on Policy Warehouse:  Team Brief Date:  
Circulation Date:  Date of next review:  
    
    
    
    
For completion by ET for new policies only: 

Additional Costs 

  Budget Code: Revenue or Non 
Revenue 

(a) Training £   
(b) Implementation £   
(c) Capital £   
(d) Other £   
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FIRST AID POLICY 
(POLICY ID:  GEN 7.21) 

 
 
CONTENTS 
 
POLICY 
 
1 Statement of intent 
 
2 Introduction 

2.1 Appointed Person 
2.2 First aider 

 
3 Implementation 

3.1 Risk Assessment 
 
4 Management 
 4.1 The Trust 
 4.2 Nominated Lead 
 4.3 Managers 
 4.4 Qualified First Aiders 
 4.5 Appointed Persons 
 4.6 Qualified Nurses 
 
5 Monitoring Compliance 
 
6 Review Date 
 
7 References  
 
APPENDICES 
 
Management Arrangements 
Appendix 1 – Suggested Risk Assessment Form 
Appendix 2 – HSE Suggested Numbers of First Aid Personnel Required 
Appendix 3 – Minimum Standards for First Aid Boxes 
Appendix 4 – Emergency First Aid Information Form 
 
 
 
 
 
 
 

 

Risk Assessment/Action Plan/Risk Register Application – June 2009 

 
 

OCCUPATIONAL HEALTH AND WELLBEING 
FIRST AID POLICY 

 
1 STATEMENT OF INTENT 
 

The Health and Safety (First Aid) Regulations (1981), (Revised 1990) issued by the 
Health and Safety Commission, place a duty on employers to make adequate first aid 
provision for their employees if they are injured or become ill at work. 

 
Under the Regulations, the Trust is required to provide and maintain a safe working 
environment, as far as is reasonably practicable. 

 
As a minimum a low risk workplace such as a small office should have a first aid box 
and a person appointed to take charge of first aid arrangements such as calling the 
emergency services and checking the box as necessary. 

 
 Workplaces where there are more significant health and safety risks are more likely to 

need a trained first aider. 
 
2 INTRODUCTION 
 

DEFINITIONS 
 
 2.1 APPOINTED PERSON 

 Every workplace must have at least an appointed person and a first aid box 
with contents. 

 A first aider can be an appointed person. 
 The role of this appointed person includes looking after the first aid equipment 

and facilities and calling the emergency services when required.  They can 
also provide short term emergency cover where a first aider is absent due to 
unforeseen circumstances. 

 To fulfil the role appointed persons do not need first aid training.  However 
emergency one day training courses are available for work areas of low risk. 

 The first aid knowledge of an appointed person may be minimal, therefore an 
appointed officer should not attempt to give first aid for which they have not 
been trained. 

 An appointed person should be available at ALL times people are at work on 
site – this may mean appointing more than one person. 

 
2.2 FIRST AIDER 

 A First Aider is a person who has successfully completed a certified (three 
day) Health and Safety Executive approved first aid course.  Thereafter will be 
required to attend one day refresher every two years.  

 Where an employer provides first aid in the workplace, they should have a 
valid certificate of competence in either first aid at work or emergency first aid 
at work. 

 Emergency first aid at work training enables a first aider to give emergency 
first aid to someone who is injured or becomes ill while at work. 

 First aid in the workplace training includes emergency first aid and also equips 
the first aider to apply first aid to a range of specific injuries and illnesses. 

 The risk assessment defines the level of first aid required. 
 The manager may decide, following a risk assessment, that the area needs 

one or more first aiders on duty.   
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 If the risk assessment shows that a first aider is needed, then a first aider 
should be available at ALL times people are at work on site – this may mean 
providing more than one. 

 Expected or predicted absence such as annual leave and long term sickness 
are not reasons for not having a first aider on duty. 

 
3 IMPLEMENTATION 
 
 How much first aid provision the Trust has to make depends on the circumstances in 

each workplace area.  A risk assessment of the workplace should be carried out to 
establish the likely nature of accidents or injuries.  This will enable the Trust to work 
out the most appropriate type, quantity and location of first aid facilities and personnel. 

 
 The aim of first aid is to reduce the effects of injury or illness suffered at work, whether 

caused by the work itself or not.  First aid provision must be ‘adequate and appropriate 
in the circumstances’. 

 
 This means that sufficient first aid equipment, facilities and personnel should be 

available: 
 

(a) to give immediate assistance to casualties with both common injuries or illness 
and those likely to arise from specific hazards at work; 

 
(b) to summon an ambulance or other professional help. 

 
3.1 RISK ASSESSMENT 

 The Management of Health and Safety at Work Regulations 1999 require the 
Trust to make a suitable and sufficient assessment of the risks to the health and 
safety of its employees, to identify what measures are required to prevent or 
control these risks.  The information gathered will help workplace managers to 
carry out the assessment of first aid needs if controls fail.  Identifying the likely 
nature of the accident or injury will help the workplace manager to establish the 
most appropriate type, quantity and location of first aid facilities and personnel.  
In assessing the requirement for first aid facilities and personnel, workplace 
managers need to consider; 

 
 Workplace hazards and risk; 
 The number, type and distribution of employees; 
 The history of accidents; 
 The remoteness of the site from emergency medical services; 
 The needs of travelling, remote and lone workers; 
 Employees working on shared or multi-occupied sites; 
 Annual leave and other absences of first aiders and appointed persons 

 
See HSE “First aider needs an assessment tool” and HSE aid at work questions 
answered leaflet via their website.  Also see risk assessment form (Appendix 1) 
and HSE suggested number of first aid personnel (Appendix 2). 
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Type of Employees 
 The needs of employees potentially at greater risk, for example young workers, 

trainees and the disabled, will need to be addressed, both as a group and as 
individuals. 

 
The Nature of the Workplace 
Workplace Managers should consider how the size of the workplace could affect 
access to first aid facilities, for example the distance between buildings and 
multi-story workplaces.  The level of provision may vary where employees work 
in self-contained areas or where they work shifts.  It is important that sufficient 
first aid provision is always available when employees are at work, and separate 
arrangements may have to be made for each area of work or shift. 

 
Employees Working on Shared or Multi-Occupied Sites 
On shared or multi-occupied sites, the workplace manager should seek a written 
agreement with the other occupiers on the arrangements for the provision of first 
aid cover on the site.  A full exchange of information on the risks and hazards 
should ensure that the shared provision is suitable and sufficient.  All employees 
should be informed of the arrangements. 
 
Travelling and Lone Workers 
The assessment should determine those who travel long distances or are 
continuously mobile should carry a first aid kit.  Where employees work alone, 
means of summoning help, such as a mobile telephone, may be deemed 
appropriate. 
 
Numbers of First Aiders 
The first aid assessment should identify the number of first aiders required.  
Where 50 or more staff are employed in a workplace, there should be at least 
one first aider, unless the assessment justifies otherwise.  A workplace with few 
employees and comparatively low health and safety risks may not require a first 
aider. 
 
Appointed Persons 
Where an assessment identifies that a first aider is not necessary, the workplace 
manager shall appoint a member of staff to take charge of first aid arrangements.  
Arrangements should be made for appointed persons to be available to 
undertake these duties at all times when employees are on duty. 

 
Annual Leave and Other Absences of First Aiders and Appointed Persons 
The workplace manager shall ensure provision to cover annual leave and other 
planned absences of first aiders or appointed persons.  Consideration should 
also be given to what cover is needed for unplanned and exceptional absences 
such as sick leave or special leave. 

 
First Aid Materials, Equipment and Facilities 
When the assessment of first aid requirements has been completed, the 
workplace manager should provide the materials, equipment and facilities 
needed to ensure an appropriate level of cover to employees at all times.  (See 
minimum requirements Appendix 3). 

 
First Aid Containers/Boxes 
The minimum level of first aid equipment is a suitably stocked and properly 
identified first aid container for each work site.  Containers should be easily 
accessible, and placed, If possible, near to hand washing facilities. 



Risk Assessment/Action Plan/Risk Register Application – June 2009 

First Aid Boxes 
First aid boxes should be provided within the workplace to ensure that there are 
adequate supplies for the nature of the hazards involved. All boxes will contain at 
least the minimum supplies which are required by law. Only specified First Aid 
supplies will be kept.  No creams, lotions or drugs, however seemingly mild will 
be kept in these boxes.  See Appendix 3 for minimum standards of a first aid 
box. 

 
The location of first aid boxes and the name of the person responsible for their 
upkeep will be clearly on Health and Safety notices throughout the workplace. 
 
First Aid boxes will display the following information:- 
 Name of person responsible for their up keep. 
 Where to obtain further supplies. 
 Contents and replenishing arrangements 
 Location of the nearest incident book. 
 
First aid boxes are to be checked at monthly intervals if unused otherwise at 
more frequent intervals after every episode of use by the first aider or the 
appointed person in his/her absence.  An audit will be carried out by a competent 
person. 
 
Recording Accidents 
All accidents must be reported Datix as specified in the Trust Incident Reporting 
Procedure. 

 
 
4 MANAGEMENT ARRANGEMENTS 
 

4.1 The Trust  
 Has ultimate responsibility for health and safety lies with the Chief Executive who 

should ensure that all parts of the organisation have suitable policies, procedures 
and risk assessments in place  which are implemented. 

 
 4.2 Nominated Lead 

The Director of Human Resources is the Trusts nominated director for 
overseeing the implementation of the policy. 

 
 4.3 Managers 
  Managers will ensure:- 

 A first aid risk assessment is undertaken as required (i.e. changes in 
legislation / environment Staffing levels etc)  

 Adequate and appropriate first aid equipment and facilities are provided 
 Adequate and appropriate number of first aid personnel (either qualified first 

aiders or appointed person as appropriate) are provided.   
 That employees are notified of first aid arrangements (e.g. first aid notice, 

incident reporting, etc) See Appendix 4 - Notice 
 Keep a locally up to date held record of all first aiders, their work base and 

location of all first aid boxes within their areas of responsibility. 
 That all qualified first aiders receive appropriate training and attend update 

training as specified by the First Aid at work Regulations. At this time this will 
be an external course and can be arranged via Learning and Development. 

 The purchase of sufficient numbers of first aid boxes for their area of 
responsibility as deemed necessary. 

 Ensure that adequate first aid notices are displayed in all work areas giving 
the location of the first aid equipment and the name and location of personnel 
concerned. (The notices can be purchased from the HSE)  

 Liaise with Education Training department with regard to first aid training 
needs.  

Risk Assessment/Action Plan/Risk Register Application – June 2009 

 Should ensure that a first aider or appointed person is responsible or 
monitoring the equipment in the first aid boxes. 
 

 4.4 Health and Safety 
 Annual audit of First Aid boxes and record keeping, stock control / safety checks 

(i.e.in-date, fit for purpose).   
 

4.4 Qualified First Aiders 
 Are to receive Fiirst aid training which meets HSE critera. The courses 

themselves no longer have to approved by the HSE..  At this time this will be 
an external course and can be arranged via Learning and Development  

 Inform their manager of training expiry date so that an update course can be 
arranged prior to this date. 

 Are to ensure that monthly checks of first aid boxes are undertaken with 
appointed persons within their building\department. An audit will be carried out 
by a competent person. 

 Ensure that the first aid supplies are replenished as necessary. 
 Ensure that HSE notices displaying names and location of first aiders are kept 

up to date. 
 

4.5 Appointed Persons  
 must:- 

 Provide / cover for call of emergency response / provide emergency first aid 
within trained level of capability within their designated work area in the 
absence of the first aider. 

 Maintain the contents of the first aid boxes in liaison with the first aider. 
 

4.6 Qualified Nurses 
The NMC states in clause 6.2 of the Code of Conduct 

 “to practice competently you must possess the knowledge, skills and abilities 
required for lawful, safe and effective practice. You must acknowledge the limits 
of your professional competence and only undertake practice and accept 
responsibilities for those activities in which you are competent”. 

 
 In such cases registrants have as stated in clause 8.5 

“a professional duty to provide care. The care provided would be judged against 
what could reasonably be expected for someone with your knowledge, skills and 
abilities when placed in those particular circumstances” 

 
Staff who have received Trust training in resuscitation are therefore deemed 
competent to attempt resuscitation in an emergency situation. 
 

5 Monitoring Compliance 
Directors and managers should be involved in the continual monitoring of this 
policy to ensure compliance.   
Annual audit of First Aid boxes  

 Record keeping 
 Stock control / safety checks (i.e.in-date, fit for purpose)    
 Staff are aware of the nominated first aider for their area.   

 
6 REVIEW DATE 
 
 September  2015  
 
7 REFERENCES 
 
 Health and Safety (First Aid) Regulations 1981 
 Health and Safety Executive First Aid at Work Guidance 
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APPENDIX 1 
 

 
RISK ASSESSMENT 

 
Section 1        Reference Number: __________________ 
 
Task/operation being assessed:  First Aid Requirements in the Workplace 

 
Assessors Name(s):   

 
Date:   

 
Location:   

 
Review Date of Assessment: Every 2 years, or following an accident, incident or near 

miss, or following a change in legislation.  
 
Section 2  

Specific Legislative and Guidance Requirements Applicable 
 

Health and Safety at Work etc. Act 1974  
Management of Health and Safety at Work Regulations 1999 
Control of Substances Hazardous to Health Regulations 2002 
HSG 155- Slips, Trips and Falls  
First Aid at Work Regulations 1981  
Personal Protective Equipment Regulations 1992 
Manual Handling Operations Regulations 1992 
Workplace (Health, Safety and Welfare) Regulations 1992 
Health and Safety (Safety Signs and Signals) Regulations 1996 
 
 

 
Section 3  

Hazardous Substances Involved 
 

1 Name of Substance Assessment Date
See COSHH manual for individual substances  
  
  
  
  

 
Section 4  
Specific Work Equipment Provided 
 

 Personal protective equipment (gloves, aprons, etc.) 
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Section 5  
Record of Risk Assessment Findings 
 
 Residual Risk Score 
No. Hazards Identified 

from the Activity  
(Something with the 

potential to cause harm) 

Risks & Consequences 
Identified from the Hazard  

(The harm which may arise 
from the hazard) 

Person(s) at 
Risk 

Current Control Measures in Place Adequate 
and Inadequate  

Se
ve

rit
y 

 

Li
ke

lih
oo

d 

 

To
ta

l 
Sc

or
e

 
 
 

Risk Rating 

1. No trained first aider 
within the ward / 
department 

No one available to offer 
immediate treatment in the 
case of an injured person 
suffering from severe ill-health 
could lead to further 
complications. 
  

Injured person, 
or person 
suffering from ill-
health 

 The Trust has a First Aid Policy in place;  
 All work areas will have a first aid kit 

available, and an appointed person to take 
control of its contents, and to summon the 
emergency services when required;  

 All clinical staff attend annual mandatory 
Resuscitation/Basic Life Support training;  

 The Trust has a medical emergency team 
available by calling 3333 and a cardiac 
arrest team available by calling 2222;  

 The Trust has an Emergency Department on 
site.  Any persons who sustain significant 
injuries or suffer ill-health would be sent to 
the Emergency Department for treatment;   

 

 
 
 
 
 
 
 
 
5 

 
 
 
 
 
 
 
 
1 

 
 
 
 
 
 
 
 
5 

 
 
 
 
 
 
 
 

Moderate 
 

2. Use of medical sharps  The misuse, or inappropriate 
disposal of medical sharps 
could result in persons 
suffering needlestick injuries, 
puncture wounds or 
lacerations. 

Employees, 
patients, visitors, 
contractors,  

 All control measures from item 1;  
 There is a Trust Safe Handling and Disposal 

of Sharps Policy in place;  
 There is a Trust Contamination Incident 

Policy in place;  
 All clinical staff attend annual mandatory 

Infection Control and Hand Hygiene training 
as per the Trust’s Corporate Curriculum;  

 All non-clinical staff attend Infection Control 
and Hand Hygiene training every 2 years as 
per the Trust’s Corporate Curriculum;  

 All clinical staff undergo training in the safe 
use of medical sharps;  

 Personal protective equipment is available 
for use and forms part of the procedure for 
using medical sharps;  

 
 
 
 
 
 
2 

 
 
 
 
 
 
2 

 
 
 
 
 
 
4 

 
 
 
 
 
 

Moderate 
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 There is a Trust electronic incident reporting 
system, which all members of staff have 
access to in order to report any accidents, 
incidents or near misses.   
 

3. Use of hazardous 
substances  
 

Employees, visitors and 
patients may suffer ill health 
following exposure to 
hazardous substances.  

Employees, 
patients, visitors, 
contractors 

 All control measures from item 1;  
 There is a Trust COSHH Policy in place;  
 All staff are trained in the handling of 

hazardous substances used within their 
area;  

 Personal Protective Equipment (PPE) is 
provided (apron and gloves as minimum) to 
sufficiently protect the skin;  

 COSHH Manual is in every area, which 
contains Sypol COSHH assessments, safety 
data sheets, user guide, risk assessments 
and signature sheets; 

 The Trust building is classed as a well 
ventilated area;  

 All staff are trained to wash hands after 
using hazardous products; 

 Substances would not be used if the 
packaging or dispenser is damaged, or if the 
substance is passed its expiry date;  

 All staff are informed not to eat or drink 
whilst using hazardous products; 

 Adequate safe systems of work and control 
measures are in place. 

 

 
 
 
 
 
 
 
 
 
 
3 

 
 
 
 
 
 
 
 
 
 
2 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
6 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

Moderate 
 
 
 
 
 
 

4. Slips, trips and falls Persons may suffer injuries 
due to slips, trips and falls 
incidents 
 

Employees, 
patients, visitors, 
contractors,  

 All control measures from item 1;  
 Trust has the following policies in place: -  

- Slips, Trips & Falls Policy (not including 
patients);  

- Slips, Trips & Falls (Patients) Policy;  
 Trust has an electronic incident reporting 

system, where all incidents, accidents and 
near misses can be reported;  

 All members of staff must attend the Trust’s 
fire, health and safety awareness training;  

 
 
 
3 
 
 
 
 
 
 
 

 
 
 
2 
 
 
 
 
 
 
 

 
 
 
6 
 
 
 
 
 
 
 

 
 
 

Moderate 
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 Trust operates an Estates faults desk to 
report any faults;  

 Cleaning programmes and appropriate 
methods are in place;   

 Fire Marshals are trained to inspect their 
area for slip, trip and fall hazards daily – 
faults are reported to their line manager or 
the Estates Faults Desk;  

 The Estates/Facilities have an inspection 
programme of internal and external floor 
surfaces;  

 The Estates/Facilities have plan 
preventative Maintenance (PPM)  in place 
for all external lighting;  

 The Estates/Facilities have a rolling 
maintenance programme for road surfaces, 
car parks and pathways;  

 Contractors and the Estates and Facilities 
use appropriate barriers to segregate 
equipment and machinery when working on 
walkways, roads, ramps and staircases, etc. 
from pedestrians;  

 The Estates/Facilities have a contract for 
ensuring roads, walkways and steps are 
kept clear of snow and ice;  

 The Estates/Facilities provide spillage kids 
for non-hazardous spillages in all 
wards/departments.  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

5. Moving and Handling  
 

Persons may suffer injuries 
whilst moving and handling 
loads / patients  
 

Employees, 
patients, visitors, 
contractors,  

 All control measures from item 1;  
 The Trust has a Moving and Handling Policy 

in place;  
 The Trust has a designated Moving and 

Handling Team, based within the 
Occupational Health Department;  

 All clinical staff attend Moving and Handling 
(Practical people handling for Clinical staff) 
on an annual basis;  

 All non-clinical staff attend Moving and 
Handling (theory-loads) every 2 years;  

 
 
 
 
3 

 
 
 
 
2 

 
 
 
 
6 
 

 
 
 
 

Moderate  
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 All moving and handling risk assessments 
are monitored by the Moving and Handling 
Team;  

 The Trust has an electronic incident 
reporting system, where all incidents, 
accidents and near misses can be reported.  
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Section 6  
 
Are any other risk assessments required for this task?     No  
 
If yes, state which assessment and the reference number:  
_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________ 
 
Is there further advice required from competent persons regarding this assessment?  
 
Manual handling – Moving and Handling Specialist – Extension 4935  
 
 
Noise – Non Clinical Risk Advisor – Extension 2465 / Bleep 123  
 
 
Hand-Arm Vibration – Non Clinical Risk Advisor – Extension 2465 / Bleep 123 
 
 
Lone Working – Contracts Manager – Extension 2896 / Bleep 789 
     Non Clinical Risk Advisor – Extension 2465 / Bleep 123 
 

 
Slips, Trips and Falls – Non Clinical Risk Advisor – Extension 2465 / Bleep 123 
 
 
Working at Heights – Non Clinical Risk Advisor – Extension 2465 / Bleep 123 
 
 
Personal Protective Equipment – Non Clinical Risk Advisor – Extension 2465 / Bleep 123 
 
 
Health Surveillance – Occupational Health – Extension 4939 
 
 
COSHH – Risk Co-ordinator (Health and Safety) – Extension 2136/Bleep 386 

 Non Clinical Risk Advisor – Extension 2465 / Bleep 123 
 

 
Infection Control and Decontamination – Infection Control Team – Extension 2825  
 
 
Medical Equipment – Medical Engineering Manager – Extension 2036 
 
 
Disability Discrimination Information – Contracts Manager – Extension 2896 / Bleep 789 
 
 
Security – Contracts Manager – Extension 2896 / Bleep 789 
 
 
Waste – Contracts Manager – Extension 2896 / Bleep 789 
 
 
Stress – Non Clinical Risk Advisor – Extension 2465 / Bleep 123 
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Section 7  
Summary of Risks with Recommendations 

 
 
This risk assessment has highlighted 5 moderate risks, which cannot be reduced any further.   
 
The Trust First Aid Policy states that every workplace must have at least one appointed person and a first aid 
box with contents.  The apointed person will look after the first aid equipment and call the emergency services 
when required.  They must not attempt to give first aid, unless they have undertaken first aid training. 
 
A first aider is a person who has successfully completed a first aid course.  The requirement of a First Aider will 
depend on the levels of risk in the individual ward/department.  Where significant risks are identified, a first aider 
may be required.   
 
For further information, please see the Trust’s First Aid Policy, the HSE ‘First aider needs an assessment tool, 
and the HSE ‘Aid at work questions answered leaflet’.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Print Name(s):  ____________________________________     Date:  ________________ 
 
Signature(s): ______________________________________________________________ 
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Section 8  
Action Plan Following Risk Assessment, Inspection, Audit or an Investigation 

 
Task(s) Requiring Action: ___________________________________________________________ Date: _____________________ 

 
1 – Details of Hazards Identified 2 – Person(s) Responsible and Timescales 

for Action 
3 – Review 4 – Completion  

 
Date of Assessment etc:  
 
Person carrying out  
Assessment etc:  
 
Designation:  
 
Forwarded to:  
(for completion of Section 2) 
 
Date Forwarded:  

 
Name of Person:  
 
Designation:  
 
Date Received:  
Copies Forwarded to:  
 
 
 
 
Date Forwarded:  

Status as at (date):  
 
Extreme Risk:  
- Action Immediate 
 
High Risk:  
- Action within 6 months  
- Review within 3 months 
 
Moderate Risk:  
- Action within 12 months 
- Review at 3 month intervals  
 

 
To be completed by 
persons responsible for 
action in Section 2.  

Item 
No. 

Problem requiring attention 
(include risk rating) and the 
recommendations of how to 

eliminate or reduce risks to its 
lowest acceptable level 

Date first 
reported 

Person(s) 
responsible for 

action 

Agreed time 
of action – 

specify date 

Comments on 
actions 

Has the Action 
been Completed? 

If no, what is the status 
of the action 

Date 
signed as 
completed 

Signature 

Yes No 
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Item 
No. 

Problem requiring attention 
(include risk rating) and the 
recommendations of how to 

eliminate or reduce risks to its 
lowest acceptable level 

Date first 
reported 

Person(s) 
responsible 
for action 

Agreed time 
of action – 

specify date 

Comments on 
actions 

Has the Action 
been Completed? 

If no, what is the 
status of the action 

Date 
signed as 
completed

Signature 

Yes No 
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Section 9  
Risk Register Application 

 
If funding is not available to address the risk within your Department/Directorate, the Senior 
Manager/ Director must ensure that the risk and the control measures required are entered 

onto the Risk Register 
 

This proforma must be completed and forwarded to the Risk Manager 
 
Department/Ward: Division: 
Name(s) of Assessors: Assessment Date:  
 

Description of Risk Consequence Likelihood Risk Rating 
 
 

   

 
 

   

 
 

   

 
Description of Control Measures Required Cost 

 
 

 

 
 

 

 
 

 

 
Who is Monitoring the Risk/Control Measure? 
 
 
 
 
 
 
 
Name: 
 
please print 

Signature: Date: 

 
 
 
Date Forwarded to Risk Manager:   
 
 
 

RISK MANAGEMENT USE ONLY 
Date Entered onto Risk Register:  
Date Copy Returned to Originator:  
By Whom:   
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RISK ASSESSMENT FORM:  
Dept/Ward Date 
 
1) Hazard/Risk 
Only include a hazard/risk which you could 
reasonably expect to result in significant 
harm under the conditions in your workplace 

2) Who Might be Harmed and how 
Staff (by type), Patients, Visitors, Contractors 
Also detailing those that might be more at 
risk – young, old, disabled, infirm, pregnant 
employees. How might persons be harmed? 

Risk of inadequate First aid supplies and 
assistance in the event of an injury to staff. 

Staff members and visitors 
 
 
 
Total No. of people 
Who may be affected: In most cases one 
individual per event 

 
3) Risk Controls in place 
 
Has the Trust Policy been followed 
Has an assessment of level of risk been 
carried out  

 Are there adequate arrangements for 
a First Aider or Appointed Persons 
and formalized arrangements for 
cover for leave and sickness. 

 Is there first aid supplies available – 
where this is a first Aid box are 
arrangements in place for regular 
checking of the box including a 
checklist, expiry dates and are these 
checks documented and available for 
inspection/audit. It is recommended 
this is undertaken at a minimum of 
twice yearly. 

 Are the details of the First 
Aider/Appointed Persons and the 
location of the First Aid box displayed 
on the local notice board. 

4) Further Action Required 
Where the controls listed in section 3 are not 
in place detail what more is required and 
complete the action plan attached. 
 
List the risks, which are not adequately 
controlled, and the action you will take 
where it is reasonably practicable to do 
more. 

Signature of Risk Assessor: 
 
Date: 

Risk 
Rating 

 

Signature of Manager 
 
Date: 

Review Date: 
Re-grade if changes/new control 
measures reduce the risk 

Manager’s comments: Managers Review: 
� Control measures in place  
� Entered onto risk register 
� Action plan developed  
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APPENDIX 2 

 
HSE Suggested Numbers of First Aid Personnel Required 
 

Category of Risk Numbers employed at any 
location 

HSE suggested number of first 
aid personnel 

Low Risk:- 
Offices, clinics, wards, 
X-ray, Physio 

fewer than 50 At least one appointed person 

50-100 At least one first aider 

More than 100 One additional first aider for every 
100 employees 

Medium Risk:- 
Portering, Estates Workshops, 
Pathology 

Fewer than 20 At least one appointed person 

20-100 At lease one first aider for every 
50 employed (or part thereof) 

More than 100 One additional first aider for every 
100 employees 

High Risk:- 
Security, Catering Laundry, HSSD 

Fewer than 5 At least one appointed person 

5-50 At least one first aider 

More than 50 One additional first aider for every 
50 employees 

 
The Approved Code of Practice (ACOP) states that where 50 or more people at lease one First Aider 
should be provided, unless local assessment justifies other wise. 
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APPENDIX 3 
APPENDICES 

 
Health and Safety (First Aid) Regulations 1981 
 

Minimum Standards for First Aid Boxes 
 
There is no mandatory list of items to put in a First Aid box.  As a guide, where work 
activities involve low hazards a minimum stock might be:- 
 

STOCK ITEM NUMBER
1-10 

 Guidance leaflet 
 
 Individually wrapped Sterile Adhesive Dressings 

(assorted sizes) (plasters) 
 

 Sterile Eye Pads (with tape) 
 
 Triangular Bandages 

 
 Safety Pins 

 
 Sterile Un-medicated Wound Dressing 

Large 
Medium 

 
 Disposable gloves – latex free 

 
 

1 
 

20 
 
 

2 
 

4 
 

6 
 
 

2 
6 
 

1 pair 
 

 
It is recommended that tablets and medicines are not kept in a first aid box. 
 
Note: Tap water should be used for eye irrigation but where mains water is not available 
sterile water or saline solution in sealed disposable containers should be provided. 
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APPENDIX 4 
 

 
 

EMERGENCY FIRST AID INFORMATION 
 
NAME OF AREA 

NAME OF FIRST AIDER  

LOCATION OF FIRST AID BOX  

LOCATION OF NEAREST DEFIB  

 
 

 

IF THERE HAS BEEN AN ACCIDENT PLEASE CONSIDER THE 
FOLLOWING :- 

 
 Is this a major injury as defined by the HSE 

(Fracture, Amputation, dislocation, loss of sight, chemical or hot metal burn to the eye or any penetrating injury to 
the eye;, electric shock leading to unconsciousness, hypothermia, heat-induced illness, asphyxia or exposure to a 
harmful substance or biological agent or an accident resulting in an over 7 day injury) 

 
 If yes please contact the Health and Safety department and 

report a RIDDOR incident on extension 2136 
 

 The Trust Health and Safety Co-ordinator can be contacted on 
extension 2136 or bleep 123 

 
 Ensure that risk assessments are completed post accident if 

required. 
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Equality Impact Analysis  
FIRST AID 

 
The purpose of Equality Analysis is to ensure that the Trust does not unwittingly discriminate against any 
groups recognised under the Equality Act 2010. These are: 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 the Trust eliminate unlawful discrimination, foster 
good relations between others and promote equality of opportunity in the take up of its services and 
employment practices. 

 
 
Division/Department 
 

 
Occupational Health and 
Wellbeing 

 
Corporate Services – HR Director 

 
Policy/Service 
 

 
First Aid Policy 

 
Policy ID GEN 7.21 

Is this policy/service 
New/Existing 
 

 
New 

 

 
Name of Assessor(s) 
 

 
Jackie Dickens 

 

 
Date of EqIA 
 

 
September 2013 

 

 
Aims/Objectives/ 
Purpose Of Policy/Service 
 

To ensure adequate first aid 
provision for staff at BHNFT 
 

 

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

The Health and Safety First Aid Regulations 1981 (Revised 1990) 
Health and Safety at Work Act 1974 
Management of Health and Safety at Work Regulations 1999 

 
Does this policy /service 
Affect patients or the 
workforce? 

 
Workforce 

 

 
What outcomes do you 
want to achieve from this 
process? 

To ensure, provide and maintain a safe working environment as far as is 
reasonably practicable. 

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

Contribute Detract 
 

To provide short term emergency 
cover, via appointed person and 
have an appropriate first aid box. 
 
 
 

Having an unsafe working 
environment. 
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Are there any concerns 
that this service or policy 
could have a differential 
impact on or due to the 
following: 
 
 

                                   
Race                                          
                
 
 

Yes/no 
 

What existing equality 
evidence either presumed or 
otherwise do you have for this 
response? 

 Age   
 

Yes/no
 

 Disability  
 

Yes/no
 

 Gender Reassignment 
 

Yes/no
 

 Religion/Belief   
 

Yes/no 
 

 

 Sexual Orientation  
 

Yes/no
 

 Pregnancy Maternity 
 

Yes/no 
 

 

 Marriage Civil Partnership 
 

Yes/no 
 

 

 Sex 
 

Yes/no
  

 Human Rights Yes/no
 

If you have answered yes to any of the above, please describe or attach any evidence of action which will 
mitigate your EqIA and ensure your policy/service will be able to show: 
 Eliminate  discrimination 
 Promote equal opportunities 
 Foster good relations between others 
 
Should the EqIA proceed 
to a full EqIA for the areas 
identified for attention? 

Yes No Comments 
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Comments 

 
Send to: 
Equality and Diversity 
Advisor for signature and 
authorisation 
 

 

Send to: 
Line Manager for signature 
and authorisation 
 
Head of Department 
Responsible for policy or 
service 
 
When is the next review (please note review should be immediate on any amendments to your policy etc) 

 
1 Year 
 

 

2 Year 
 

2 years 

3 Year 
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BARNSLEY HOSPITAL NHS FOUNDATION TRUST 
 

SMOKE FREE POLICY  
 

 
1. Purpose and Scope 

 
1.1  The aim of this policy is to improve the health and well being of 

 those individuals who have reason to come into contact with 
 Barnsley Hospital including clients, users, visitors or employees 
 by the elimination of tobacco smoking. 

 
1.2   The serious damage to health due to smoking is now well  
  documented  and growing evidence is available of the hazards 
  of passive smoking.  

 
 Barnsley Hospital NHS Foundation Trust as a Healthcare 
 Provider and a major local employer is committed to actively 
 promoting and supporting initiatives in the workplace to reduce 
 smoking related illness.  
 
 This document is a clear statement of the Trust’s belief in the 

 importance of and commitment to creating a smoke free working 
 environment.  It also recognises that employers are responsible 
 and liable for ensuring working environments are safe.  The 
Trust does not allow the use of Electronic Cigarettes on site 
because of the potential Health & Safety/Fire Risk.  

 
1.3  The aims of the policy are: 
 

 1.3.1 To ensure Barnsley Hospital premises are smoke free 
 
  1.3.2 To enable staff to work in a smoke free environment and 
   not be subject to secondary smoke. 
 

1.3.3 To ensure employees do not smoke during working 
hours. 

 
1.3.4 To restrict in-patients and visitors to smoking outside 

Barnsley Hospital buildings within designated areas. 
 

1.3.5 To fully support, with free resources where reasonably 
 practicable, any employee/client who wishes to cease 
smoking via NHS smoking cessation support. 

 
1.4   For the purpose of this policy 
 

1.4.1 Employees are:- 



 
 -  Direct employees of Barnsley Hospital including 
  those on temporary contracts 
 
 - Employees of other organisations but directly  
  managed by Barnsley Hospital 
 
 - Agency staff, contractors and volunteers 

 
1.4.2 Premises are those that are owned, managed or leased 

by Barnsley Hospital. 
 
1.4.3 Managers are defined a senior managers, line managers, 

heads of departments and supervisors who have a 
responsibility for the day to day management of staff or a 
service. 

 
1.4.4 Passive smoking refers to the inhalation of second-hand 

tobacco smoke, ie the smoke of someone else’s tobacco 
smoke. 

 
2 Responsibilities 
 
 2.1  Chief Executive 
 

2.1.1 Is responsible to BHNFT Board for all health, safety and 
welfare matters of the Hospital including the protection of 
employees and others from the effects of passive 
smoking. 

 
2.1.2 Is accountable for achieving designated targets in relation 

to smoking cessation amongst the Barnsley population. 
 

2.1.3 Will monitor the health and safety performance of 
Directors in respect of this policy and associated 
procedures. 

 
2.1.4 Will prioritise and allocate resources to support action in 

furtherance of achieving the principles of this policy and 
associated procedures. 

 
2.1.5 Will ensure no tobacco products/electronic cigarettes are 

sold on Hospital premises  
 
2.2  Directors 
 

2.2.1 Are responsible to the Chief Executive for aspects of this 
policy that are under their control. 

 

2.2.2 Are to be responsible for the management of risks from 
tobacco smoke/electronic cigarettes within premises or 
workplaces under their control by ensuring as far as is 
practicable adherence to the policy and associated 
procedure. 

 
2.2.3 Will monitor the health and safety performance of senior 

Managers in respect to this policy and associated 
procedures. 

 
2.2.4 Will support managers in their application of the principles 

and procedures of this policy. 
 
2.3  Director of Public Health  
 

Will provide advice, guidance and support to the Chief 
Executive, Directors and Managers and staff in promoting a 
smoke free environment. 
 

2.4  Head of Quality and Governance 
 

2.4.1 Will make available health and safety advice and 
information in consultation with relevant specialists in 
furtherance of the principles and procedures of this 
policy. 

 
2.4.2 Will make arrangements for the review of this. 

 
      2.5 Director of Human Resources & Organisational   
             Development  
 

 2.5.1 Will consider opportunities to support smoking cessation 
  amongst Barnsley Hospital employees e.g. Healthy  
  Workplace Initiative. 

 
2.5.2 Will put in place processes to ensure new recruits to 
 Barnsley Hospital are made aware that the offer of a 
 position will be subject to compliance with this policy and 
 do not smoke at any time during working hours. 

 
2.6  Director of Estates and Facilities: 

 
2.6.1 Will ensure that, wherever practicable the specifications 
 and design of any new building work, major alterations to 
 existing property or change of use of accommodation will 
 incorporate the principles of this policy. 
 
2.6.2 Will ensure that the system of selecting and controlling 

contractors ensures compliance with this policy. 
 



2.7  Managers 
 

2.7.1 Will ensure adherence to the arrangements of this policy 
 for their areas of responsibility. 
 
2.7.1 Will take action to remedy any health and safety 

shortcomings in relation to this policy and associated 
procedures. 

 
2.7.2 Will review departmental Health and Safety and Security 

policies and procedures to ensure adoption of the 
principles of this policy and ensure regular workplace 
inspections are carried out in order to prevent covert 
smoking eg in toilets, basements, outside fire exits etc 
and the use of electronic cigarettes. 

 
2.7.3 Will ensure new employees are made aware of this policy 

and local procedure at local induction. 
 

2.7.4 Will report to their Director and Trustwide Health & Safety 
Committee, any health and safety matters in relation to 
this policy that are of concern and have corporate 
implications. 

 
2.7.5 Will, where necessary, seek advice from with all relevant 

Health & Safety/Stop Smoking Service Lead when 
considering alteration to premises, changes of use of 
accommodation or amendments to working practices that 
may prevent the principles of this policy and procedures 
being achieved. 

 
2.7.6 Will support employees who wish to cease smoking, 

allowing time to attend clinics/advisory sessions with the 
Stop Smoking Service where reasonably practicable to 
do so. 

 
2.7.7 Will promote the Stop Smoking Service to clients who 

smoke and, through referral, will support any client who 
wishes to cease smoking, arranging for them to attend 
clinics/advisory sessions with the Stop Smoking Service 
Adviser where reasonably practicable to do so. 

 
2.7.8 Will put in place arrangements to monitor the 

implementation of the policy in their own service areas. 
 

2.8 Employees 
 

2.8.1 Will be responsible for the Health, Safety and Welfare of 
 themselves and others who may be affected by their acts 
 or omissions, and will not smoke during working hours. 

 
2.8.2 Will report to their line manager any contravention of this 

policy which they become aware of. 
 

2.8.3 Will seek advice and assistance as required either from 
their line manager, or a member of the Health and Safety 
department or staff side representative. 

 
2.9  Specialist Advisors (e.g. Health & Safety, Smoking 

 Cessation,  Occupational Health etc) 
  

2.9.1 Will provide specialist advice on all aspects of health in 
relation to tobacco smoke and will develop/maintain 
trained staff to support the principles of this policy. 

 
3  Home Care 

 
3.1 

 3.1.1 It is Barnsley Hospital’s policy not to expose its staff to 
  any tobacco smoke. It is recognised that staff working in 
  this type of environment may by subject to passive smoke 
  and clients/carers will be asked to provide a smoke free 
  environment. 
 
 3.1.2 Barnsley Hospital reserves the right to withdraw its staff 
  from working in such an environment. 

 
3.2  Direct Employees and Employees of other organisations 
  directly managed by Barnsley Hospital 

 
3.2.1 Employees will not be able to smoke anywhere whilst on 
 duty and this includes whilst travelling in a car, in 
 Barnsley Hospital premises, in a client’s home or on the 
 public highway outside a Barnsley Hospital premise.  
 
3.2.2  It is also expected that employees will not smoke outside 
 their working hours in circumstances where it is obvious 
 that they are employed by Barnsley Hospital, eg wearing 
 staff uniform and/or name badges. 

 
4  Support to Stop Smoking 
 

4.1  Barnsley Hospital will fully support, with free resources within 
  defined criteria, an employee/client who wishes to cease  
  smoking. To this end:- 

 
4.1.1 The stop Smoking Service will provide up to date advice 

on effective measures to cease smoking. 
 



4.1.2 Funds will be identified and wherever practicable made 
 available to provide resources such as patches free of 
 charge to employees and residential clients. 

 
5  Promotion of stop Smoking 
 

 To actively promote smoking cessation within the Barnsley area: 
 

5.1  Employees are expected to actively participate in promoting 
 ceasing smoking. 

 
5.2  Information will be provided to clients/patients and their carers, 
  prior to their admission as an inpatient or immediately on  
  admission, that the Barnsley Hospital does not expect its  
  employees to be directly exposed to tobacco smoke and the  
  arrangements that are in place within this policy. (See Appendix 
  1). 
 
5.3  Information will be provided to home-clients prior to a first visit to 

 explain that Barnsley Hospital does not expect its employees to 
 be directly exposed to tobacco smoke. The information will 
 explain that the client and relatives are requested not to smoke 
 during any visit. (See Appendix 3) 

 
5.4  Publicity material, signs, posters etc (see Appendix 1) will be 

 developed and will be displayed around the hospital. 
 
5.5  Stationery and promotional material should be used to convey 

 the positive benefits of ceasing smoking. 
 

5.6  Barnsley Hospital website will publicise the hospital’s stance and 
 Smoke-Free Policy 

 
6  Review 
 
  This Policy will be reviewed within 24 months of it being issued.  

 
  

 
         Appendix 1 
 

Smoke Free Operational Guidance 
 
This document has been produced to guide staff regarding the management 
of situations that may arise with patients, relatives and staff who are smokers. 
It should be kept in mind that patients who have competence to make 
decisions and are not detained under the mental health act, are free to come 
and go as they please and cannot be detained on hospital premises against 
their will.  

Patients who smoke 
 
A pro-active approach should be employed to assist patients to stop smoking 
or to smoke in a safe manner off the hospital site. In order to do this the 
following steps should be followed: 
 

 All elective admission patients should be given information regarding 
the Trust being a totally smoke free site before their admission. 

 
 All emergency admission patients should be given information 

regarding the Trust being a totally smoke free site on admission. 
 

 Patients who smoke should be offered a referral to the stop smoking 
advisors. This should be done at pre-assessment for elective 
admissions. 

 
 Staff will not be required to accompany patients off site to smoke, as 

the patient will be choosing to do this at their own risk, against 
professional advice. 

 
 Any violent or abusive situations, which result from following this 

guidance, should be referred to the security service in the first instance. 
 

Terminally ill patients who wish to smoke 
 
Current legislation for facilities to smoke in public buildings requires that 
ventilation and extraction equipment are in place to remove the risk of passive 
smoking. No such rooms and equipment is available within the Trust and or 
the grounds.  
 
Most clinical areas are equipped with piped oxygen and thus pose a high risk 
of explosion if naked flames are used in the vicinity. Therefore they are not a 
suitable environment for patients to smoke in.  
  
Terminally ill patients who are so ill that they are confined to bed rarely 
request to smoke. In instances where they express a wish to do so the help 



and advice of the stop smoking advisors should be sought so that nicotine 
replacement therapy and other alternatives to smoking can be considered.   
 
Relatives and patients who have been given bad news 
 
In order to give a consistent message and in consideration of the lack of 
adequately ventilated rooms, no facilities will be available on site for smoking 
under any circumstances. Any relative or patient who wishes to smoke will be 
required to do so off site. 
 
Staff who wish to smoke 
 
It is essential that staff exhibit a professional image at all times and as 
employees of a hospital they should contribute to the promotion of healthy 
lifestyles. With this in mind no staff member should be seen smoking in 
hospital uniform, either clinical or non-clinical, or when wearing any item 
which will identify them as Trust staff e.g. identity badges. 
 

 Any staff member who wishes to smoke must do so off site during their 
official break time 

 They should cover their uniform fully, or change into their own clothes  
 Where staff change into their own clothes, the time this takes will be 

counted as part of their official break time  
 
Electronic Cigarettes  
 
The Trust does not allow the use of Electronic Cigarettes on site because of 
the potential Health & Safety/Fire Safety Risks.  Any requests to use an e-
cigarette or similar device in Barnsley Hospital NHS Foundation Trust 
premises should be refused.  Appendix 2 provides factual guidance.  
 
Patients being visited in the community 
 
In order to protect staff from the harmful effects of tobacco smoke during the 
course of their employment, an information leaflet will be given to those 
patients who will be visited in their home environment by Trust staff asking 
them to follow simple protection steps. 
 
Appendix 1 attached – Smoke Free Operational Guidance for Staff involved 
with patients who are Smokers. 
 
Information leaflets for patients receiving home visits 
 
Contact details of stop smoking advisors 
 
07917 000 622 
07876 562 2149  
 
Implementation January 2014 
Next review January 2016 

         Appendix 2 
 
Guidance for Staff on the Use of Electronic Cigarettes   
 
1.0 INTRODUCTION 
 
Electronic cigarettes, or e-cigarettes, are a recent development that provides an 
alternative to traditional smoking. Although most are designed to resemble 
cigarettes, they can also be designed to resemble cigars, or disguised as pens or 
similar objects. There are two main types of e-cigarettes, disposable and 
rechargeable. The decision has been taken by the board to ban the use of these 
products on all Barnsley Hospital NHS Foundation Trust sites. 
 
2.0 RISKS IDENTIFIED 
 
Barnsley Hospital NHS Foundation Trust has a duty of care to provide a safe 
environment for all patients, staff, visitors, contractors and other persons using 
Trust premises.  Following a request from a patient wishing to use an e-cigarette 
in the hospital, the Interim Non Clinical Risk Manager has identified a number of 
potential risks with these products: 

 Failure of the circuitry allowing the unit to remain heated – this provides a 
source of ignition similar to a traditional cigarette which could have the 
potential to ignite bedding etc (both types); 

 Overheating of the battery causing it to split and/or explode – there has 
been one incident attributed to this cause which caused injury to the 
smoker (both types, but more likely with rechargeable type of battery); 

 Failure or overheating of the charging unit – these appear similar to a 
mobile phone charger, and require a circulation of air to stay within safe 
operating temperatures (rechargeable type); 

 Accumulation of exhaled vapour in vicinity of building smoke detection, 
which can actuate a false fire alarm (both types); 

 Increased potential for uncontrolled ignition in an oxygen-enriched 
atmosphere (both types); 

 Unsafe disposal of battery particularly if the unit is broken open 
(disposable type). If e-cigarettes are disposed of in a hospital bin and then 
sent to landfill, the risk of being held responsible under the Waste 
Electrical and Electronic Equipment Directive (WEEE Directive) must be 
considered; 

 The close resemblance to regular cigarettes, pens or other objects makes 
identification of e-cigarettes difficult and enforcement challenging (both 
types); 

 There is no age restriction on e-cigarettes at the point of sale so they can 
legally be purchased by persons of any age (both types). 

 
3.0 STAFF ACTIONS 
 
NHS staff should be aware of the potential Health and Safety / Fire Safety risks 
from e-cigarettes and similar devices and apply the Barnsley Hospital NHS 
Foundation Trust Smoking Policy as for traditional smoking. 
 



Any request to use an e-cigarette or similar device in Barnsley Hospital NHS 
Foundation Trust premises should be refused. 
 
Staff should be vigilant for signs of illicit e-cigarette use, including: 

 Steam or vapour in the vicinity of a person, especially around the head or 
face N.B. not to be confused with exhaled breath in cold conditions; 

 Unusual smells such as menthol, tobacco smoke or a fruity smell; 
 Visible glow from the LED lamp in the e-cigarette; 
 Unusual or excessive sucking of a pen or similar object. 

 
 

 
Useful contact details 

 
 
Barnsley Stop Smoking Services 
01226 288 540 
 
NHS Smoking Helpline 
0800 169 0 169  
 
Barnsley Hospital NHS Foundation Trust 
Gawber Road 
Barnsley 
South Yorkshire 
S75 2EP  
Tel: 01226 730000 
 
 
Implementation January 2014 
 
Next review date January 2016 
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Information for Patients 
Receiving Home Visits 

 
 
 

How You Can Provide A Smoke 
Free Environment 
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We need your help… 
 
If you or a member of your household smoke please 
consider the needs of our staff and provide them with a 
smoke free environment whilst they visit you. 
 
Second-hand smoke or passive smoking has been found 
by the Government Scientific Committee on Tobacco and 
Health to be detrimental to people’s health. It can cause 
heart disease, stroke and lung cancer in adults. Being 
exposed to second-hand smoke even for a short time can 
cause eye irritation, headache, cough, sore throat, 
dizziness and nausea. 
 
We therefore ask if you would do everything possible to 
provide a smoke free environment when our staff visits 
you in your own home. 
 
 
How to protect staff from exposure to second-hand 
smoke 
 

 Refrain from smoking in the room of the visit for at 
least one hour before they arrive 

 If practicable open windows and doors to fully 
ventilate the area 

 Try to keep one room smoke free at all times. 
 
 
 

4 
 
 

During the visit 
 
 Please do not smoke or allow anyone in the house 

to smoke in the area 
 Wherever possible, when a member of staff is in 

your house, please ask other smokers to go 
outside to smoke. 

 
The Hospital’s smoke free policy 
 
We ask our staff to assess whether any environment they 
enter is safe for them to provide their services. If a smoke 
free environment cannot be provided, a risk assessment 
will be required in order to reduce risk to a level that is as 
far as is reasonably practicable. We will support staff to 
leave an environment they deem to be unsafe. If 
necessary, you will be offered alternative treatment 
options. 
 
Our commitment to you 
 
All routine visits will be pre-booked and you will be given 
a time for the visit. If the staff member is delayed, you will 
be contacted as soon as possible. 
 

If you would like help to stop smoking please contact 
Barnsley Stop Smoking Service  

on 01226 288540. 
 
 

3 
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Equality Impact Analysis  
Template 

 
The purpose of Equality Analysis is to ensure that the Trust does not unwittingly discriminate 
against any groups recognised under the Equality Act 2010. These are: 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 
the Trust eliminate unlawful discrimination, foster good relations between others and promote 
equality of opportunity in the take up of its services and employment practices. 

 
 
Division/Department 
 

 
HR 

 
 

 
Policy/Service 
 

 
Smoke Free Policy 

 
 

Is this policy/service 
New/Existing 
 

New  
 

 
Name of Assessor(s) 
 

 
Karl Hickman 

 
 

 
Date of EqIA 
 

 
9/1/14 

 
 

 
Aims/Objectives/ 
Purpose Of 
Policy/Service 
 

To improve the health and 
well being of those 
individuals who have reason 
to come into contact with 
Barnsley Hospital including 
clients, users, visitors or 
employees by the elimination 
of tobacco smoke 

 

 

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

Trust Health and Wellbeing 
Strategy 
 
Health and Safety at work 
Act 

 

 

 
Does this policy/service 
Affect patients or the 
workforce? 

 
Both 

 

 

 Smoke free hospital and   
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What outcomes do you 
want to achieve from this 
process? 

work environments for staff, 
patients , visitors and others 
who use our services 

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

Contribute Detract

Good publicity and 
communication of new policy 
 
Policy widely available for 
reference 
 
Agreed in partnership with staff 
reps 
 
Consulted with patient experience 
group 
 
 
 
 

 Failure of staff and managers to be 
aware of new policy 
 
Accessibility of policy for staff and 
patients to refer to  
 
Policy cannot be enforced through 
lack of support 
 
Buy in from patients so aware of 
reason why the Trust has a Smoke 
Free Policy 
 

Are there any concerns 
that this service or policy 
could have a differential 
impact on or due to the 
following: 
 
 
 

                                   
Race                                      
                    
 
 

No 
 

What existing equality 
evidence either presumed or 
otherwise do you have for 
this response? 
 
Smoke free environment 
applies to all staff and 
patients 

 Age   
 

No
 

 Disability  
 

No
 

 Gender Reassignment 
 

No
 

 Religion/Belief   
 

No
 

 Sexual Orientation  
 

No
 

 Pregnancy Maternity 
 

No
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 Marriage Civil Partnership 
 

No
 

 

 Sex 
 

No
  

 Human Rights No
 

If you have answered 
yes to any of the above, 
please describe or 
attach any evidence of 
action which will mitigate 
your EqIA and ensure 
your policy/service will 
be able to show: 
 Eliminate 
 discrimination 
 Promore equal 
 opportunities 
 Foster good relations 
 between others 
 

Consulted on at meetings of Policy Review Group, Health & Safety 
Committee and Patient Experience Group.  

Should the EqIA proceed 
to a full EqIA for the 
areas identified for 
attention? 

No Comments 
 
  

Comments
 

Send to: 
Equality and Diversity 
Advisor for signature and 
authorisation 
 
Send to: 
Line Manager for 
signature and 
authorisation 
 

Karl Hickman, Senior HR Manager  

Head of Department 
Responsible for policy or 
service 
 

Director of HR and OD

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



 
 
 

17 
Revised version February 2013 

 
1 Year 

 
2 Year 

2 years 
3 Year 
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3.2 Reporting Of Injuries Diseases and Dangerous Occurrences Regulations (RIDDOR) 1995 
3.3 Staff Groups where health surveillance may be required include: 
3.4 Health Surveillance Process 

 
4 Management Arrangements 

4.1 The Trust 
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4.3 Managers Responsibilities  
4.4 Employees Responsibilities 
4.5 Health and Safety Department 
4.6 Estates Department 
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5 Monitoring Compliance 
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7 References / Cross Reference documents 
 
 
 
              

Version 1 
 Page  

 
Health Surveillance Policy 
Sponsoring Director: Director of HR & OD 
W:\Meetings\Board\2014 Meetings\03 March\Public\11_4_NCGRC Highlight Report_App 3.Doc 

4 

 
 

 
 

 
OCCUPATIONAL HEALTH AND WELLBEING 

HEALTH SURVEILLANCE POLICY  
 
1 STATEMENT OF INTENT 
 
 Health Surveillance is about systematically watching out for early signs of work related ill health.  

The Trust has a duty of care to carry out risk assessments that will identify circumstances in 
which health surveillance is required by specific health and safety legislation e.g. noise, 
respiratory sensitizers, hand arm vibration, biological agents, driving.  This policy should 
therefore be read in conjunction with linked Trust and Occupational Health and Wellbeing 
policies/procedures such as latex/skin policy, skin management and protective gloves policy, 
HAVS procedure, driver’s procedure, Display Screen Equipment policy, MRSA policy, night 
workers, respiratory sensitizers’ procedure, immunisation procedure, employment screening 
policy, COSHH policy.  This policy is applicable to all Trust staff including agency workers, 
contractors, locums and volunteers. 

 
2 INTRODUCTION 
 

Health Surveillance provides information which helps to protect employees from illness caused 
by being exposed to health risks at work.  It enables managers to check: 
 How control measures are working 
 Help pin point where further steps are required 
 Provide opportunity for employee feedback 

 
 The purpose of this policy is therefore to: 

 Comply with current legislation  
 Ensure employees are fit to undertake their work duties 
 Ensure a current medical condition is not exacerbated  
 Maintaining the health of employees at work 
 Identifying early stages of any health concerns 
 Determine health surveillance requirements 

 
3 IMPLEMENTATION 
 
 The starting point is the manager undertaking a risk assessment.  Using COSHH Hazard data 

sheets health risks can be identified.  This ensures individuals at risk can be identified and 
measures taken to control the risks.  Where risks remain health surveillance should be 
considered.  However health surveillance is not a substitute for putting control methods in place.  
The frequency of health surveillance will be determined by risk assessment. 

 
 3.1 Workplace Exposure Limits 

Exposure to chemical substances in the workplace may be harmful to health.  The Control 
of Substances Hazardous to Health regulations 2002 require such exposure to be 
prevented, or where this is not reasonably practicable to be adequately controlled.  Such 
controls should be achieved by a hierarchy of measures based on the elimination or 
substitution of harmful substances; engineering controls such as local exhaust ventilation 
or the use of personal protective equipment can be used to control risks. 
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 Exposure to harmful substances can occur by; INHALATION by breathing in dusts, fumes 
or vapours; INGESTION due to poor controls e.g. hand washing habits in the work 
environment; ABSORPTION through the skin which is dependent on the solubility of the 
substance, contact surface area and exposure time.  However inhalation is the primary 
route into the primary route into the body. 

 
The Health and Safety Commission (HSC) sets workplace limits to define the standards 
for the control of exposure to harmful substances in the workplace.  These are reviewed 
and published by the Health and Safety Executive (HSE) annually in EH 40 / Workplace 
Exposure Limits. 

 
3.2 REPORTING OF INJURIES DISEASES AND DANGEROUS OCCURRENCES 

REGULATIONS (RIDDOR) 1995 
 These regulations require certain types of work related injuries, diseases and dangerous 

occurrences to be notified to the relevant enforcing authority.  Failure to comply is a 
criminal offence.  The Health and Safety Department will identify RIDDOR reportable 
incidents via the Trust incident reporting system. 

 
 The schedule of diseases to be notified are related to particular work activities.  The 

general diseases include but are not restricted to: 
 Certain poisonings 
 Some skin diseases 
 Lung diseases including occupational asthma, asbestosis  
 Infections including hepatitis, tuberculosis, caused by pathogen at work 
 Other conditions including occupational cancer 

 
Specific Occupational Hazards  
Such as Respiratory Sensitizers.  Skin sensitizers, vibration, blood borne viruses are dealt 
with in separate specific policies/procedures. 

 
3.3 Staff Groups where health surveillance may be required include: 

 Endoscopy Staff / Mortuary Staff / Laboratory Staff (formaldehyde, typhoid) 
 Estates Staff (welding and soldering fumes, wood dust, dusts, oils, coolants, descaling 

agents) 
 Isocyanates, vibration 
 Office Staff – Display screen equipment 
 Nursing/Clinical – Biological agents such as blood and body fluids, infections 

 
3.4 Health Surveillance Process 
 The health surveillance process begins with: 

  
 Employment Assessment 

All prospective employees will complete an employment health questionnaire in 
accordance with Trust recruitment policies. 
 
From the information on the questionnaire and job risk profile Occupational Health and 
Wellbeing can determine if baseline screening/health surveillance is required. 

 
Periodic Health Surveillance 
Health surveillance will continue in line with risk assessment, guidance and legislation 
regularly following baseline surveillance, at a frequency dependent upon hazard risk, 
control measures and previous test results. 
 
Occupational disease detected during routine surveillance will be notified to the manager 
and reported to HSE as required by the RIDDOR Regulations 1995.  Managers / 
Supervisors are responsible for informing the Trust Health and Safety Lead of any 
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RIDDOR incidents.  Confirmation of diagnosis will be made by an Occupational Health 
Physician. 
 

4 MANAGEMENT ARRANGEMENTS   
 

4.1 The Trust 
Ultimate responsibility for health and safety lies with the Chief Executive who must ensure 
that all parts of the organisation have suitable policies that are implemented, monitored 
and reviewed. 

 
4.2 Nominated Lead 

The Director of Human Resources is to be the Trusts nominated Director for overseeing 
the implementation of the policy. 

 
4.3 Managers Responsibilities  

All managers within the Trust are responsible, so far as is reasonably practicable, for  
 The health, safety and welfare at work of all employees. 
 Managers have the responsibility for ensuring work which is liable to expose staff to  

health risks is identified. 
 To ensure suitable  sufficient and relevant risk assessments are undertaken as 

required (i.e. due to any changes in products, environment, legislation etc) 
 To inform Occupational Health and Wellbeing of staff who need to be considered for 

health surveillance. 
 To ensure that information, training and instruction is provided to employees to inform 

them of the health hazards.   
 Suitable protective personal equipment must be provided where indicated. 
 To ensure that suitable control measures are in place for staff protection. 
 Suitable levels of supervision should be established and checks made on compliance 

and instruction. 
 To ensure that any accidents or incidents are reported via the Trust reporting system. 
 To ensure that a job risk profile is completed for new employees.  Managers should be 

involved with training and education with regard to occupational hazards and any 
protective personal equipment worn. 

 
4.4 Employees Responsibilities 

 To ensure the Trust complies with the law, those employees identified as needing 
health surveillance are required to cooperate and fulfil their responsibility by attending 
for health surveillance when requested to do so.   

 Employees should attend Occupational Health and Wellbeing Service on 
commencement of employment if requested to do so for immunisation updates and 
health surveillance. 

 
4.5 Health and Safety Department 

 To be involved with monitoring the work environment and ensuring that workplace 
exposure limits are adhered to e.g. anaesthetic gases, noise and vibration levels. 

 Investigate all accidents and incidents in relation to spillages, malfunction of 
equipment, exposure to irritant etc. 

 Report relevant RIDDOR reportable incidents to the HSE. 
 

4.6 Estates Department 
 Assist with advising on environmental controls. 
 Assist with monitoring the environment. 

 
4.7 Occupational Health and Wellbeing Service 

 Will perform base line screening on new employees in accordance with job risk profile. 
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 Will be responsible for keeping Occupational Health records on staff and will record 
health surveillance information. 

 Health surveillance records will be kept for forty years. 
 Will carry out continued health surveillance where indicated by risk assessment 

frequency will be determined by risk and HSE Guidance. 
 Will identify any cases of occupational disease with the manager and health and safety 

lead. 
 Will liaise with managers annually to ensure suitable and sufficient risk assessments 

have been received from their area in accordance with HSE Guidance. 
 Will compile a data base of staff who have been identified by managers as requiring 

health surveillance. 
 Will provide managers with an annual report of health surveillance results for their staff. 
 Where results indicate a significant change the advice of an Occupational Health 

Physician will be sought and the individual will be informed and advised if further action 
is required. 

 Inform Health and Safety of any RIDDOR reportable diseases. 
 
5 Monitoring Compliance 

 Directors and managers should be involved in the continual monitoring of this 
policy to ensure compliance. 

 Bi-monthly reports provided by Occupational Health and Wellbeing to the Health 
and Safety Board, of Health Surveillance activity. 

 Occupational Health will compile a data base of staff who have been identified by 
managers as requiring health surveillance. 

 Occupational Health will provide managers with an annual report of health surveillance 
results for their staff. 

 Annual review of risk assessments by managers to ensure and identify appropriate 
surveillance is carried out to correct staff. 

 
6 Review date 
 
 6.1 September 2015 
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7 Reference / Cross Reference Documents 

 
References 
Health Surveillance at work (HSG61) 
COSHH Regulations 2002 
EH40 workplace exposure limits 
Management of Health and Safety at work Regulations 1992 
RODDOR Regulations1995 
PPE regulations 1992 
 
 
Cross Reference Documents -Trust and Occupational Health Procedures 
 
Latex/skin Policy 
Skin management and protective gloves policy  
HAVS procedure, driver’s procedure 
Display Screen Equipment policy 
MRSA policy  
Night workers  
Respiratory sensitizers’ procedure  
Immunisation procedure 
Employment screening policy 
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Equality Impact Analysis  
HEALTH SURVEILLANCE 

 
The purpose of Equality Analysis is to ensure that the Trust does not unwittingly discriminate against any groups 
recognised under the Equality Act 2010. These are: 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 the Trust eliminate unlawful discrimination, foster good relations between others and 
promote equality of opportunity in the take up of its services and employment practices. 

 
 
Division/Department 
 

 
Occupational Health and 
Wellbeing 

 
Corporate Services – HR Director 

 
Policy/Service 
 

 
Health Surveillance 

 
Policy ID GEN 7.20 

Is this policy/service 
New/Existing 
 

 
New 

 

 
Name of Assessor(s) 
 

 
Jackie Dickens 

 

 
Date of EqIA 
 

 
September 2013 

 

 
Aims/Objectives/ 
Purpose Of 
Policy/Service 
 

To ensure systems to indicate early signs of work related ill health by Health 
Surveillance of staff exposed to health risks at work to comply with current 
legislation. 

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

The Control of Substances Hazardous to Health Regulations 2002.  
Reporting of Injuries Diseases and Dangerous Occurrences Regulations 
1995. 
Health Surveillance at Work (HSG61) 
EH40 workplace exposure limits 
Management of Health and Safety at Work Regulations 1992 
PPE Regulations 1992 

 
Does this policy 
/service Affect patients 
or the workforce? 

 
Workforce 
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What outcomes do 
you want to achieve 
from this process? 

 
Ensure individuals at risk can be identified and measures taken to control risk 
(assessment) 
Maintain the health of the employee at work by Health Surveillance 

 

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

Contribute Detract 
  

Suitable and sufficient risk 
assessment compliance of Health 
Surveillance specific to area and 
substances used 
 
 

Inappropriate risk assess 

Are there any 
concerns that this 
service or policy 
could have a 
differential impact on 
or due to the 
following: 
 
 

                                   
Race                                          
                
 
 

 
Yes/no 
 

What existing equality 
evidence either presumed or 
otherwise do you have for this 
response? 

 Age   
 

Yes/no
 

 Disability  
 

Yes/no
 

 Gender Reassignment 
 

Yes/no
 

 Religion/Belief   
 

Yes/no 
 

 

 Sexual Orientation  
 

Yes/no
 

 Pregnancy Maternity 
 

Yes/no
 

 Marriage Civil Partnership 
 

Yes/no 
 

 

 Sex 
 

Yes/no
  

 Human Rights Yes/no 
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If you have answered yes to any of the above, please describe or attach any evidence of action 
which will mitigate your EqIA and ensure your policy/service will be able to show: 
 Eliminate  discrimination 
 Promote equal opportunities 
 Foster good relations between others 
 
Should the EqIA 
proceed to a full 
EqIA for the areas 
identified for 
attention? 

Yes No Comments
 
  

Comments 
 

Send to: 
Equality and 
Diversity Advisor for 
signature and 
authorisation 
 

 

Send to: 
Line Manager for 
signature and 
authorisation 
 

 

Head of 
Department 
Responsible for 
policy or service 
 

 

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

 
1 Year 
 

 

2 Year 
 

2 years

3 Year  
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CAPABILITY POLICY 
 

1. STATEMENT OF INTENT 
 

The policy provides a framework for managers and staff to manage performance, to 
support the effective management of individuals and teams to enable them to achieve high 
levels of personal and organisational performance. It provides guidance for a shared 
understanding between manager/supervisor and employees on what is expected of them in 
order to achieve the expected level of job-related performance.  This policy does not replace 
the normal system of managerial supervision which should take place on an ongoing basis. 

 
The pol icy outlines what measures will be taken to manage performance levels which do 
not meet requirements expected for the job. This is not intended to be a punitive 
process, but rather it is a framework to ensure employees achieve optimum sustained levels 
of performance. 

 
This policy is to be used when it has been identified that an employee does not currently have 
the skills or aptitude to perform their role to an acceptable standard. In situations where there 
is evidence of deliberate negligence or unreasonable refusal to undertake the role this should 
be treated as a conduct issue and the Disciplinary Policy invoked. 
 
Management commit to providing an environment which enhances performance and will 
address any issues which hamper performance. 

 
2.  IMPLEMENTATION 

 

It is the role of the Human Resources Department in partnership with staff representatives, to 
ensure that the policy is fully implemented and that managers/supervisors and staff 
develop an understanding of the aims of the procedure and their role within it. 

 
3. MANAGEMENT ARRANGEMENTS 

 

3.1 Director of Human Resources & Organisational Development 
 

Overall responsibility for development, implementation and review of this policy rests 
with the Director of Human Resources & Organisational Development in partnership 
with the staff side chair/secretary of the Joint Trade Union Committee. 

 
3.2 Directors/Managers/Supervisors 

 
It is the right and responsibility of all managers to maintain recognised and acceptable 
standards of performance to ensure staff are able to undertake their duties effectively 
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and efficiently. 
 

It is also, the responsibility of all Directors/Managers/Supervisors to familiarise 
themselves with the content of this procedure and to proactively manage performance 
issues to ensure that staff perform within the remit of their job role, every effort should 
be made to provide the employee with the appropriate environment to perform at the 
highest level. 

 
Directors, managers and supervisors should ensure that, staff who are dealt with in 
accordance with this procedure are managed in a fair and consistent manner, with 
appropriate support and direction given to employees who are affected and by 
providing equality of opportunity in employment and  training and 
development. 
 

3.3 Role of Employees 
 

It is an employee’s responsibility to familiarise themselves with the content of this 
procedure and to ensure that they undertake their duties in a professional, committed 
and competent manner in accordance with the policies and procedures in place within 
the Trust. Where performance issues are high-lighted, employees must work with their 
manager in order to achieve the expected levels of performance required of them in 
their role. Employees have the right to representation at every level within the 
procedure; they also have the opportunity to make representation when th e i r  
p e r fo rm an ce  i s  q ue s t i on ed  It is the employee’s responsibility to highlight any 
influential issues which may be hindering performance at the earliest opportunity. 

 
3.4 Role of Human Resources 

 
The Human Resources Department will provide advice and support to managers and 
employees who are dealing with issues in accordance with this procedure. 

 
3.5 Role of Staff Side Representative 

 
To advise and support employees as required. 
 

4       Equality Monitoring 
 
       The success of the policy will be monitored from an equality perspective and outcomes 
       reported. 
 
5       Review Date 
 
       This policy will be reviewed every 2 years or sooner in line with legislation changes. 
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Appendix 1 
 

CAPABILITY PROCEDURE  
 

Capability (performance) issues can take a number of different forms.  Examples of 
performance issues which need to be addressed by managers/supervisors etc. are as 
follows: - 

 
• Poor timekeeping/attendance 
• Failing to undertake takes which fall within the remit of the role. 
• Poor record keeping 
• Poor customer care/attitude to patients/colleagues 
• Persistent minor errors/mistakes which suggest lack of concentration or attention to 

detail. 
• Unwillingness  to  undertake  tasks,  which  fall  within  the  remit  of  the  role,  

despite reasonable requests to do so. 
• Displays of intimidating or aggressive behaviour e.g. ignoring colleagues, which 

has a negative affect on team working. 
 

IDENTIFYING CAPABILITY ISSUES 
 
It is important to understand any underlying causes of poor performance from the outset to 
determine the most appropriate way of dealing with it 
 
Conduct 

 
Where the problem is related to an employee’s conduct i.e. negligence, carelessness or an 
unreasonable refusal to carry out the duties to the required standard, the employee’s 
performance should be dealt with under the Trust’s Disciplinary Policy and Procedure.  

 
Capability  
 
Where the underlying problem is one of a genuine inability to undertake specific duties, an 
employee’s performance will be managed in accordance with the procedure set out in this 
policy unless there is evidence of misconduct. It may however be necessary to work across 
both policy frameworks where improvement in performance is not achieved or sustained 
within this Capability Policy. 
 
If reasons for poor performance are unclear, managers should deal with matters 
under this Capability Policy. If, at any stage during the procedure it becomes apparent 
that this is a conduct issue, further action may be taken under the Trust’s Disciplinary 
Policy. HR advice should always be sought in these circumstances. 
 
Mitigating Factors 

 
The following issues  may be  raised  by employees  as factors which  could affect 
performance. 
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• Inadequate opportunity for training or supervision 
• Lack of clear objectives 
• Inadequate staffing levels  
• Stressful work environments. 
• Poor management techniques 
• Inappropriate work environments. 
• Relationships with colleagues 
• Health or domestic issues 
• Bullying and harassment 
• Incapability 

 
Please note these are not exhaustive lists, but provide a flavour of poor performance 
issues, and possible mitigating factors. 

 
When a performance concern arises, managers will follow the following procedure: - 

 
Stage 1 – Informal Review 

 
This stage should be used to resolve performance issues when they initially arise. 

 
The manager along with an HR Representative, will meet with the employee to 
discuss their concerns about the performance of the employee. The purpose of the 
meeting should be to develop a clear understanding of the problem, what effect this is 
having on the department team, individuals etc and to explore ways of resolving the 
issue. The employee should have the opportunity to explore issues relating to the 
concerns highlighted and inform the manager accordingly 

 
The manager/supervisor should inform the employee of their concerns in writing at 
least two working days prior to any meeting and advise the employee that they can 
bring with them a trade union representative, or colleague for support and 
representation.  A standard letter which should be used to invite an employee to an 
informal capability review meeting is attached at Appendix 3 (i). 

 
Both parties (manager and employee) have a responsibility to address the issue 
and to work towards a solution together. This is not a punitive process it is a 
developmental, problem solving approach to resolve the problem. Both parties 
should be open and honest in their interaction. 

 
The outcome of the discussions will be; - 

 
• A clear understanding of the issue(s) affecting performance. 
• A clear understanding of how this affects the department, team etc. 
• A clear understanding of improvements/changes that need to be achieved 
• A clear understanding of support that will be offered 
• A clear understanding of timescales for improvement/change (up to a 
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maximum of 3 months) 
• An agreement of how progress will be reviewed 

 
Appendix 2 provides a pro-forma designed to record the details of the meeting and 
action plan to resolve the issues.  The pro forma provides a record for both parties of 
what was discussed and agreed. It is recommended that at least monthly meetings 
are held to discuss progress. 
 
Stage 2 – Formal Review 

 
Where t h e  i n f o r m a l  r e v i e w  fails to initiate an improvement in an employee’s 
performance, any continuing concerns relating to performance must be brought to 
the personal attention of the employee concerned. He/she will, therefore, be informed, 
verbally and in writing of the nature of the specific concerns and will be invited to 
a formal c a p a b i l i t y  meeting with his or her manager along with an HR 
Representative to discuss the problem. At least 5 days notice of the meeting will be 
given. The letter will inform the employee of his or her entitlement to be accompanied 
by a person of their choice, who may be an accredited Trade union representative. 

 
At this meeting the manager will clearly indicate their continued concerns and will 
explain clearly the reasons for this. The employee will be given full opportunity to 
present any mitigating facts which are preventing them achieving their highest levels of 
performance. They may bring evidence to the discussion which supports their case. 
The manager will fully consider these issues and full notes will be taken of the 
discussion. After consideration of the issues, the manager will write to the employee 
confirming the outcome of the discussion together with agreed objectives for 
improvement. 

        
If the employee is in a clinical role, the advice and support of the CBU’s Practice 
Educator or other clinical specialist will be sought (where available). This information 
may be used as documented evidence at formal meetings.  The Manager will agree a 
period in which improvement should be achieved which should not exceed a  
maximum of 3 months.  If there is little realistic prospect of the employee’s performance 
improving in their current role but a reasonable belief that they could perform to an 
acceptable standard in an alternative suitable role, redeployment will be considered. If 
this is the case, alternative roles will be sought for the employee for a period of 12 
weeks in line with the Trust’s Redeployment Policy. The employee will be made aware 
that in line with the Redeployment Policy, if alternative roles are declined, this could 
result in termination of contract. If redeployment is successful the employee will move 
permanently into the alternative post and the formal capability process will end.  
Standard letters which should be used in accordance with this procedure are attached 
in (Appendix 3 (i) to (iii). 

 
If at the end of the agreed period, the employee’s performance has improved to the 
required level, then this should be confirmed in writing. (Appendix 3 (iv). 
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Stage 3 – Formal Hearing 
 

If the employee fails to reach the required standard of performance by the end of 
Stage 2 of the process, then the manager will advise the individual that the matter will 
now be referred to a member of the Executive Team approved by the Board of 
Directors with the authority to dismiss. The senior officer will convene a hearing with 
the individual concerned together with the manager and a member of the Human 
Resources Department, not previously involved in the case. A standard letter for 
notifying the employee is outlined in Appendix 3 (v). 

 
The employee will have the right to be accompanied by a person of his or her choice 
that may be an accredited Trade Union representative. Consideration will be given to 
whether the action taken to date and the resulting situation warrant dismissal of the 
employee or whether there are other opportunities to resolve the matter without 
resorting to dismissal. If the decision is to dismiss the employee on the grounds of 
capability he or she will be entitled to the appropriate pay in lieu of notice. 

 
Whilst cases will normally follow the identified stages in the procedure, discretion 
exists for managers to go directly onto Stage 2, if circumstances warrant such action. 
 
Where there is a serious error due to a lapse in performance being made by the 
individual. In extremely serious cases, where it is evident that there is gross incapability, 
the policy may be involved at stage 3. 
Such discretion should not be exercised without first seeking the advice of the Director 
of Human Resources & Organisational Development. If it is the Director of HR & OD 
who wishes to use this discretion, then advice should also be sought from the Chief 
Executive. 

 
At any stage in the procedure the manager may ask for independent advice on the 
performance of an individual. This may be provided from within the Trust, or it may be 
appropriate to seek expert advice from another Trust or outside body. 

 
4. SICKNESS ABSENCE 

 
Should any employee who is the subject of formal Capability Procedures, 
commence a period of sick leave, then the process will be suspended until the 
employee returns to duty. On return from sick leave the process will re-start from the 
point prior the commencement of the sick leave. 

 
 

5. RIGHT OF APPEAL 
 

A single right of appeal exists at all stages of the procedure (Stages 2-3) and if an 
employee wishes to exercise his/her right of appeal this should be made in writing to 
the Director of Human Resources & Organisational Development within twenty-one 
calendar days of the date of the letter informing of the decision reached at any of 
the stages. There is no right of appeal beyond this single stage appeal, nor can 
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appeals against action taken under this procedure be treated as ‘grievances’ under 
any other procedure. 
 
The Right of appeal against the decision to:  
Place on Stage 2: Formal Capability review is to the next senior level of management , 
to the manager who took the decision, advised by a member of the Human Resources 
Department, and the decision is final, no further right of appeal exists.   
 
Refer to Stage 3: Dismissal is to the next senior level of management , to the manager 
who took the decision, advised by a member of the Human Resources Department, 
and the decision is final, no further right of appeal exists.   
 
Dismiss is to a sub-committee of the Trust Board comprising of one Non-Executive 
Director (Chair), one member of Executive Team, and one Staff Representative, in 
conjunction with Director of HR/OD or nominated representative of Director of HR/OD 
and the decision is final, no further right of appeal.  
 
(N.B – If the nature of appeal means that any of the above persons are not considered 
appropriate to hear the appeal, the appeal will be heard by the next senior level. 
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Appendix 2 
Employee Name: …………………………. Manager Name ……………………………. 
Date:…………………………….. 
 

 

 
CAPABILITY POLICY STAGE 1: INFORMAL REVIEW ACTION PLAN 

Manager’s issues Employee’s issues 
   

Summary of issues 

Summary of Solutions 

Manager’s action plan Employee’s action plan
   

   

  9

Date of 1st  Review:………………………………….. 
 
First Review Meeting Progress Update: 
 
 

Date of 2nd  Review:…………………………………… 
Second Review Meeting Progress Update: 
 

Date of 3rd Review:…………………………………… 
Third Review Meeting Progress Update: 
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Appendix 3 (i) 
 
 

Ref 

Date 

ADDRESSEE ONLY 
 

Address 
 

 
 
 
 
 

Dear 
…………. 

 
RE: CAPABILITY POLICY (STAGE 1/ STAGE 2) (delete as 
appropriate) 

 
Further to our discussion on ……………………. In relation to your current level of job related 
performance, I am writing to invite you to an informal/formal (delete as appropriate) 
capability meeting on 
…………  at  ……………..  in  …………….    The  purpose  of  this  meeting  will  be  discuss 
…………………………………………………………………………………………………………
… 
…………………………………………………………………………………………
… 

 
You have the right to be accompanied at this meeting by your Trade Union /Professional 
Association Representative or a colleague acting in a non-legal capacity. In addition to 
myself, a member of the Human Resources Department will also be present. 
 
Please note, this meeting is held under the Trust’s Capability Policy.However, if following our 
discussions at the meeting this is deemed to be a conduct issue, then the Trust’s Disciplinary 
Policy may be invoked.  

 
Should you be unable to attend this meeting please let me know as soon as 

possible. Yours sincerely 

 

 
 
 
 
 

………………….Manager 
cc HR Department  
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    Appendix 3 (ii) Capability Letter – Outcome Stage 2 
 
Ref 
 
Date 
 
ADDRESSEE ONLY  
Address 
 
Dear …………………………………… 
 
RE: OUTCOME OF CAPABILITY MEETING (STAGE 2) 
 
I refer to our meeting held on ……………………. at ………………… in 
………………………. Within Stage 2 of the Capability Policy.  Also present at this 
meeting was ……………………… from the Human Resources Department.  You 
chose to be accompanied by ………………………… Trade Union/Professional 
Representative or a colleague acting in a non-legal capacity.  
 
The purpose of the meeting was to consider your performance.  The main areas of 
underperformance were identified as being (insert details).  We discussed a 
number of objectives which you were required to fulfill (see attached performance 
management action plan).  In order to do that I confirmed that the following support 
and training would be put in place (insert details). 
 
You agreed to be referred to Occupational Health and will receive a referral letter in 
due course.   
OR 
You declined to be referred to Occupational Health as you do not feel there are any 
health issues affecting your performance in work.   
 
At this meeting the option of redeployment was discussed and the outcome was 
(insert details) 
 
A further meeting to review your progress has been arranged for ……………………. 
at ………………….. in …………………………….. 
 
(Note: 3 months maximum timescale for improvement) 
 
If you should have any difficulty in achieving any of the actions agreed above, you 
should discuss these with me immediately, and I will do my utmost to provide the 
necessary support you require.   
 
May I point out that if you do not achieve an accepted level of work related 
performance by (date of meeting) this will result in the matter proceeding to Stage 
(3) of the Capability Policy, which could lead to your dismissal.   
 
You have a single right of appeal against this decision.  Should you wish to exercise 
this right, you should do so in writing within 21 calendar days of the date of this letter 
to the Director of Human Resources & Organisational Development, giving full 
details of the basis of your appeal.   
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Yours sincerely  
 
………………… 
Manager 
 
cc HR Representative  
 Trade Union Representative (if applicable) 
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CAPABILITY POLICY STAGE 2         Appendix 3 (iii) 
 
FORMAL PERFORMANCE MANAGEMENT PLAN 
 
Employee Name ………………………………………………..Manager Name …………………………………………………. 
 
Date …………………………………………………………….., 
 
 
Performance Issue Actions Agreed How actions are to be 

assessed
By Who How Often Weekly Progress Update 

& Date 
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Capability Review Letter 
 

Ref: 

Date 

ADDRESSEE ONLY 
 

Address 
 

 
 
 
 
 

Dear ………………………… 
 

Re:  Outcome of Formal Capability Review Meeting 
(Stage 2) 

 
I refer to our meeting held on ………….. at ……….in ………………. which was arranged to 
discuss your progress in relation to achieving an acceptable level of work related 
performance. Also present at this meeting was ………….. Human Resources Manager/officer 
and you were accompanied by (Name and Title). 

 
The outcome of this meeting was that you have achieved a significant improvement on your 
level of work related performance and as a result of this no further action is being taken. A 
copy of this letter will be retained on your personal file for a period of 24 months and if any 
further lapses of work-related performance occur during that timescale, you will re-enter the 
Capability Policy at Stage 2 of the process. 

 
May I stress how pleased I am that your performance has improved to a satisfactory level.  
Your performance will continue to be monitored through the normal appraisal and 
performance management process.  I hope that you will continue to maintain this level of 
performance during your continued employment with the Trust. 

 
Yours 
sincerely 

 

……………… Manager  

cc HR Representative 
Trade Union Representative (if applicable) 
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Our 
ref: 

 
Date: 
……….. 

 
ADDRESSEE ONLY 

 
Address 

 
 
 
 

Dear 
 

Re:  Outcome of Formal Capability Meeting (Stage 2) 
 

I refer to our meeting held on ………….. at ……….in ………………. which was arranged to 
discuss your progress in relation to achieving an acceptable level of work related 
performance. Also present at this meeting was ………….. Human Resources Manager/officer 
and you were accompanied by (Name and Title). 

 
The outcome of this meeting was that unfortunately you have failed to achieve the action plan 
agreed with you at Stage 2 of the procedure and as a result of this you will be referred to 
Stage 3 of the Capability Policy. 

 
You will be invited to a meeting which will be Chaired by a member of the Executive 
Team within the organisation with the authority to dismiss.  The purpose of this meeting will 
be to discuss the support that has been put in place to date in an effort to improve your 
performance, the progress that has been made, and the likelihood of you reaching an 
acceptable standard of performance in the future. 
 
The measures previously put in place to support you and improve your practice will be 
reviewed.  There will be discussion about whether these should continue or if additional 
measures might be helpful in an effort to improve your performance at work.  Is it is decided 
that there is no reasonable likelihood of you reaching an acceptable standard of performance 
in the future, the decision may be made to terminate your contract of employment.    

 
Further details of the date and time of this meeting will be forwarded to you in due course and 
you will have the right to be accompanied by your Trade Union/Professional Association 
Representative or a colleague acting in a non-legal capacity. 

 
You have a single right of appeal against this decision. Should you wish to exercise this right, 
you should do so in writing within 21 calender days of the date of this letter to the Director 
of Human Resources and Organisational Development, giving full details of the basis of your 
appeal. 
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Yours 
sincerely 

 
 
 

……………… Manager  

cc HR Representative 
Trade Union Representative (if applicable) 

   

Staff Procedure for Performance Management  
BHNFT ID - Date; April 2008
Sponsoring Director:  Director of Human Resources

  

  17

 
 

Equality Impact Analysis  
Template 

 
The purpose of Equality Analysis  is  to ensure  that  the Trust does not unwittingly discriminate against any groups  recognised 
under the Equality Act 2010. These are: 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  the  Trust 
eliminate unlawful discrimination, foster good relations between others and promote equality of opportunity in the take up of its 
services and employment practices. 

 
 
Division/Department 
 

 
Human Resources  

 
 

 
Policy/Service 
 

 
Capability Policy  

 
 

Is this policy/service New/Existing 
 

Existing     

 
Name of Assessor(s) 
 

 
Emma Lavery 

 
 

 
Date of EqIA 
 

 
11 February 2014 

 
 

 
Aims/Objectives/ 
Purpose Of Policy/Service 
 

To provide a framework for 
managers and staff to 
manage job related 
performance.  

 

 

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

Equality Act  
Employment Act 

   

 
Does this policy/service Affect patients or the workforce?

Workforce      

 
What outcomes do you want to achieve from this process? 

Shared understanding 
between manager and 
employee on what is 
expected of them. 
Clear performance 
objectives and action plans.  

 

 

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

Contribute  Detract 
   

Standard 
letters and 
action plan 
templates 
provided to 
ensure 
consistency 

Managers’ failure to correctly apply the 
policy – management masterclass to be 
refreshed.  
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in approach 
Clear process 
and 
timelines 
included to 
ensure 
timely 
appropriate 
management 
of concerns. 
Full 
consultation 
with staff 
representativ
es and 
managers 
has taken 
place to 
agree the 
policy  
 
 
 
 

Are there any concerns that this service or policy could have a 
differential impact on or due to the following: 
 
 
 

                                   
Race                                   
                       
 
 

 
no 
 

What existing equality 
evidence either 
presumed or otherwise 
do you have for this 
response? 
 
The procedure allows 
for evidence based job 
related performance 
concerns to be 
managed in a 
structured process 
irrespective of any 
protected 
characteristics the 
employee possesses. 

  Age   
 

no 
 

 

  Disability  
 

no 
 

 

  Gender Reassignment 
 

no 
 

 

Staff Procedure for Performance Management  
BHNFT ID - Date; April 2008
Sponsoring Director:  Director of Human Resources

  

  19

Religion/Belief
 

no 
 

 

Sexual Orientation 
 

no 
 

 

  Pregnancy Maternity 
 

no 
 

 

Marriage Civil 
Partnership 
 

no 
 

 

Sex
 

no 
   

 

  Human Rights  no 
 

 

If you have answered yes to any of the above, please describe or 
attach any evidence of action which will mitigate your EqIA and 
ensure your policy/service will be able to show: 
 Eliminate   discrimination 
 Promore equal   opportunities 
 Foster good relations   between others 
 

The application of this policy, along with other 
employee relations case work, will be reviewed on an 
annual basis by Human Resources, which will include an 
analysis of equality characteristics to ensure this is 
proportionate and the policy is being applied fairly and 
equitably.    

Should the EqIA proceed to a full EqIA for the areas identified for 
attention? 

No  Comments 
 
  

Comments
 

Send to: 
Equality and Diversity Advisor for signature and authorisation 
 

Beverley Powell  

Send to: 
Line Manager for signature and authorisation 
 

 

Head of Department 
Responsible for policy or service 
 

Emma Lavery  

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

1 Year   
 

2 Year   
2 years  

3 Year   
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Appraisal Policy 
 
1 Policy Statement 
 

1.1 The Trust is committed to ensuring all agenda for change employees who work for 
the Trust for 12 months or longer have an annual appraisal and are continuously 
performance managed throughout the year. 

 
1.2 The purpose of the appraisal process is to review and develop, on an ongoing basis, 

employee skills and knowledge to enable individual/team/department/corporate 
objectives, standards and targets to be met.  It is recognised that the needs of 
individual employees will differ and may change according to the Trust’s vision, 
mission and strategic aims. 

 
1.3 To ensure Trust values and behaviours form an integral part of the appraisal 

process. 
 
1.4 In line with Section 1(a) Pay Structure, Section 6(a) Career Progression and Annex 

W: Pay  Progression, of the NHS terms and conditions of service handbook, 
incremental pay progression at every incremental pay point, for agenda for change 
employees is dependent upon good performance and achievement of performance 
objectives and also good behaviour, in line with the Trust’s values, as measured and 
assessed at the annual appraisal meeting.  Failure to demonstrate good 
performance and behaviour will mean incremental pay progression may be withheld.  
It is therefore crucial that all appraisees and appraisers fully understand and 
correctly apply this policy. 

 
1.5     The Trust is committed to providing all the training necessary for a post holder to 

carry out the role that they are employed to do. 
 
1.6 Where an employee’s underperformance or poor behaviour is significant line 

management should promptly contact the Human Resources Department to seek 
advice and guidance and possibly make use of the Capability and / or Disciplinary 
Policy.  These policies can be utilised at any time throughout the year. Employees 
may seek trade union advice, as appropriate.  

 
2 Scope of Policy  
 

2.1 All agenda for change employees who work for the Trust for 12 months or longer will 
receive an annual appraisal. This policy will outline the steps in relation to carrying 
out the appraisal process. 

 
2.2      The policy is built around Annex W (England) pay progression of the national terms 

and conditions of service handbook. 
 

2.2 Trust bank workers are appraised outside of this policy (see Trust Bank Workers 
Appraisal Policy). 

 
3 Equal Opportunities 
 

3.1 The Trust is an equal opportunities employer and consequently every employee will 
be judged solely on the basis of their performance.  Performance issues will exclude 
protected disclosure/whistleblowing, trade union membership/union activity and all 
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protected characteristics under English law unless in respect of a protected 
characteristic the exclusion is deemed unreasonable or within the law.  For example, 
an adjustment to the workplace is felt to be unreasonable and consequently the 
employee is unable to perform their duties to the expected standard. 

 
3.2 A particular role and its associated duties can be reasonably modified on a 

temporary or permanent basis by agreement with line management and the 
employee in response to an individual’s disability. 

 
3.3 Equality impact monitoring and analysis will be undertaken by the Human Resources 

Department on an annual basis to ensure that the policy is fairly and equitably 
applied and there is no adverse impact on any staff member who has is identified as 
belonging to one or more of the protected equality characteristics under the Equality 
Act 2010. 

 
4 Aim of Policy 
 

4.1 The aim of the policy is to ensure that the Trust has in place an effective appraisal 
process which includes reference to the Trust values and behaviours, supports the 
Agenda for Change performance related pay structure and all employees have an 
annual appraisal and regular 121 review meetings, where required. 

 
This will allow the Trust to: 

 
 Deliver safe, efficient and effective services. 
 Achieve value for money in respect of employee performance and that line 

managers are aware of what this constitutes in respect of their own services, 
teams and direct reports. 

 Support the effective education, training and development of employees 
throughout their career in order that they are efficient and effective and safe to 
practice. 

 Ensure that employees understand how their role and performance links to the 
Trust’s vision, mission and strategic aims. 

 
5 Roles and Responsibilities 
 

5.1 Role of the Learning and Development Department 
 

The role of Learning and Development is to: 
 

 Provide guidance and ongoing support in relation to the appraisal and performance 
management process 

 Provide appraisal / performance management training in conjunction with the Human 
Resources Department 

 Monitor and support compliance levels with appraisal Trust wide 
 

5.2 Responsibilities of the Trust Board 
 

It is the responsibility of the Trust Board to ensure that an organisational infrastructure 
exists to: 

 
 Communicate the Trust’s vision, mission and strategic aims to all employees 
 Ensure funding is available for education, training and development 
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 Offer opportunities for education, training and development 
 Approve and monitor targets for appraisal compliance 

 
5.3 Responsibilities of Line Managers/Appraisers 

 
It is the responsibility of line managers/appraisers to: 
 
 Encourage and motivate staff to perform at work to provide the best possible service to 

the service users. 
 Ensure employees have been familiarised with the current Trust appraisal process 

before being appraised 
 Ensure they receive Trust appraisal / performance management training before 

appraising Trust employees 
 Ensure each employee has been signposted to where they can obtain Trust appraisal 

documentation 
 Ensure that each employee receives an annual Trust appraisal in a timely way and 

regularly continues to review performance throughout the year 
 Ensure that each appraisal is in-line with Trust standards 
 Help employees understand the link between the Trust’s vision, mission and strategic 

aims and individual performance 
 Ensure employees are trained, developed and supported in line with the study leave 

policy and local and corporate training plans 
 Ensure the annual appraisal is agreed and signed-off by both appraiser and appraisee 
 Ensure a completed copy of the appraisal is copied to the employee’s personal file in a 

timely way 
 Ensure the completed appraisal is centrally recorded on SharePoint in a timely way 

 
The Trust requires managers to commit to this policy and be accountable for ensuring the 
above responsibilities are carried out. 

 
5.4 Responsibilities of Employees 

 
It is the responsibility of each employee to: 

 
 To ensure they have read through the 'Appraisal Familiarisation Workbook for 

Employees' during their induction 
 Prepare in advance for and then to participate in an annual appraisal 
 Understand their own role and how this links with Trust, CSU, departmental, team 

objectives, standards and targets 
 Work in-line with the Knowledge and Skills Framework, the Barnsley Hospital NHS Trust 

values and behaviours and the NHS Leadership Framework 
 Maintain compliance with mandatory and statutory training in-line with their role and 

area of work in order that they are fit to practice 
 Recognise and take opportunities for self-development, actively seeking feedback from 

others and using it to improve performance 
 Reflect on learning experiences to allow knowledge and skills to be applied in the 

workplace 
 

5.5 Role of Trade Union Representatives 
 

 To support union members 
 To support the appraisal process. 
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 To act as quality assurance in respect of the withholding of incremental pay due to poor 
performance or where there is failure to agree performance objectives 

 To monitor and review the process in partnership with Human Resources 
 

5.6 Role of the Human Resource Department 
 

 To support line management / appraisers 
 To support the appraisal process 
 To provide appraisal / performance management  and equality training in conjunction 

with the Learning and Development Department 
 To act as quality assurance in respect of the withholding of incremental pay due to poor 

performance or where there is failure to agree performance objectives 
 To monitor and review the process in partnership with trade union representatives   

 
  

5.7 Directors and Clinical Directors 
 

 To ensure appraisal compliance and quality of performance management is achieved on 
a continuous basis 

 
6 Policy Review Date 
 

March 2015 
 
7 Link to Trust Policy and Documentation 
 
 Trust Policy 
 
 Capability Policy 
 Disciplinary Policy 
 Equality Human Rights Policy 
 Grievance Policy 

Induction Policy 
Special Leave Policy  

 Study leave Policy 
 TNA Policy 
 Trust Bank Employees Appraisal Policy 
 Raising Concerns Policy 
 
 Trust Documentation for Agenda for Change Employees 
 
 Guidance Notes for Appraisers 
 Appraisal Preparation and Meeting Form 
 Appraisal Familiarisation Workbook for Appraisees 
 Making Appraisal Meaningful Handbook 
 Objective and Standard Setting Toolkit 
 Objective and Standard Setting Forms 
 KSF Outlines (Bands 1 to 9) 
 Frameworks Reference Book 
 
 Internet Sites 
 
 Learning and Development Intranet Pages 
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 http://bdghnet/Departments/LandD/6497.html 
 

National Institute for Health and Care Excellence for Quality Standards 
http://www.nice.org.uk/guidance/qualitystandards/qualitystandards.jsp 

 
 NHS Careers  for Pay Scales 
 www.nhscareers.nhs.uk 
 
 NHS England for the 6Cs 
 http://www.england.nhs.uk/tag/6cs/ 
 
 The Leadership Academy for the Leadership Model 
 http://www.leadershipacademy.nhs.uk/discover/leadershipmodel/ 
 
8. EQIA 
 
 See Appendix ‘B’ 
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Appendix ‘A’ 
 
1 What is the Trust’s Appraisal Process? 
 

1.1 The Trust’s appraisal process is an ongoing cycle of discussion, planning, 
development / implementation and then review for employees against the demands 
of their post as detailed in their job description, KSF Core dimensions/indicators, 
Health and Wellbeing dimensions/indicators, Trust values and behaviours, the NHS 
Leadership Framework and objectives, standards and targets. 

 
2 When Should the Appraisal Process Commence? 
 

2.1 For new employees appraisal should begin after Induction has taken place.  It is 
particularly important for new employees to understand how their role fits in with the 
rest of the organization.  Further information and guidance on induction can be 
obtained by referring to the Trust Induction Policy and Induction Managers and 
Employees Guides. 

 
2.2 All Agenda for Change employees should read through the on-line 'Appraisal 

Familiarisation Workbook for Employees' during Induction and managers should 
ensure that employees are appreciative of the appraisal process and have 
completed the workbook.  The Learning and Development should then be informed 
when familiarisation training has taken place. All existing employees should ensure 
that they have read and understand the workbook.  

 
2.3 Every time an individual moves into a new post they should be offered support and 

development in the first year, as this is a crucial time for developing and applying 
knowledge and skills. 

 
3 Who Should Appraise? 
 

3.1 Line managers should consider who is best placed to appraise their direct reports. A 
cascade approach should help line managers not become overloaded.   All 
appraisers must have been trained prior to conducting appraisals in appraisal and 
equality and diversity. 

 
3.2 If the appraisee has not met their annual performance objectives or behaviour 

standards expected over the previous 12 months and it is expected that the 
appraisal meeting will involve a discussion about the withholding of a pay increment, 
then as a minimum, an appraiser on band 6 or above must undertake the appraisal 
meeting. 

 
4 Timing of Appraisals 
 
 4.1 Regular Reviews 
 

4.1.1 The management of performance/behaviour should be an on-going process i.e. 1 to 
1s taking place every month (or more often if the employee needs additional support 
and development) and an annual appraisal.  All appraisals must be undertaken 
between the 1st April and the 30th June each year, so that the setting of individual 
objectives is aligned to the Trust’s service objectives in the annual business plan. 

 
4.1.2 Preparation by the appraiser and appraisee for the annual appraisal meeting 

 

Appraisal Policy 
BHNFT ID:   GEN 6.61 Date: December 2013 
Sponsoring Director: Director of HR & OD 
 

10

should commence in a timely way, this is especially important if the appraisee is not 
currently meeting the performance or behaviour standards expected. 

 
 4.2 Failure to achieve performance objectives or behaviour standards 
 

4.2.1 For employees whose performance against objectives is currently giving cause for 
concern, as a minimum, a pre-meeting must take place 3 months in advance of 
the annual appraisal to highlight what the employee needs to do to bring their 
performance or behaviour in line with expected Trust standards.  Where 
underperformance against objectives and/or standards exists the employee should 
be made aware of the areas of concern as soon as this becomes evident, so that 
they are given every opportunity to improve within reason and their performance is 
managed and monitored on a continuous basis.  Evidence of underperformance 
against objectives and/or standards should be retained by the line manager until 
satisfactory achievement of objectives is attained. 

 
4.2.2   Where there is alleged under-performance against objectives, the line manager must 

inform the post holder in writing that there is a shortfall in achievement of objectives 
or standards of behaviour, at least 5 days prior to the meeting. 

 
4.2.3   When a meeting is held with a post holder to discuss under performance against 

objectives and/or standards then a written objectives action plan should be agreed 
between the post holder and the manager so that improvement and support or 
education, where appropriate and within reason, can be provided.  

 
4.2.2 If the appraisee has not been informed of performance or behaviour that is giving 

cause for concern and given at least 3 months notice to improve they will 
automatically receive the next pay increment on their pay band.  To note, it is a 
disciplinary offence for line managers to intentionally ignore the underperformance of 
direct reports. 

 
5 The Appraisal Meeting and Performance Evidence 
 

5.1 The appraisal meeting involves both appraisee and appraiser and should be held at 
a location that is both private and without distraction.  Furthermore, the appraisal 
meeting should be held at a mutually convenient time that also allows both parties 
sufficient time to prepare in advance. 

 
5.2 Appraisees should be allowed 1 hour of Trust time to prepare for their appraisal. 

 
5.3 The appraiser should ensure that the appraisee has access to the most up to date 

appraisal form and all related appraisal documentation (see Learning and 
Development Intranet pages). 

 
5.4 The appraisal meeting should involve consideration of information relating to the 

appraisee’s work performance.  This is referred to as ‘evidence’ of performance and 
whilst the following is not a complete list this can emanate from: 

 
 Verbal feedback from the appraisee, line manager or colleagues/customers 
 Written work produced by the appraisee 
 A record of completed work e.g. minutes / action notes from a meeting showing 

the appraisee’s contribution 
 The appraisee’s personal development portfolio containing items that they are 
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prepared to share, such as reflections on learning/practice 
 Patients / customer compliments or complaints 
 Datix incident report forms 

 
6. Performance Measurement 
 

6.1 The appraiser should initially take into consideration the experience obtained by the 
appraisee and then objectively and fairly measure the performance of each 
appraisee against the following on an annual basis: 

 
 NHS knowledge and skills framework     
 Trust values and behaviours 
 NHS leadership framework for supervisors/line managers 
 Annual performance objectives and standards 

 
Employees are also subject to being performance managed against the following 
and these have been successfully mapped against the frameworks listed above: 

 
 National Institute for Health and Care Excellence Quality Standard - QS15 

patient experience in adult NHS services 
 NHS England’s 6Cs (care, compassion, competence, communication, courage 

and commitment) 
 NHS Equality and Diversity Leadership Framework for supervisors/line 

managers 
 

6.2 Objectives and standards will be initially agreed for each employee upon being 
appointed and then reviewed continuously throughout the year at monthly 1 to 1s.  
These will be further reviewed as part of the annual appraisal. 

 
6.3 Job descriptions and KSF outlines, where appropriate, should be reviewed annually 

and amendments agreed by the line manager and employee to ensure that a clear 
understanding of the employee’s role is understood by both parties. 

 
7. Performance Related Incremental Pay Progression     
    

7.1 Employees are not automatically entitled to the next increment on their pay band.  
This will be aligned to their performance and behaviour against agreed objectives 
and Trust standards in the preceding 12 months, as assessed at their annual 
appraisal meeting.  It is very important to note that incremental pay progression is 
dependent upon achievement of performance objectives and behaviour standards as 
evidenced and assessed at the appraisal meeting. 

 
7.2 Where performance and behaviour is to the required level the employee will receive 

the next increment on their pay band until they reach the top of the band. 
 

7.3 Where performance or behaviour is not to the required standard, as evidenced by 
information such as that listed at Section 5.4, an employee’s incremental pay may 
be frozen by the appraiser until their standard of performance and behaviour is 
reviewed again at their next annual appraisal meeting and also subject to continuous 
performance management and monitoring.  All extenuating circumstances (see 
Section 9) will be taken into consideration. 

 
7.4 As a minimum if the following criteria is met the appraiser should take a 
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decision to withhold the employee’s pay increment: 
 

 Failure to comply with their mandatory training requirements where there is not 
reasonable explanation for this 

 Failure to maintain their professional registration and their criminal record re-
check where there is no reasonable explanation for this 

 Live disciplinary or capability warning issued in the previous appraisal review 
period, where there are still on-going performance or behaviour concerns relating 
to the live disciplinary or capability warning. 

 
7.5 Where performance or behaviour is inconsistent, for example an employee’s 

performance or behaviour improves and then returns to being below the standard 
required the appraiser may take the decision to freeze incremental pay within the 
one appraisal review period. 

 
7.6 For employees on bands 8C, 8D and 9 the last 2 pay points are annually earned.  

Consequently, underperformance in these bands can result in a decrease in pay. 
 

7.7 Every effort should be made by the appraiser and appraisee to ensure that 
differences of opinion are resolved during the appraisal process. 

 
8. Consistency Checking 
 

8.1 A consistency checking group consisting of a HR representative, a Learning and 
Development representative and a trade union representative will be set up.  The 
role of the group will be to review appraisers decisions to freeze an employee’s 
incremental pay due to underperformance against objectives or poor behaviour 
against standards and to review objective setting where there is failure to agree. 
This will ensure that decisions made within the Trust are implemented in an 
equitable, consistent and fair way. 

 
8.2 In these instances, the appraiser must refer a case to the consistency checking 

panel via the Human Resources department, within 7 calendar days of the appraisal 
meeting taking place. 

 
8.2 The group can made recommendations to the appraiser where appropriate but 

ultimately the pay decision rests with the appraiser and the objective setting rests 
with the appraiser and appraisee. 

 
8.3 The group will meet within 7 calendar days of receiving the referral, or as soon as 

practicably possible.  
 

8.4 As outlined in Section 9 all extenuating circumstances will be taken into 
consideration. 

 
9 Extenuating Circumstances 
 

9.1 Maternity Leave and Adoption Leave 
 

If an employee takes Maternity or Adoption Leave in the preceding 12 months the 
employee will receive the next incremental pay point on their pay band and not be 
penalised. 
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9.2 Special Leave 
 

As periods of leave under the Special Leave Policy are generally short, appraisers 
should ascertain whether incremental pay progression will occur during the absence, 
and then plan to undertake the appraisal before the leave occurs.  If this is not 
possible, it would be expected that (unless the employee is already subject to the 
Capability Policy) they would receive their increment, with a review date to be agreed 
on their return. 

 
9.3 Career Breaks 

 
During a career break, pay progression is frozen at the pay point reached on the last 
working day.  The employee therefore returns to work on the same pay point.  A 
review should take place within a few weeks of returning to identify their training, 
learning and development needs. 

 
9.4 Long Term Sickness Absence 

 
Where a period of long term sickness absence exists in the preceding 12 months the 
employee will receive the next incremental pay point on their pay band and not be 
penalised.  Either immediately before or at the time of returning to work, a supportive 
interview should be conducted.  Occupational Health advice as to the timescale for 
undertaking the next appraisal should be also obtained. 

 
In instances where: 

 
 The employee and line manager are both confident that performance is to the 

required standard, the appraisal can be held as soon as practicable. 
 

 The employee is not ready or does not feel ready and/or able to perform to the 
required standard, an appraisal should take place to identify what support and/or 
development they require to assist them in achieving the required standards.  In 
these circumstances, the employee must be given a reasonable length of time to 
reach the required standard, which does not place them under undue stress.  
These appraisals must be treated with the utmost sensitivity and support, to aid 
the employee towards a return to full capacity. 

 
These provisions will apply irrespective of whether the employee returns to work 
full time, or has a phased return. 

 
10 Right of Appeal 
 

10.1 A single right of appeal exists against an appraiser’s decision to withhold incremental 
pay due to poor performance or behaviour.  If an employee wishes to exercise 
his/her right to appeal this should be made in writing to the Director of HR/OD within 
21 calendar days of the decision reached.   

 
10.2 This right of appeal is to an independent Clinical Director or Corporate Director or 

equivalent, from another Clinical Business Unit, advised by a member of the Human 
Resources Department.   
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11 Personal Development Planning 

 
11.1 The production of the personal development plan (PDP) should be one of the 

outcomes of the appraisal meeting. The primary focus of the PDP is to enable 
employees to effectively meet the requirements of their current post.  It can also 
include development needs for progression to future posts either within the Trust or 
the wider NHS.  Line managers should aim to achieve a balance between the 
organisation’s needs and employee’s future aspirations. 

 
11.2 There needs to be commitment from both the line manager and the employee that 

the development plan will be achieved within the defined timescale and that 
adequate support / resources will be provided by the line manager in order to 
achieve this. 

 
11.3 Line managers should appreciate that employees learn and develop in different 

ways, therefore, when identifying training, learning and development needs the 
appraisee’s learning style needs to be thoroughly considered. 

 
11.4 As job roles and the organisation changes and develops, employees will need to 

acquire new skills and knowledge in order to meet the demands of working in the 
NHS.  Employees should then be encouraged to take the initiative to establish how 
they believe they can personally develop. 

 
11.5 Line managers should be fully committed to supporting individuals through the 

appraisal process and meeting their training, learning and development needs.  
Furthermore, there should always be a valid ‘business reason’ for employees 
undertaking further training, learning and development or alternatively the employee 
making a request for funding/study leave and this being declined. 

 
11.6 Line Managers should work in line with the study leave policy when supporting 

individuals to undertake training, learning and development. 
 
12  Centrally Recording Appraisal Completion 
 

12.1 The Learning and Development Department should be informed via the centrally 
recording appraisal record SharePoint form on the Trust intranet when an appraisal 
has been completed. 

 
The Learning and Development Administrative Team will update ESR. 

 
13 Further Guidance 
 

13.1 Further guidance on the appraisal process can be obtained by contacting the 
Learning and Development, or by accessing the Learning and Development intranet 
pages. 
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Appendix ‘B’ 
 
 
Equality Impact Analysis  
Template 
 

The purpose of Equality Analysis is to ensure that the Trust does not unwittingly discriminate 
against any groups recognised under the Equality Act 2010. These are: 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 the Trust eliminate 
unlawful discrimination, foster good relations between others and promote equality of opportunity in 
the take up of its services and employment practices. 

 
 
Division/Department 
 

 
Learning and Development 
Department 

 

 
Policy/Service 
 

 
Appraisal Policy 

 

 
Is this policy/service 
New/Existing 

 
Existing policy 

 

 
Name of Assessor(s) 
 

 
Julie Fellows, Learning and 
Development Officer 
 

 

 
Date of EqIA 
 

 
4th December 2013 
 

 

 
Aims/Objectives/ 
Purpose Of 
Policy/Service 
 

The purpose of this policy is to 
ensure that BHNFT has in place 
a robust appraisal process for 
Agenda for Change (AfC) 
employees that is both legally 
and ethically sound. 
 
To ensure all AfC employees 
are regularly performance 
managed. 

 

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

To provide all stakeholders with 
information on the BHNFT’s 
appraisal process for AfC 
employees.  To ensure the 
appraisal process is both 
transparent and links to 
selected NHS frameworks as 
outlined in the appraisal policy. 

 

 
Does this policy/service 
Affect patients or the 
workforce? 

All AfC BHNFT employees and 
their line managers/appraisers 
(excluding qualified and 
unqualified nursing bank 
employees). 
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What outcomes do you 
want to achieve from this 
process? 

 
To ensure that all AfC 
employees are efficiently and 
effectively performance 
managed enabling the Trust to 
deliver a cost effective and safe 
service for patients. 
 
To ensure the appraisal 
process for AfC employees is fit 
for purpose. 

 

 

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

Contribute Detract 
  

 
Completion of training / 
familiarisation for both appraiser and 
appraisee 
 
On-line information and 
documentation 
 
Providing on-line access to the policy 
and guidance for line-
managers/appraisers 
 
Line managers/appraisers 
undertaking regular 1 to 1s and 
annual appraisals plus ensuring 
these are qualitatively undertaken 
 
Trust management (HR/L&D) and 
trade unions working collaboratively 
on consistency of performance and 
behaviour standards 
 

 
Non-compliance with training /
familiarisation 
 
Line managers/appraisers not
accessing and following the  
appraisal policy and on-line appraisal
guidance notes 
 
Line managers not ensuring regular  
1 to 1s and annual appraisals take
place for direct reports 
 
Appraisals and/or 1 to 1s not being
undertaken in a qualitative way 

Are there any concerns 
that this service or policy 
could have a differential 
impact on or due to the 
following: 
 
 
 

                                   
Race                                      
                    
 
 

 
Yes/no 
 

What existing equality 
evidence either presumed or 
otherwise do you have for 
this response? 
 
All decisions linked to 
performance/behaviour and 
the witholding of incremental 
pay will be reviewed by a 
panel consisting of HR, L&D 
and the trade Unions) (this 
approach has been agreed 
with HR/L&D and the trade 
Unions) 
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 Age   
 

Yes/no 
 

All decisions linked to 
performance/behaviour and 
the witholding of incremental 
pay will be reviewed by a 
panel consisting of HR, L&D 
and the trade Unions) (this 
approach has been agreed 
with HR/L&D and the trade 
Unions) 
 

 Disability  
 

Yes/no
 

All decisions linked to 
performance/behaviour and 
the witholding of incremental 
pay will be reviewed by a 
panel consisting of HR, L&D 
and the trade Unions) (this 
approach has been agreed 
with HR/L&D and the trade 
Unions) 
 

 Gender Reassignment 
 

Yes/no 
 

All decisions linked to 
performance/behaviour and 
the witholding of incremental 
pay will be reviewed by a 
panel consisting of HR, L&D 
and the trade Unions) (this 
approach has been agreed 
with HR/L&D and the trade 
Unions) 
 

 Religion/Belief   
 

Yes/no 
 

All decisions linked to 
performance/behaviour and 
the witholding of incremental 
pay will be reviewed by a 
panel consisting of HR, L&D 
and the trade Unions) (this 
approach has been agreed 
with HR/L&D and the trade 
Unions) 
 

 Sexual Orientation  
 

Yes/no 
 

All decisions linked to 
performance/behaviour and 
the witholding of incremental 
pay will be reviewed by a 
panel consisting of HR, L&D 
and the trade Unions) (this 
approach has been agreed 
with HR/L&D and the trade 
Unions) 
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 Pregnancy Maternity 
 

Yes/no 
 

All decisions linked to 
performance/behaviour and 
the witholding of incremental 
pay will be reviewed by a 
panel consisting of HR, L&D 
and the trade Unions) (this 
approach has been agreed 
with HR/L&D and the trade 
Unions) 
 

 Marriage Civil Partnership 
 

Yes/no
 

All decisions linked to 
performance/behaviour and 
the witholding of incremental 
pay will be reviewed by a 
panel consisting of HR, L&D 
and the trade Unions) (this 
approach has been agreed 
with HR/L&D and the trade 
Unions) 
 

 Sex 
 

Yes/no 
  

All decisions linked to 
performance/behaviour and 
the witholding of incremental 
pay will be reviewed by a 
panel consisting of HR, L&D 
and the trade Unions) (this 
approach has been agreed 
with HR/L&D and the trade 
Unions) 
 

 Human Rights Yes/no 
 

All decisions linked to 
performance/behaviour and 
the witholding of incremental 
pay will be reviewed by a 
panel consisting of HR, L&D 
and the trade Unions) (this 
approach has been agreed 
with HR/L&D and the trade 
Unions) 
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If you have answered 
yes to any of the above, 
please describe or 
attach any evidence of 
action which will mitigate 
your EqIA and ensure 
your policy/service will 
be able to show: 
 Eliminate 
 discrimination 
 Promore equal 
 opportunities 
 Foster good relations 
 between others 
 

The appraisal familiarisation workbook for new AfC employees will continue 
to be downloaded from the Learning and Development Department intranet 
site by all new AfC employees during their induction period.  The location of 
the appraisal workbook will continue to be highlighted to new AfC employees 
during Corporate Induction by the Learning and Development Department. 
 
A yearly audit by the Learning and Development Department will ensure that 
all new AfC employees complete appraisal ‘training’. 
 
A yearly audit of appraisers who have undertaken an AfC appraisal will 
further take place by the Learning and Development Department to ensure 
that all appraisers have been trained by the Trust. 
 
Appraisal statistics for AfC employees will continue to be 
produced/distributed on a monthly basis by CSU/Director and cost centre.  
Areas of low compliance will be continuously targeted by the Learning and 
Development Department.  Compliance action plans will be put in place with 
Trust managers to raise compliance on an on-going basis. 
 
The Learning and Development Department will continue to inform line 
managers/appraisers during their appraisal training that all AfC employees 
must receive an annual appraisal and regular 1 to 1s (supervision).  This 
information will be included in the appraisers’ on-line guidance notes and the 
appraisal policy.  The importance of rigorously following the appraisal 
process will be highlighted to line managers/appraisers in their training. 
 
The appraisal policy and appraisal guidance notes will continue to be 
highlighted by the Learning and Development Department as being 
downloadable from the L&D intranet site at any time.  Line 
managers/appraisers will be informed of where to download this 
documentation from during their appraisal training course/session. 
 
The Learning and Development Department will undertake an yearly audit of 
the quality of 1 to 1s (supervision) and appraisals. 
 
To note, all of the above excludes qualified and unqualified bank nurses. 
 

Should the EqIA proceed 
to a full EqIA for the 
areas identified for 
attention? 

Yes No Comments 
 
  

Comments 
 
Send to: 
Equality and Diversity 
Advisor for signature and 
authorisation 
 

Beverley Powell 

Send to: 
Line Manager for 
signature and 
authorisation 
 

Lucy Harmer 
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Head of Department 
Responsible for policy or 
service 
 

Angela Earnshaw / Emma Lavery 

When is the next review (please note review should be immediate on any amendments to your 
policy etc) 
 
1 Year  
2 Year 
3 Year  

 
  



 
REF: 14/03/P-12 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 

 

BoD Mar 2014: 12_Governance review(i)  
 

SUBJECT: 
ANNUAL REVIEW OF COMPLIANCE WITH MONITOR’S CODE 
OF GOVERNANCE (the Code) AND THE QUALITY 
GOVERNANCE FRAMEWORK (QGF) 

DATE: MARCH 2014  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Gill Feerick, Head of Corporate Governance 
Carol Dudley, Secretary to Board 

SPONSORED BY: Heather McNair, Director of Nursing & Quality 
PRESENTED BY: Heather McNair, Director of Nursing & Quality 
STRATEGIC CONTEXT 2-3 sentences 

Good, effective corporate and clinical governance 

QUESTION(S) ADDRESSED IN THIS REPORT  

Is the Trust compliant with the Code? 
Where the Trust is not compliant, is there a clear explanation for divergence? 
 
Does the Board agree with the Trust’s self assessment against Monitor’s QCF? 
Has the Trust identified actions where improvements are required? 

CONCLUSION AND RECOMMENDATION(S)  

To date, four exceptions have been identified against the Code, with clear rationales provided.  
The Board is asked to review and endorse its position against each of the principles and 
provisions of the revised Code issued by Monitor in December 2013, as outlined in the attached 
checklist.  The agreed position will be reflected in the Trust’s Annual Report & Accounts. 
The Board is also recommended to refer this report to the Audit Committee for further 
assurance. 
The Trust’s self-assessment against the QGF is outlined in the attached report.  The Board is 
asked to review and endorse the findings of the self-assessment and note and support the 
proposed development actions.  
 



  
BoD Mar 2014: 12_Governance review(i) 

 

REFERENCE/CHECKLIST 

• Which business plan 
objective(s) does this report 
relate to? 

 

• Has this report considered the 
following stakeholders? 

Patients
 

BCCG
 

Other
 

Staff
 

BMBC
 

Please state: 

Governors
 

Monitor
 

 

• Has this report reviewed the 
Trust’s compliance with: 

Regulators (eg Monitor / CQC)
 

Legal requirements (Acts, HSE, NHS Constitution etc)
 

Equality, Diversity & Human Rights
 

The Trust's sustainability strategy
 

• Is this report 
supported by a 
communications 
plan? 

Yes
 

Not applicable
 

To be developed
 

• Has this report  
(in draft or during 
development) been 
reviewed by any 
Board or Executive 
committees within the 
Trust? 

CGC
 

NCGRC
 

Audit Committee
 

Finance Commitee
 

ET
 

• Where applicable, briefly 
identify risk issues (including 
any reputation) and cross 
reference to risk register and  
governance committees 

 

• Where applicable, state 
resource requirements: 

Finance:  
Other:  

 
 

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 

 

The Board will also have regard to the Trust’s core vision statement:  
“Barnsley Hospital: Providing the best healthcare for all”  
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Subject: CODE OF GOVERNANCE AND QUALITY 
GOVERNANCE FRAMEWORK Ref: 14/03/P-12 

 
1. STRATEGIC CONTEXT  

1.1.  As outlined by Monitor, the main aim of both the Code of Governance (the Code) and 
the Quality Governance Framework (QGF) is to bring together the best practices of 
the public and private sector in order to help NHS foundation trusts maintain good 
quality clinical and corporate governance.   

1.2. Each foundation trust’s (FTs) declaration against the Code gives an indication of its 
adherence to recognised good practice for corporate governance or the opportunity to 
give assurance on any alternative routes followed where applicable. 

1.3. Whilst licenced FTs are not formally required to undertake a full QGF assessment (it 
is aimed at aspirant trusts), they are expected to set out in their annual reports how 
they have had regard to it in arriving at their overall evaluation of the organisation’s 
performance, internal control and board assurance framework and a summary of 
action plans to improve the governance of quality. 

 
2. INTRODUCTION  

2.1 As foreseen last year, the Code changed considerably in the latest review (December 
2013) to reflect Monitor’s new role and the new duties for governors and boards of 
NHS foundation trusts as set out in the 2012 Health and Social Care Act (the 2012 
Act). 

2.2 In readiness for this, the Board had requested the Code of Governance and Quality 
Governance Framework to be referred to and reviewed at a Board workshop in 2013.  
Largely due changes in personnel in the intervening period, this has not happened 
but desk top reviews have been carried out for both documents. 

3. QUALITY GOVERNANCE FRAMEWORK 

3.1 The Quality Governance Framework is an assessment tool for Boards to review their 
governance arrangements to ensure essential levels of quality and safety are met and 
to drive forward continuous improvement. The framework sets out 10 key questions 
underpinning four categories of quality governance. 

3.2 Monitor defines Quality Governance as “the combination of structures and processes 
at and below board level to lead on trust-wide quality performance including: 

• ensuring required standards are achieved; 

• investigating and taking action on sub-standard performance; 

• planning and driving continuous improvement; 

• identifying, sharing and ensuring delivery of best-practice; and  

• identifying and managing risks to quality of care”.    

3.3 Whilst undertaking the 2013/14 self assessment the Trust adopted Monitor’s 
authorisation criteria when reviewing the overall assessment of the Trust’s Quality 
Governance, ie to be authorised an applicant must demonstrate a Quality 
Governance Score of less than 4 with an overriding rule that none of the 4 categories 
of Quality Governance can be entirely Amber/Red rated. 
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3.4 Although the self assessment met the criteria for achieving Monitor’s authorisation, 
the review process did identify a number of shortfalls that require further work to 
further strengthen the Trust’s quality governance. 

3.5 The 2013/14 Quality Governance Framework self assessment (Appendix 1) identifies 
development actions for 2014/15. 

4. CODE OF GOVERNANCE 
4.1 Changes  

An overview of the main changes to the Code is provided at the front of the attached 
checklist, which also provides an overview of the Trust’s responses for 2013/14 
against the revised Code. 

4.2 Comply or Explain  
Reporting against the Code continues to be on a “comply or explain” basis. Monitor 
states that, “To meet the requirements of ‘comply or explain’ each trust must comply 
with each of the provisions of the code (which in some cases will require a statement 
or information to be required in the annual report” or, where appropriate explain in 
each case why the trust has departed from the Code.” 

4.3 Non-compliance with provisions of the Code does not necessarily represent a breach 
against the provider licence conditions; non-compliance with the statutory 
requirements highlighted in the Code would constitute a breach against the licence. 

4.4 The Trust has declared non-compliance with 1-2 provisions in the past but bearing in 
mind that the revised Code only came into effect in January, a slightly higher number 
has been identified for 2013/14.  Monitor has acknowledged this likelihood and trusts 
have the option to ‘explain’ non-compliance in the case of provisions that are new and 
cannot be applied retrospectively. 

4.5 Some items currently identified as exceptions could be redressed before the year end 
if the Board so chooses.  Identified exceptions to date are highlighted yellow in the 
attached checklist, namely: 
• B.2.4 – Chair of Nominations Committee for non-executive appointments 
• B.4.2 – Chair to review training and development needs with each director 

     (including executive directors) 
• B.7.1 – Appointment terms for non-executive directors 
• C.3.2 – Consultation re TOR for Audit Committee  

 
 
  
 
 
 
 
Appendices: 

• Appendix 1 – Quality Governance Framework self-assessment 

• Appendix 2 – Code of Governance assessment/checklist 
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Monitor’s Quality Governance Framework 

The table below gives an overview of the 10 domains within the framework:  
 

Strategy Capabilities and Culture Processes and 
Structures 

Measurement 

1A Does quality drive the 
Trusts Strategy 
 
 
1B Is the Board sufficiently 
aware of potential risks to 
quality? 

2A Does the Board have the 
necessary leadership, skills 
and knowledge to ensure 
delivery of the quality 
agenda? 
 
 
2B Does the Board promote 
a quality‐focused culture 
throughout the Trust? 
 

3A Are there clear roles and 
accountabilities in relation 
to quality governance? 
 
 
3B Are there clearly defined, 
well understood processes 
for escalating and resolving 
issues and managing quality 
performance? 
 
 
3C Does the Board actively 
engage patients, staff and 
other key stakeholder  
 

4A Is appropriate quality 
information being analysed 
and challenged? 
 
 
4B Is the Board assured of 
the robustness of the 
quality information? 
 
 
4C Is quality information 
used effectively? 
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How to Risk and Score the Self Assessment 

Risk Rating Scoring Definition Evidence 
Green  
 

 

0.0 Meets or exceeds 
expectations 

Many elements of good 
practice and there are no 
major omissions 

Amber/Green  
  

 

0.5 Partially expectations but 
confident in management's 
capacity to deliver green 
performance within a 
reasonable timeframe 

Some elements of good 
practice, has no major 
omissions and robust action 
plans to address perceived 
shortfalls with proven track 
record of delivery 

Amber/Red 
  

 

1.0 Partially meets expectations 
but with some concerns on 
capacity to deliver within a 
reasonable timeframe 

Some elements of good 
practice, has no major 
omissions. Action plans to 
address perceived shortfalls 
are in early stage of 
development with limited 
evidence of track record of 
delivery 

Red  
 

 

4.0 Does not meet expectations Major omission in Quality 
Governance identified. 
Significant volume of action 
plans required and concerns 
on management capacity to 
deliver record of delivery 
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The Board should look to identify on a regular basis how quality drives the overall Trust strategy. Systematic processes should be in place to create a strategy 
that the whole Trust can sign up to. Once identified, and implemented, the Board needs to receive assurance that the processes are working. Quality goals 
should be consistently consulted on and effectively communicated across the Trust and wider stakeholder group. 
1. Strategy 
1A. Does Quality Drive the Trust Strategy? 
Monitor examples of good practice Trust Processes Development Actions 
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 

• Overall trust-wide quality goals link 
directly to goals in divisions/services 

• 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. The board 
regularly tracks performance relative to 
quality goals. 
 

• Quality being at the heart of all care provided at 
BHNFT, the Trust has undertaken a consultation 
exercise with key internal and external 
stakeholders to establish the Quality goals for the 
organisation and to determine the quality priorities 
and initiatives which will form the context for the 
Trust wide Quality Strategy. 

• The Quality Strategy will form the framework for 
the delivery of the Trusts quality goals over the 
next 3-5 years ensuring that all quality goals and 
priorities have clear targets, recording metrics and 
actions to achieve the identified improvements. 

• The 2012/13 Annual Quality Accounts identified 
three quality priority areas for 2013/14; these 
priorities were developed around national themes 
and priorities, but were finalised through 
consultation with patients, staff and local 
stakeholders. The Trusts commitment in ensuring 
the delivery of these priorities has been the driving 
force in meeting the quality agenda of the 
organisation. 

• The quality priorities for 2013/14 have been 
monitored both at local CSU level and at 
corporate level. 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. 

• Develop, ratify and implement the Trust wide 
Quality Strategy by 1st April 2014. 

• Consistent monthly performance reporting at 
Clinical Business Units against the quality goals 
and priorities set for 2014/15; in line with the Trust 
Quality Strategy. 

• Track ongoing quality performance and work to 
drive up improvement relative to the agreed 
quality goals and priorities;  Develop and 
implement a quality dashboard for Clinical 
Business units and the Board which picks up the 
main aspects of quality relevant to the Quality 
Strategy. 

• Analysis of the organisation’s performance on the 
agreed quality goals and priorities, benchmarked 
against national comparisons and against the 
organisation’s improvement performance over 
time, leading to the identification of possible 
priorities for quality improvement. 

• Periodic and systematic review of the Quality 
Strategy ensuring that it is revised and refreshed 
as opportunities and challenges change and to be 
certain that the Quality Strategy is seen by all as a 
living document that is continuously monitored by 
the Board. 
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• The Trust’s Quality, Safety Improvement and 
Effectiveness Board review a Trust wide Quality 
and Safety Assurance Report on a monthly basis 
providing the basis for reporting of assurances to 
the Clinical Governance Committee and the Non 
Clinical Governance Committee.  

• 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 
relevant internal and external stakeholders for 
comments prior to its publication. 

Conclusion for 1A: 0.5 
  

 
The Board should look to monitor and understand current and future risks to quality and take steps to address these. This should include maintaining 
oversight of risks to compliance with essential standards of quality and safety, regular review of risks and evidence of action to identify underlying issues from 
which the trust learns. The risk register should be supported and fed by quality issues captured in directorate/service risk registers, and linkages should be 
clear.  
1. Strategy 
1B. Is the Board Sufficiently Aware of Risks to Quality? 
Monitor examples of good practice Trust Processes Development Actions 
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, policy change, 
funding etc) 
There is clear evidence of action to mitigate 
risks to quality. 

• 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. 

• The Trust’s Red Risks are reviewed by the 
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. 

• 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 agreed 

• Review the format of the Trusts BAF and 
Corporate Risk Register. 

• Improve the process for ensuring the Board 
maintains an oversight of risks to compliance with 
essential standards of quality and safety. 

• Ensure regular review of risk estimates contained 
in CQC Intelligence Monitoring Reports and the 
Acute Trust Quality Dashboard. 

• Initiate monthly Governance meetings. 
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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 

• Internal and external benchmarking of 
relevant operational efficiency metrics 
(of which nurse/bed ratio, average 
length of stay, bed occupancy etc are 
examples which can be markers of 
quality) 

• Historical evidence illustrating prior 
experience in making operational 
changes without negatively impacting 
quality. 

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 front-line staff concerns, 
including defined whistleblower policy. 
Initiatives’ impact on quality is monitored on 
an on-going basis (post-implementation). 
Key measures of quality and early warning 
indicators identified for each initiative. 
Quality measures monitored for before and 
after implementation. Mitigating action 
taken where necessary. 

guidance, directly correlating to the assessment of 
the risk severity. 

• All cost improvement and productivity changes are 
clinically assessed by the Medical Director and 
Director of Nursing and Quality 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. 

• 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 
clinicians, led by Clinical Directors. 

• 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.  

• Monthly review of all Complaints and Serious 
Incidents to ensure organisational learning and 
improvement 

• Board reviewing the learning from complaints 
following an Ombudsman investigation 

Conclusion for 1B: 0.5 
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The culture of a Trust and the commitment to quality of all members of staff is a crucial determinant of quality performance. Boards have a key role in 
fostering this culture through their own focus on quality issues and through bringing the knowledge and skills needed to provide an informed challenge to the 
Trust. The Board needs to see the full quality picture. Indicators presented to evidence performance need to be comprehensive with any gaps clearly flagged. 
The quality of data should be understood with that data used to challenge performance on an ongoing and consistent basis. 
2. Capabilities and Culture 
2A. Does the Board have the necessary leadership, skills and knowledge to ensure delivery of the quality agenda? 
 
Monitor examples of good practice Trust Processes Development Actions 
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 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 trust’s 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 

• The Trust’s Governance and Assurance 
Framework is jointly led by Non Executive and 
Executive Directors. The Board receives 
assurance through four Board Committees: 
Clinical Governance Committee; Non Clinical 
Governance Committee; Finance Committee; 
Audit Committee. 

• All Committees are chaired by a Non Executive 
Directors 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 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 (Executive and Non Executive) 
involved in Quality and Safety Assurance Visits 
throughout the year. 

• Annual risk management training for Board 
members. 

• A full schedule of Board development and time out 
sessions are mapped through the year to address 
specific issues and continually improve the 
effectiveness of the Board. 

• Compliance with NICE guidance is monitored 
through the Quality, Safety, Improvement and 

• Use quality data to ensure that quality 
performance is subject to rigorous Board 
challenge on a consistent basis; undertake a 
regular cycle of review of more detailed indicators 
in specific clinical areas; routine request for 
exception reporting of lower level indicators where 
they give rise to concern. 
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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. 
Board members have attended training 
sessions covering the core elements of 
quality governance and continuous 
improvement. 
 

Effectiveness Board. Exceptions regarding 
compliance to national standards are reported to 
the Clinical Governance Committee and the Board 

Conclusion for 2A: 0.0 
 

 
The Board needs to demonstrate an active leadership role on quality. This includes the articulation of an organisational vision and set of values; structured 
walk rounds by Board members; visible Board leadership of specific quality initiatives; positive feedback to staff; the integration of a range of patient feedback 
into key performance indicators; the building of quality objectives and impact statements into all business development plans; and taking a structured 
approach across the organisation to raising awareness of what is required to achieve compliance with essential standards of safety and quality and to embed 
this with staff. 
2. Capabilities and Culture 
2B. Does the Board promote a quality-focused culture throughout the Trust? 
 
Monitor examples of good practice Trust Processes Development Actions 
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 

• Nominated Executive lead for Quality. 
• Board membership of all Governance and 

Assurance Committees. 
• Board involvement in Quality and Safety 

Assurance Visits. 
• Board receipt and review of high profile reports, 

inquiries and enquiries with the development and 
agreement  of action plans to ensure that  learning 
from such events is incorporated as part of Trusts 

• Improve processes from learning from our errors, 
omissions and mistakes; SI, complaints, claims, 
inquests, mortality. Introduce Patient Safety led 
group where detailed and open analysis of patient 
safety incidents take place; where implementation 
of patients safety initiatives and improvements are 
monitored 

• Improved discussion at Board level of patient 
safety and quality matters. Board detailed review 
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delivery of quality improvement initiatives 
(e.g. some initiatives led personally by 
some board members) 
The board encourages staff empowerment 
on quality 
Staff are encouraged to participate in 
quality/continuous improvement training 
and development. 
Staff feel comfortable reporting harm and 
errors (these are seen as a 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 
newsletter, intranet, notice boards) 
regularly feature articles on quality. 
 
 
 
 
 
 
 
 

quality agenda. 
• Full trust wide implementation of electronic 

incident reporting system (DATIX). 
• A culture of openness and transparency to 

support learning and improvement from adverse 
incidents and outcomes. 

• 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 Risky Business 
newsletter, SI Lessons Bulletins. 

• Regular review at Board level of patient and staff 
feedback. 

• Nominated Executive Lead for Patient Experience 
(including the responsibility for overseeing the 
management of complaints). 

• Ensuring an open and transparent approach in 
communicating with patients and the general 
public when things go wrong. 

• Patient Story at each Board meeting. 
• Well sign-posted systems for the raising of staff 

concerns and patient complaints. 
• Regular publication of reports to the board on the 

results of clinical audits, and analysis of patient 
safety incidents and action taken. 

• Regular publication of reports to the board on the 
number/type of complaints, including detailed 
analyses of any areas where a rise or particularly 
high rate of complaints has been experienced, the 
number referred to the Ombudsman, the number 
that were upheld and any individual and systemic 
remedies provided. 

of incidents, SIs, complaints, claims, mortality. 
• To implement of greater level of candour when 

things have gone wrong ensuring lessons learnt 
and changes in practice are shared and 
communicated with all relevant parties in a timely 
manner in line with the Trusts Being Open Policy 

 

Conclusion for 2B: 0.0 
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Whilst capability and culture will underpin the successful implementation of a quality strategy, structures and processes make sure it happens and it is 
embedded throughout the Trust. Without effective processes and structures that are recognised, understood and owned by Board members and staff, it will 
be impossible for the Trust to successfully govern for quality. 
The responsibilities of different levels of management need to be clearly defined with relevant processes and structures to support this. Quality should receive 
effective coverage both in Board meetings and in relevant committees/subcommittees below and at Board level. All Board members must recognise that they 
are accountable jointly and severally for all aspects of governance. 
3. Structure and Processes 
3A. Are there clear roles and accountabilities in relation to quality governance? 
 
Monitor examples of good practice Trust Processes Development Actions 
Each and every board member 
understands 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. 
 
 
 

• 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. 

• The Governance Board sub-committees have 
detailed discussions on quality and risks to patient 
safety at each of their bi-monthly meetings. 

• Non Executive involvement in Quality and Safety 
Assurance Visits. 

 

Conclusion for 3A: 0.0 
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The Trust needs to make effective use of processes already in place to identify opportunities for quality improvement. The Board need to point towards 
examples of where these processes have resulted in demonstrable improvements. Processes already in place should include clinical audit, appraisals, CPD, 
risk assessment processes, capture of patient and staff feedback. 
3. Structure and Processes 
3B. Are there clearly defined, well understood processes for escalating and resolving issues and managing performance?  
 
Monitor examples of good practice Trust Processes Development Actions 
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 

• Quality and risk issues discussed at the Board sub-
committees have a clear process for escalation 
through to Board. 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:  

o Serious incidents and Never events 
o Provision of  single sex accommodation 
o Infection rates 
o Patient falls 
o Medication errors 
o Pressure ulcers 
o Quality Account targets 
o National and Local CQUIN performance 
o Patient experience measures 
o 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 sub-committees 

• Quality performance is managed through QSIEB 
which reports directly to the Board through the 
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• Action plans completed from audit 
• Re-audits undertaken to assess 

improvement 
A ‘whistleblower’/error reporting process 
is defined and 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. 

Integrated Performance Report. 
• Policies for staff to escalate concerns are 

accessible through the policy warehouse on the 
hospital intranet. 

• Positive feedback from Information Commissioners 
Audit (July 2013). 

Conclusion for 3B: 0.0 
 

 
Good quality governance would allow patients, carers, patient and carer organisations, staff, including governors, local authorities and the wider community to 
continually input in defining the quality strategy, monitoring outcomes and developing plans for quality improvement. Common mechanisms through which this 
is completed includes: 
• Ensuring full involvement of representatives of patients, staff and the wider community in developing and refreshing the quality strategy; 
• Involving patients, carers and staff in all service and process design; 
• Ensuring that all information on quality and process outcomes are made public without delay and are accessible to patients, staff and the wider 

community; and 
• Ensuring that patients and carers know how to give feedback, and are appropriately supported to do so. 
3. Structure and Processes 
3C. Does the board actively engage patients, staff and other key stakeholders on quality? 
 
Monitor examples of good practice Trust Processes Development Actions 
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 

• All patient feedback is reviewed on 

• Full involvement of patients, carers, patient and 
carer organisations, staff, including governors, local 
authorities and the wider community in defining the 
quality strategy and developing plans for quality 
improvement. 

• Involvement of patients, carers and staff in all 
service and process redesign. 

• Patient and Governor involvement in Quality and 
Safety Assurance Visits. 

• Quarterly Patient Experience Report received by 

• Full involvement of patients, carers, patient and 
carer organisations, staff, including governors, local 
authorities and the wider community in monitoring 
quality related outcomes.  

• Have processes in place to ensure that all 
information on quality and process outcomes are 
made public without delay and are accessible to 
patients, staff and the wider community. 

• Further involvement of patients as members of 
Trust Committees/Groups. 
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an ongoing basis, with summary 
reports reviewed regularly and 
intelligently by 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 

Patient Experience Board, QSIEB, Clinical 
Governance Committee and the Board. 

• 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. 

• Trust wide implementation of the National Staff 
Satisfaction Survey.  

 

• Develop e-based learning package focused on local 
level management of patient feedback, concerns, 
and complaints. 

• Introduce and implement process for obtaining 
feedback from volunteers. 

• Introduce and implement process for obtaining 
feedback from ‘staff as patients’.  To be 
incorporated into Quarterly Interim Staff Survey 
Process. 

• Involve volunteers in wider 
consultation/developmental workshops on matters 
pertaining to the care of patients and provision of 
services. 

• To sign up to and implement the Speak Out Safely 
Campaign. 

• Implement a patient telephone help line 
encouraging feedback from patients and promoting 
a culture of openness. 
 

Conclusion for 3C: 0.5 
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Measurement to support quality improvement should underpin the quality governance approach. Boards should look to ensure they have the capability 
internally to do the work of analysis, benchmarking, presenting good, clear reports and that the capability they have is serving the functions that are most 
needed. 
 
The Board requires assurance that the information they receive represents a comprehensive picture. Where information is chosen NOT to be considered, the 
Board should be aware of the risks associated with this. On a regular basis performance should be tracked against relevant national standards, peer 
organisations and the Trust’s own track record. 
4. Measurement 
4A. Is appropriate quality information being analysed and challenged? 
 
Monitor examples of good practice 

 
Trust Processes 

 
Development Actions 

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) 

• Monitor’s 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 has a clear Integrated Performance 
Dashboard report presented to each meeting; the 
dashboard contains four key sections; 
o Service and Contract Performance – this 

includes all the national priority indicators, 
contractual and regulatory requirements. 

o Quality – sections included are described at 
section 3b. 

o Financial performance – incorporating the 
Trust’s financial risk rating and performance 
against contractual income, efficiency 
programmes, pay, cash flow, and capital. 

o Workforce – This section covers performance 
against sickness absence rates, staff turnover, 
and mandatory training and appraisal 
compliance. 

• 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 

• Analysis of the organisation’s performance on the 
agreed quality goals and priorities, benchmarked 
against national comparisons and against the 
organisation’s improvement performance over time, 
leading to the identification of possible priorities for 
quality improvement. 

• Ensure access to relevant information for 
benchmarking the Trusts performance against: 
o relevant national services 
o peer organisations 
o Trusts track record 

• Ensure the Board receives qualitative information 
from staff and patients, as well as quantitative data 
from systems. 

• Continue to amend the performance dashboard to 
reflect new areas of local and national concern. 
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The board is able to justify the selected 
metrics as being: 
• Linked to trust’s 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 service lines. 
Quality information is analysed and 
challenged at the individual consultant 
level. 
The dashboard is frequently reviewed 
and updated to maximise effectiveness 
of decisions; and in areas lacking useful 
metrics, the board commits time and 
resources to developing new metrics. 

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. 

• Analysis of hospital mortality data as set out in the 
National Review of Hospital Standardised Mortality 
Ratios. 

• Analysis of local mortality data, and mortality 
outliers relating to a range of conditions and 
admission types. 

Conclusion for 4A: 0.5 
  

 
The Board should be continually assured with regards to ongoing information, accuracy, validity, timeliness and comprehensiveness. An array of tools can be 
used to provide this assurance including external good practice in clinical record keeping, audit and coding accuracy, analysis of outliers and data quality 
indicators 
 
4. Measurement 
4B. Is the Board assured of the robustness of the quality of information? 
 
Monitor examples of good practice 

 
Trust Processes 

 
Development Actions 

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 

• Each CSU has a local governance structure in 
place where clinical governance and quality 
should drive the CSU governance agenda.   

• Clinical Audit program is driven by National 
Audits, additional audits identified based on 
regional and local CSU priorities or from 
intelligence gathered from Incidents, SIs. 

• Redefine local governance structures for CSUs when 
moving into new CBU structure from April 2014. 

• Terms of reference for each Clinical Business Unit 
Governance meeting; defining governance 
arrangements and assurance on quality of 
performance/quality data 

• Improve the availability of timely information for the 
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assures the board of the quality of 
data 

• Clinical audit programmes is driven 
by national audits, 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 coding concerns 
with coding accuracy performance 

• Audits include formal action plans and monitored 
either at corporate or CSU level. 

• Re-audits are scheduled to evidence the required 
improvement. 

• Clinical Audit and Effectiveness Team provides 
exception reports to QSIEB monthly to highlight 
actions/recommendations arising from audits that 
have not been delivered. 

population of quality/performance dashboards/reports 
and the timeliness review of these by relevant 
Boards/Committees/Trust Board. 

• Improve ownership of the data and assurance 
responsibilities. 
 

Conclusion for 4B: 0.5 

  

 
4. Measurement 
4C. Is quality information being used effectively? 
 
 
Monitor examples of good practice 

 
Monitor examples of good practice 

 
Monitor examples of good practice 
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Information in Quality Reports is 
displayed clearly and consistently. 
Information is compared with target 
levels of performance (in conjunction 
with RAG 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. 

• The quality priorities for 2013/14 have been 
monitored both at local CSU level and at corporate 
level. 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 
and Safety Assurance Report on a monthly basis 
providing the basis for reporting of assurances to 
the Clinical Governance Committee and the Non 
Clinical Governance Committee. 

• Consistent monthly performance reporting at Clinical 
Business Units against the quality goals and 
priorities set for 2014/15; in line with the Trust 
Quality Strategy. 

• Track ongoing quality performance and work to drive 
up improvement relative to the agreed quality goals 
and priorities;  Develop and implement a quality 
dashboard for Clinical Business Units and the Board 
which picks up the main aspects of quality relevant 
to the Quality Strategy. 

• Analysis of the organisation’s performance on the 
agreed quality goals and priorities, benchmarked 
against national/international comparisons and 
against the organisation’s improvement performance 
over time, leading to the identification of possible 
priorities for quality improvement. 

• Improve the interpretation of quality data. 
• Improve the availability of timely information for the 

population of quality/performance 
dashboards/reports and the timeliness review of 
these by relevant Boards/Committees/Trust Board. 

• Data reports need to be more responsive and 
immediate to allow real time assessment. 

• Publicise and communicate Business Clinical Unit 
quality reports down to individual speciality service 
lines to ensure ownership of the data and focus 
clinicians on areas where quality improvement is 
needed. 

Conclusion for 4C. 1.0 
  

 

Total Self Assessment Score: 3.5 
 



CHECKLIST OF CODE OF GOVERNANCE FOR 2013/14 

1. CHANGES  

1.1. To assist with the year on year comparison, textual changes to the Code and the Board’s 
proposed responses are shown in red in the checklist attached.  Monitor has also changed 
the order and combination of some of the principles and provisions but these aspects have 
not been included in the checklist as it would become too complicated to read. 

1.2. Prior to publication of the new Code at the end of 2013, Monitor carried out extensive 
consultation and made the following changes in response to feedback received: 

1.2.1. reporting is now only required on how principles are applied in cases of non-
compliance (previously reporting was required on all principles)  
NB: to enable year on year comparison for the Board, all principles and provisions 

are included in the attached checklist, in line with previous requirements of the 
internal audits and Audit Committee. 

1.2.2. Instead of the extensive number of separate disclosures previously required, where 
information would be included elsewhere in the annual report, foundation trusts need 
only reference the location of that information rather than duplicate it – but a 
complete set of disclosures, per Schedule A of the Code, should be included within 
the annual report (with cross reference as applicable).   

1.2.3. Schedule A itself is split into several categories:  
i)  Statutory requirements – these supersede the ‘comply or explain’ 

requirements of the Code and there is no need to report on these provisions.  
For ease of reference, and to meet previous recommendations of the Trust’s 
internal auditors, statements of “comply or explain” have been included in the 
attached checklist against these requirements as well as the provisions. 

ii)  Provisions requiring a supporting explanation – even where a trust is 
compliant  

iii) Provisions that require supporting information to be made publically 
available   

iv) Provisions  that require supporting information to be made available to the 
governors – namely provision B.7.1 

v)  Provisions that require supporting information to be made available to 
members – provision B.7.2 refers 

vi) Basic comply or explain requirements against all other provisions – ie 
statements ONLY required in the annual report where a trust has departed from 
the Code. 

1.2.4. Some provisions feature in more than one category. 

2. MONITOR COMMENT 

2.1. In its introduction to the new Code, Monitor has highlighted two key changes: 

2.1.1. the requirement for all members of audit committees to be independent non- 
executive directors (see section C.3.1) 

2.1.2. the application of the Code from 1st January 2014 – which means that FTs are 
required to report against the revised Code for 2013/14 and ‘explain’ non-
compliance for provisions that are new and cannot be applied retrospectively 
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REVIEW OF ALL PRINCIPLES AND CODE PROVISIONS UNDER THE NHS FOUNDATION TRUST CODE OF GOVERNANCE  
(Monitor, December 2013) 

SECTION A – LEADERSHIP 
 

PRINCIPLE  -  A.1: THE BOARD OF DIRECTORS 
Main principle 
A.1.a 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.  
A.1.b The general duty of the board of directors, and of each director individually, is to act with a view to promoting the success of the organisation so as to maximise the 

benefits for the members of the trust as a whole and for the public. 
Supporting Principles 
• The board of directors’ role is to provide active entrepreneurial 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 licence, its constitution, mandatory guidance 

issued by Monitor, relevant statutory requirements and contractual obligations.  
• The board of directors should develop and articulate a clear “vision” for the trust.  This should be a formally agreed statement of the organisation’s purpose and intended 

outcomes which can be used as a basis for the organisation’s overall strategy planning and other decisions. 
• The board of directors should set the NHS foundation trust’s strategic aims at least annually, taking into consideration the views of the council 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, NHS England, 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 and avoid conflicts of interest.  
• All members of the board of 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, all directors non-executive directors have a particular duty to ensure appropriate challenge is made.  In particular, 
non-executive directors should scrutinise the performance of the executive management in meeting agreed goals and objectives, receive adequate information and 
monitor the reporting of performance. They should satisfy themselves as to the integrity of financial, clinical and other information, and make sure 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. 
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CODE PROVISION 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 its 
decision by the board of directors. The schedule of 
matters reserved for the board of directors should be 
complemented with include a clear statement detailing 
the roles and responsibilities of the council of governors 
(as described in Section B.1.4). There should also be a 
statement explaining  This statement should also 
describe how any disagreements between the council of 
governors and the board of directors will be resolved. 
The annual report should include a this schedule of 
matters or a summary statement of how the board of 
directors and the council of governors operate, including 
a high-level statement of which a summary of the types 
of decisions are to be taken by each of the boards and 
which decisions are to be delegated to the executive 
management by of the board of directors. The 
developmental nature of the board of governors’ role 
would suggest that any agreements These 
arrangements should be kept under review at least 
annually. as the role evolves. 

Specific statement required 

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 2012/13 ARA included a clear statement on 
each of the requisite points.: 

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. 
(Latest review of the Constitution 
was completed in June 2013 and 
approved by both the Board of 
Directors and Council of 
Governors, approved by Monitor 
December 2012 – available on 
the Trust’s and Monitor’s website) 

Governors’ Code of Conduct 
(reviewed February 2014 – 
available in Council of Governors’ 
meeting papers online) 

 

http://www.barnsleyhospital.nhs.uk/
http://www.monitor-nhsft.gov.uk/
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CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents 

A.1.2 The annual report should identify the chairperson, the 
deputy chairperson (where there is one), the chief 
executive, the senior independent director/SID (see 
A.3.3) and the chairperson 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.  It should also set out the number 
of meetings of the board and those committees and 
individual attendance by directors  

 
Specific statement required 
  

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.  Mr Patton’s term of office as a Non- 
Executive Director was extended from 1st January 2014 and he has 
continued in post as Deputy Chair and SID. 
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.  

 
 
 
 

A.1.3 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.  

 To be publicly available (on website or on request). 

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 Executive Team 
and/or Comms Team 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.1.4 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. 

A.1.5 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, for example, from the 
internal audit function, should be commissioned by the 
board of directors to provide an adequate and reliable 
level of assurance. 

COMPLIANT  
Critical to the monthly performance report presented to the Board 
and challenged/revised throughout the year as appropriate.  
Separate reports requested and provided on identified areas in year 
(examples include emergency care <4 hours pathway action plan 
instigated in year and monthly reporting on mortality ratios).  
Independent reviews by internal audit and external consultants 
commissioned to support reporting as and when required: examples 
= risk identified via governance committees as reported through 
assurance reports; ECIST review of emergency care pathway; 
external consultant review of mortalities. 

In addition some issues referred to governance committees for 
further review/actions and progress monitored through assurance 
reports. 

 

 

Monthly reports to the Board re 
performance, mortality ratios, 
emergency care pathway, audit 
report outcomes and monitoring 
reported via governance 
committee assurance reporting. 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

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 

COMPLIANT 

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 Director of Nursing & 
Quality, Sec to the Board or Head 
of Corporate Clinical Governance 
subject to Director or Committee 
Chair’s approval.   

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

A.1.7 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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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.1.8 The board of directors should establish the values and 
constitution 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 continued to 
support work is undertaken to increase awareness of the Trust’s 
values. 

The values were are also embedded in the Governors’ 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 2014 (annual 
review of Code)  

A.1.9 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 website 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.1.10 The NHS foundation trust should arrange appropriate 
insurance to cover the risk of legal action against its 
directors.  Assuming the governors have acted in good 
faith and in accordance with their duties, and proper 
process has been followed, the potential for the council 
should be negligible.  Governors may have the benefit 
of an indemnity and/or insurance from the trust.  While 
there is no legal requirement for trusts to provide an 
indemnity or insurance for governors to cover their 
service on the council of governors, where an indemnity 
or insurance policy is given, this can be detailed in the 
trust’s constitution. 

COMPLIANT  

In place for directors, via NHSLA 

No insurance in place for governors on the basis that no known legal 
liabilities prevailing (per independent legal advice provided to 
governors in general meeting August 2012).   

 

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

Details available from Risk 
Manager. 

Council of Governors’ minutes 
August 2012, Minute GC/12/32 
(available on website or from Sec 
to Board) 
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PRINCIPLE  -  A.2: DIVISION OF RESPONSIBILITIES           CHAIRMAN AND CHIEF EXECUTIVE 
 
Main principle 
A.2.a 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  
A.2.1 The division of responsibilities between the chairperson and chief executive should be clearly established, set out in writing and agreed by the board of directors. 
 

 
RELEVANT STATUTORY REQUIREMENTS 

(per Schedule A to the Code)   

A.2.2 The roles of chairperson and chief executive must not 
be undertaken by the same individual 

COMPLIANT  
- per current practice; division of responsibilities reviewed bi-
annually 

Division of Responsibilities of 
Chair/CEO available via Board 
papers (March 2014) 
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PRINCIPLE  -  A.3: THE CHAIRPERSON 
 
Main principle 
A.3.a The chairperson is responsible 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 for meetings. 
 
Supporting Principles 
A.3.b The chairperson is responsible for leading on setting the agenda for the board of directors and the council of governors and ensuring that adequate time is available 

for discussion of all agenda items, in particular strategic issues. 
A.3.c The chairperson is responsible for ensuring that the two boards board and council work together effectively. 
A.3.d The chairperson is also responsible for ensuring that directors and governors receive accurate, timely and clear information that is appropriate for their respective 

duties which enables them to perform their duties effectively.  The chairperson should take steps to ensure that governors have the skills and knowledge they 
require to undertake their role. 

A.3.e The chairperson should ensure promote effective and open communication with patients, service users, members, clients, staff, the public  and other stakeholders.  
A.3.f The chairperson should also facilitate promote a culture of openness and debate by facilitating the effective contribution of all executive and non-executive directors, 

and ensure in particular and ensuring that constructive relations exist between executive and non-executive directors, and between the board of directors. and the 
board of governors 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents 

A.3.1  The chairperson should on appointment, by the council 
of governors, meet the independence criteria set out in 
A.3.1 B.1.1 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.4: NON-EXECUTIVE DIRECTORS 
 
Main principle 
A.4.a A part of their role as members of a unitary board, non-executive directors should constructively challenge and help develop proposals on strategy.  Non-executive 

directors should also promote the functioning of the board as a unitary board. 
 
Supporting Principles 
A.4.b Non-executive directors should scrutinise the performance of management in meeting agreed goals and objectives, and monitor the reporting of performance.  They 

should satisfy themselves on the integrity of financial information and that financial controls and systems of risk management are robust and defensible.  They are 
responsible for determining appropriate levels of remuneration for executive directors and have a prime role in appointing, and where necessary, removing executive 
directors, and in succession planning. 

 
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

A.4.1 In consultation with the council of governors, the board 
should appoint one of the independent non-executive 
directors to be the senior independent director to 
provide a sounding board for the chairperson and to 
serve as an intermediary for the other directors when 
necessary.  The senior independent director should be 
available to governors if they have concerns that 
contract through the normal channels of chairperson, 
chief executive, finance director or trust secretary has 
failed to resolved, or for which such contact is 
inappropriate.   The senior independent director could 
be the deputy chair person.  

COMPLIANT 

Mr Patton was appointed as SID in early 2012.  Whilst Mr Patton 
also currently serves as the Deputy Chairperson, 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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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

A.4.2  The chairperson 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 chairperson present, 
at least annually, to evaluate the chairperson’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 
Copies available on request from 
the SID, Chairman or Sec to 
Board, subject to agreement 
 
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 

A.4.3 Where the board or individual directors have concerns 
which remain unresolved that cannot be resolved, about 
the running of the NHS foundation trust or a proposed 
action, they should ensure that their concerns are 
recorded in the board minutes.  On resignation a 
director should provide a written statement to the 
chairperson for circulation to the board, if they have 
such concerns. 

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. 
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PRINCIPLE  -  A.5: GOVERNORS 
Main principle  
A.5.a The council of governors should hold the board of directors has a duty to hold the non-exeuctive directors individually and collectively to account for the performance 

of the trust board.  This includes including ensuring the board of directors acts so that the foundation trust does not breach the terms of its authorisation conditions of 
its licence.  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.  

A.5.b Every NHS foundation trust will have a board of governors which The council of governors is responsible for representing the interests of NHS foundation trust 
members and partner organisations in the local health economy and the public and staff 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. 

A.5.c Governors are responsible for regularly feeding back information about the trust, its vision and its performance to the constituencies members and the public and the 
stakeholder organisations that either elected or appointed them.  The trust should ensure governors have appropriate support to help them discharge this duty. 

Supporting Principles  
A.5.d 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.  
A.5.e 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 must be consulted on the development of forward plans for the trust and any significant changes to the delivery of the 
trust’s business plan. 

A,5,f Governors should use their voting rights (including those described in A.5.14 and A.5.15) to hold the non-executive directors individually and collectively to account 
and act in the best interest of patients, members and the public.  If the council of governors does withhold consent for a major decision, it must justify its reasons to 
the chair and the other non-executive directors, bearing in mind that its decision is likely to have a range of consequences for the NHS foundation trust.  The council 
of governors should take care to ensure that reasons are considered, factual and within the spirit of the Nolan Principles 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents 

A.5.1 The council of governors should meet sufficiently 
regularly to discharge its duties effectively.  Typically the 
council of governors would be expected to meet as a full 
council at least four times per a year. Governors should, 
where practicable, make every effort to attend the 
meetings of the council of governors where practicable. 
The NHS foundation trust should take appropriate steps 
to facilitate this attendance. 

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, due to lack of apologies or number of 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/CoG/Meetings) 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.5.2 The council 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 council of 
governors should be reviewed regularly as described in 
provision D.2.2 B.6.5. 

COMPLIANT 

Following implementation of the 2012 Act, the composition of the 
Council of Governors was revised as part of the latest review of the 
Trust’s Constitution.  Its overall size was reduced from 35 to 29 
governors: 16 public governors, 7 partner governors and 6 staff 
governors.  The public constituencies were also revised as part of 
this work (reduced from six to two: one for Barnsley, one for the rest 
of England & Wales) to enable governors in the Barnsley public 
constituency to be elected by and be more representative of the 
whole of the Barnsley area. 

The changes were developed by a working group led by the 
governors and approved by both the council of governors and board 
of directors.  

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 end of March) 
 
March and June 2013 
papers/minutes for Council of 
Governors and Board of Directors 
provide more detail on the 
rational for the agreed changes 
(available on the website). 

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

A.5.3 The annual report should identify the members of the 
council 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 
council and the attendance of individual governors and it 
should be made available to members on request. 

 Specific statement required 

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/CoG/Meetings) 
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A.5.4 The roles and responsibilities of the council of governors 
should be set out in a written document. This statement 
should include a clear explanation of the responsibilities 
of the council 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/ 

A.5.5 The chairperson is responsible for leadership of both 
boards (A.2) the board of directors and the council of 
governors (see A.3) but the governors themselves also 
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 of the council of 
governors may raise questions of the chairperson or 
his/her 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). 

The chief executive or another director acting on their behalf, 
regularly attends general meeting. 

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) 

http://www.barnsleyhospital.nhs.uk/about%20/documents/
http://www.barnsleyhospital.nhs.uk/about%20/documents/
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A.5.6 The council 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 new provider licence or other 
matters related to the overall wellbeing welfare of the 
NHS foundation trust. The council of governors should 
input into the board’s appointment of a senior 
independent director (see A.4.1). 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 in 
2012/13.  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. 

Governors are consulted upon for appointment of the senior 
independent director (see above). 

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 (in 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  

A.5.7 The council 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 using 
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).   

A.5.8 The council of governors should only exercise its power 
to remove the chairperson or any non-executive 
directors after exhausting all other means of 
engagement with the board of directors.  The council 
should raise any issues with the chairperson with the 
senior independent director in the first instance. 

COMPLIANT 

Whilst Governors have frequently 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 
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A.5.9 The council 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 and. 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) 

Private Board agenda and 
minutes (available on the 
Governors’ private section of 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). 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

A.5.10 The council of governors has a statutory duty to hold the 
non-executive directors individually and collectively to 
account for the performance of the board of directors 

COMPLIANT 

As outlined in the Trust’s Constitution and elsewhere in this 
document, the council of governors holds the non-executive 
directors to account through a variety of means, including discussion 
at general meetings, observation and comment/question at public 
meetings of the board of directors, review of board reports at sub-
group meetings, requests for attendance and/or further information 
from the chairperson and other non-executive directors. 

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

Constitution (available on 
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). 
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A.5.11 The 2006 Act, as amended, gives the council of 
governors a statutory requirement to receive the 
following documents.  These documents should be 
provided in the annual report as per the NHS 
Foundation Trust Annual reporting Manual:  
a) the annual accounts 
b) any report of the auditor on them; and 
c) the annual report 

COMPLIANT 

Formally presented to the council of governors at the annual 
general/annual public members meeting each year 

Minutes available in Council of 
Governors’ meeting papers on 
website 

A.5.12 The directors must provide governors with an agenda 
prior to any meeting of the board, and a copy of the 
approved minutes as soon as is practicable afterwards.  
There is no legal basis on which the minutes of private 
sessions of board meeting should be exempted from 
being shared with the governors.  In practice it may be 
necessary to redact some information, for example, for 
data protection or commercial reasons.  Governors 
should respect the confidentiality of these documents. 

COMPLIANT 

As outlined in A.5.9.   

Confidentiality on a range of issues, which would include receipt of 
any private board papers, is specified in the governors’ Code of 
Conduct.  Any breach of the Code can result in termination of office. 

No part of any private minutes has been redacted to date.  They are 
made available to governors at the same time as they are issued to 
board members (ie before approval), via a secure page on the 
Trust’s website.   Governors’ access to this page is removed when 
their tenure ends. 

Latest version of the Code of 
Conduct is available via council of 
governors’ meetings papers – 
February 2014 (on the Trust’s 
website), on the central folder 
(SMT/CoG/2014), or on request 
from the Sec to Board. 

A.5.13 The council of governors may require one or more of the 
directors to attend a meeting to obtain information about 
performance of the trust’s functions or the directors’ 
performance of their duties, and to help the council of 
governors to decide whether to propose a vote on the 
trust’s or director’s performance. 

COMPLIANT 

As stated above and stipulated in the Trust’s Constitution, governors 
may call any director to a meeting whenever required. 

Trust’s Constitution (available on 
website or on request) 

A.5.14 Governors have the right to refer a question to the 
independent panel for advising governors.  More than 
50% of governors who vote must approve this referral.  
The council should ensure dialogue with the board of 
directors takes place before considering such a referral, 
as it may be possible to resolve question in this way. 

COMPLIANT 

Incorporated into the Trust’s Constitution in 2013 
Trust’s Constitution (available on 
website or on request) 
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A.5.15 Governors should use their new rights and voting 
powers from the 2012 Act to represent the interests of 
members and the public on major decisions taken by the 
board of directors.  The new voting powers require: 
• More than half of the members of the board of 

directors who vote and more than half of the 
members of the council of governors who vote to 
approve a change to the constitution of the NHS 
foundation trust 

• More than half of governors who vote to approve a 
significant transaction 

• More than half of all governors to approve an 
application by a trust for a merger, acquisition, 
separation or dissolution 

• More than half of governors who vote, to approve 
any proposal to increase the proportion of the trust’s 
income earned from non-NHS work by 5% a year or 
more.  For example, governors will be required to 
vote where an NHS foundation trust plans to 
increase its non-NHS income from 2% to 7% or 
more of the trust’s total income. 

• Governors to determine together whether the trust’s 
non-NHS work will significantly interfere with the 
trust’s principal purpose, which is to provide goods 
and services for the health service in England, or its 
ability to perform its other functions. 

NHS foundation trusts are permitted to decide 
themselves what constitutes a “significant transaction” 
and may choose to set out the definition(s) in the trust’s 
constitution.  Alternatively, with the agreement of the 
governors, trusts may choose not to give a definition but 
this would need to be stated in the constitution. 

COMPLIANT 

As above, these requirements were incorporated into the Trust’s 
Constitution on review in June 2013. 

The Trust has included a definition for a significant transaction as 
agreed by the council of governors and board of directors, reflecting 
the previous guidance issued by Monitor. 

All governors are issued with a copy of the Constitution on 
appointment and Monitor’s guidance: “Your statutory duties – A 
reference guide for NHS foundation trust governors” (August 2013).  
Governors in post at the time that the 2012 Act passed through 
Parliament were fully briefed on the changes in their roles and 
responsibilities prior to its formal implementation.  New governors 
are briefed in their first induction meeting. 

Trust’s constitution 

 
Monitor’s guidance  
(available on Monitor’s website:  
www.monitor-nhsft.gov.uk) 
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SECTION B: EFFECTIVENESS 
 
PRINCIPLE  -  B.1: THE COMPOSITION OF THE BOARD 
 
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. 
B.1.a The board of directors and its committees should have the appropriate balance of skills, experience, independence and knowledge of the NHS foundation trust to 

enable them to discharge their respective duties and responsibilities effectively. 

Supporting Principles 
B.1.b  The board of directors should not be so large as to be unwieldy. The board should be of sufficient size that the requirements of the organisation can be met and that 

changes to the board’s composition and that of its committees can be managed without undue disruption, and should not be so large as to be unwieldy 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.  

B.1.c The board of directors should include an appropriate combination 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. 

B.1.d All directors should be able to exercise one full vote, with the chairperson having a second or casting vote on occasions where voting is tied. 
B.1.e 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.  The value of appointing a non-executive director with a clinical background to the board of directors should 
be taken into account by the council of governors. 

B.1.f Only the committee chairperson and relevant committee members are entitled to be present at a meetings of the nomination, audit or remuneration committees, but 
others may attend by invitation of the committee. 

• 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.  

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  
B.1.1 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 of directors should state 
its reasons if it determines that a director is independent 
notwithstanding despite 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 

 
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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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;  

• 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 six 
years from the date of their first election 
appointment; or 

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

 
Specific statement required 
 

B.1.2 At least half the board, excluding the chairperson, 
should comprise non-executive directors determined by 
the board to be independent 

COMPLIANT 
As above. As above 

B.1.3 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 
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B.1.4 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.  

 
 Specific statement required  

To be made publicly available (on website or on 
request).  
 

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/)  
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PRINCIPLE  -  B.2: APPOINTMENTS TO THE BOARD 
 
Main principle] 
B.2.a 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 directors to the boards of directors. Directors of NHS foundation trusts must be “fit and proper” to meet the requirements of the general conditions 
of the provider licence. 

Supporting Principles 
B.2.b The search for candidates for Appointments to the the board of directors should be conducted, and appointments, made, on merit, and based on against objective 

criteria and with due regard for the benefits of diversity on the board and the requirements of the trust.  
B.2.c The board of directors and council of governors should satisfy itself themselves 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  
• 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.  
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.2.1 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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B.2.2 Directors on the board of directors and governors on the 
council of governors should meet the “fit and proper” 
person test described in the provider licence.  For the 
purpose of the licence and application criteria, “fit and 
proper” persons are defined as those without certain 
recent criminal convictions and director disqualifications, 
and those who are not bankrupt (undischarged).  In 
exceptional circumstances and at Monitor’s discretion 
an exemption to this may be granted.  Trusts should 
also abide by the updated guidance from the CQC 
regarding appointments to senior posts in organisations 
subject to CQC regulations. 

COMPLIANT [??] 
 
In accordance with current procedures: 
- applicants for appointment as staff of the Trust, which would 

include executive directors, are required to declare relevant 
unspent criminal convictions; elements of the other aspects 
would be identified through the application process (CVs, 
reference and at interview) if any potential concerns raised 

- applicants for appointment as an non-executive director are 
required to declare certain unspent criminal convictions, director 
disqualifications or if they are an undischarged bankrupt 

- applicants for the council of governors are required to declare 
that they would not be debarred to apply due to any of the 
disqualification criteria set out in the Trust’s Constitution, which 
would include the issues in question.   

- all directors of the board and governors are subject to DBS 
clearance. 

- all directors and governors are bound by their respective Codes 
of Conduct, which would disqualify them from their role if their 
positions changed to the contrary 

There are no known reasons to suspect any of the current directors 
or governors of being in breach of these requirements but the Trust 
is mindful that most of the declarations are dependent on the 
individuals themselves.  The Trust is progressing work to introduce 
more robust, independent checks for “fit and proper” persons in 
2014/15. 

Application forms and personal 
records: held in confidence. 
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B.2.3 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 
chairperson)  The nominations committee(s) should 
regularly review the structure, size and composition of 
the board of directors and make recommendations for 
changes where appropriate.  In particular, the 
nominations committee(s) should evaluate, at least 
annually,  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 chairperson. 

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. 

B.2.4 The chairman or an independent non-executive director 
should chair the committee(s).   In the case of 
appointments on non-executive directors or the 
chairperson, a governor should chair the committee. 

 
EXCEPTION 
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). 
 
The revised Code states that a governor should chair the committee 
for appointments of non-executive directors, including the Chair..  As 
is shown above, this has not been the Trust’s practice to date and 
will be reviewed for future appointments. The historic position would 
need to be declared as an exception 
[DN: The committee is meeting in March, so could review this issue 
before year end.  The board may prefer to retain an exception status 
as Chair/Deputy Chair leadership of the Committee (provided that no 
conflict of interest would arise) has been used in the past to ensure 
board engagement and protect governors from liability.] 
 

As above 
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B.2.5  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, 
including February 2014 (for issue 
April 2014). 

B.2.6 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 chairperson or a deputy chairperson, 
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) 

B.2.7 When considering the appointment of non-executive 
directors, the council 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) 

B.2.8 The annual report should describe the process followed 
by the council 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) 

B.2.9 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 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.2.10 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.  
The main role and responsibilities of the nominations 
committee should be set out in publicly available, written 
terms of reference. 

 
 Specific statement required  

To be made publicly available (on website or on 
request). 

COMPLIANT  
– current practice 

Annual Report & Accounts (on 
website and available on request 
from Trust HQ) 
Terms of reference for the 
Nominations Committee with 
responsibility for non-executive 
directors is available from council 
of governors’ papers (presented 
annual for review).  The Terms of 
reference for the RATS 
Committee are available on 
request and are held on central 
file: SMT/governance/TOR. 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

B.2.11 It is a requirement of the 2006 Act that the chairperson, 
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 chairperson, 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) 

B.2.12 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 council of 
governors. 

 

COMPLIANT 
As above (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  

B.2.13 The governors are responsible at a general meeting for 
the appointment, re-appointment and removal of the 
chair and the other non-executive directors 

COMPLIANT 
See B.2.5 above  
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PRINCIPLE  - B.3 COMMITMENT 
 
Main principle 
B.3.a All directors should be able to allocate sufficient time to the NHS foundation trust to discharge the responsibilities effectively.  

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  

B.3.1 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 council of 
governors before appointment and included in the 
annual report. Changes to such commitments should be 
reported to the council of governors as they arise, and 
included in the next annual report. No individual, 
simultaneously with whilst being a chairperson of an 
NHS foundation trust, should be the chairperson of 
another NHS foundation trust. 

 
 Specific statement required 

COMPLIANT 
The most recent latest 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 role and capabilities required, including time commitment and 
Chair’s commitments are critical issues given careful review when 
considering appointment or re-appointment of the chairperson. 
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 Council of 
Governors general meetings (on 
website) 
Annual Report (on website) 
Directors’ Register of Interests 
(available on the website, with 
public Board meeting papers – 
January/July or on request from 
Sec to Board 

B.3.2 The terms and conditions of appointment of non-
executive directors should be made available for 
inspection to the council of governors. 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 council of governors before 
appointment, with a broad indication of the time involved 
and the council of governors should be informed of 
subsequent changes. 

 To be publicly available (on website or on request). 

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 (SMT/CoG/NED 
appointments) 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.3.3 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) 
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PRINCIPLE  - B.4 COMMITMENT 
 
Main principle 
B.4.a All directors and governors should receive appropriate induction on joining their boards the board of directors or the council of governors and should regularly 

update and refresh their skills and knowledge.  Both directors and governors should make every effort to participate in training that is offered.  
 
Supporting principles 
B.4.b The chairperson 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 the board, the council of governors and on board committees. The NHS foundation trust should provide 
the necessary resources for developing and updating its directors’ and governors’ knowledge and capabilities. 

B.4.c To function effectively, all directors need appropriate knowledge of the NHS foundation trust and access to its operations and staff. 
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.4.1 The chairperson should ensure that new directors and 
governors receive a full, formal and tailored induction on 
joining the board or the council of governors.  As part of 
this directors should seek out opportunities to engage 
with stakeholders, including patients, clinicians and 
other staff.  Directors should also have access, at the 
NHS foundation trust’s expense, to training courses 
and/0r materials that are consistent with their individual 
and collective development programme. 

 

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) 

B.4.2 The chairperson should regularly review and agree with 
each director their training and development needs as 
they relate to their role on the board. 

EXCEPTION  
The Chair does regularly review and agree training and development 
needs with non-executive directors and the chief executive.  To date 
training and development needs for other executive directors have 
been reviewed and agreed between the chief executive and the 
director and relevant matters supported by the Chair and non-
executive directors through the RATS Committee.   
The new requirement of the Code will be reviewed shortly. 

Review and development needs 
identified in appraisal reports held 
on personal files. 
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RELEVANT STATUTORY REQUIREMENTS 

(per Schedule A to the Code)   

B.4.3 The board has a duty to take steps to ensure that 
governors are equipped with the skills and knowledge 
they need to discharge their duties appropriately 

COMPLIANT 
In addition to the governors’ information pack and induction received 
on appointment, an internal training programme for governors was 
piloted in 2013 and continued into 2014.  Governors are also 
encouraged to attend the new national training programme 
(Governwell) for governors and additionally the Trust is exploring the 
option for a bespoke in-house training session to be provided by 
Governwell on site later in the year. 
As indicated elsewhere, governors are also provided with knowledge 
via sharing of board reports and briefings at governors’ meetings. 

Noted in numerous council of 
governors’ meeting papers, 
available on the Trust’s website. 
Information handbook held 
centrally (SMT/CoG/Information 
pack) and available on request 
(with some redaction for public 
requests) 
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PRINCIPLE  - B.5 INFORMATION AND SUPPORT 
 
Main principle 
B.5.a The board of directors and the council of governors should be supplied in a timely manner with relevant information in a form and of a quality appropriate to enable 

them to discharge their respective duties.   Statutory requirements on the provision of information from the board of directors to the council of governor are provided 
in “Your statutory duties: A reference guide for NHS foundation trust governors” (Monitor August 2013) 

 
Supporting principles 
B.5.b The chairperson 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.  
B.5.c The responsibilities of the chairperson include ensuring good information flows in the boards across the board, the council of governors 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 BOARD RESPONSE Cross reference / 

 supporting documents  
B.5.1 The board of directors and the council of governors 

should be provided with high quality information 
appropriate to their respective functions of the boards 
and relevant to the decisions they have to make. The 
board of directors and the council of governors should 
agree their respective information needs with the 
executive directors through the chairperson. 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. 
It is, however, acknowledged that information flows can always be 
improved and performance reports to the board of directors (and 
shared with governors to help them hold the non-executive directors 
to account) will be revised and refreshed for 2014/15 

Trust’s Standing Orders – as 
above  
Terms of Reference of all 
Committees 
(accessibility as above) 
Meeting papers (board, council 
and committees) 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.5.2 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 

B.5.3 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.   

 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) 

B.5.4 Committees should be provided with sufficient resources 
to undertake their duties.  The board of directors should 
also ensure that the council 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 
and Constitution as appropriate, and subject to regular review. 

Trust’s Standing Orders and 
Constitution  
(available on the web, through 
board and council meeting papers 
or on request from Sec to Board 
or Director or Finance & 
Information) 

B.5.5 Non-executive directors should consider whether they 
are receiving 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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 supporting documents  

B.5.6 Governors should canvass the opinion of their the trust’s 
members and the public, 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.  The annual report should include a 
statement as to how this requirement has been 
undertaken and satisfied. 

 
 Specific statement required 

COMPLIANT 
Supported through engagement events, the Trust’s website/intranet 
and regular members’ newsletters. .It is acknowledged, however, 
that a more formal structure could be useful to support the 
Governors in this aspect and this will be improved through the work 
of the newly appointed Membership Officer.  

Council of Governors minutes of 
General Meetings and sub-
groups – available on Trust’s 
website. 
Outcomes included in Council of 
Governors’ minutes 
Members’ newsletters (available 
on website) 

B.5.7 Where appropriate, the board of directors should 
consider and take account of the views of the council of 
governors on the NHS foundation trust’s forward plan in 
a timely manner and .  Where appropriate, the board of 
director should communicate to the council 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. 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

B.5.8 The board of directors must have regard for the views of 
the council of governors on the NHS foundation trust’s 
forward plan. 

COMPLIANT 
Per current practice 

Council of Governors’ minutes of 
General Meetings and sub-
groups – available on Trust’s 
website. 
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PRINCIPLE  - B.6 EVALUATION 
 
Main principle 
B.6.a The board of directors should undertake a formal and rigorous annual evaluation of its own performance and that of its committees and individual directors.  
B.6.b The outcomes of the evaluation of the executive directors should be reported to the board of directors. The chief executive chairperson should take the lead on the 

evaluation of the executive directors.  
B.6.c The council 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 chairperson and the non-executives, with the chairperson and the non-executives. The outcomes of the evaluation of the non-executive directors 
should be agreed with them by the chairperson.  The outcomes of the evaluation of the chairperson should be agreed by him or her with the senior independent 
director.  The outcomes of the evaluation of the non-executive directors and the chairperson should be reported to the governors should be agreed by governors. 
The governors should bear in mind the desirability of using  that it may be desirable to use the senior independent director to lead the non-executive directors in the 
evaluation of the chairperson. 

B.6.d The council of governors should assess its own collective performance and its impact in the NHS foundation trust.  
Supporting principles 
B.6.e Evaluation of the board of directors should consider the balance of skills, experience, independence and knowledge of the NHS foundation trust on the board, its 

diversity including gender, how the board works together as a unit, and other factors relevant to its effectiveness. This should be reported to the council of governors 
with a specific focus on what changes are needed for improvement. 

B.6.f 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).  

B.6.g The chairperson 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. 

B.6.h The focus of the chairman’s chairperson’s appraisal will be his/her performance as leader of the board of directors and council of governors.  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 BOARD RESPONSE Cross reference / 

 supporting documents  
B.6.1 The board of directors should state in the annual report 

how evaluation of the board, its committees and its 
directors, including the chairperson, has been 
conducted bearing in mind the desirability for 
independent assessment, and the reason why the NHS 
foundation trust adopted a particular method of 
evaluation.  

 
Specific statement required  
 

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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B.6.2 Evaluation of the boards of NHS foundation trusts 
should be externally facilitated at least every three 
years.  The evaluation needs to be carried out against 
the board leadership and governance framework set out 
by Monitor.  The external facilitator should be identified 
in the annual report and a statement made as to 
whether they have any other connection to the trust. 

 
 Specific statement required where an external facilitator 

is used. 

COMPLIANT  
Although this is a new requirement under the revised Code of 
Governance (wef 1st January 2014), in 2013 the board underwent 
several reviews facilitated by external parties in terms of its board 
leadership and governance (Real World and IMD) and thus 
considers itself compliant.  The code does, however, imply a more 
structured, cohesive approach which will be reviewed for future 
action. 

Data currently confidential. 
Work with Real World reported to 
the Nominations Committee and 
IMD outcomes shared with 
auditors and Monitor.  

B.6.3 The senior independent director should lead the 
performance evaluation of the chairperson, within a 
framework agreed by the council of governors and 
taking into account the views of directors and governors 

COMPLIANT 
For rigour, the appraisal process for the Chairman is the 
responsibility of the SID supported by the Lead Governor and 
council of governors and co-ordinated by the SID and council of 
governors’ 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.   
It has been agreed to widen this further for 2013/14 year-end review, 
with a 360o appraisal, inviting contribution from wider staff groups 
and key stakeholders 

Available from council of governor 
general meeting papers - 
presented under Nomination 
Committee reports throughout the 
year. 
Detailed appraisal outcomes and 
record of in-year training held on 
personnel files – further 
information available from the 
Chairman and Chief Executive on 
request. 

B.6.4 The chairperson, with the assistance of the board 
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 Chair (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. 
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. 

Appraisal outcomes and record of 
in-year training held on personnel 
files – further information 
available from the Chairman and 
Chief Executive on request. 

   



BoD March 2013: 12_Governance review(iii) COG 37 CHECKLIST – page 37  

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.6.5 Led by the chairperson, the council 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:  
- holding the non-executive directors individually and 

collectively to account for the performance of the 
board of directors 

- communicating with their member constituencies 
and the public and transmitting their views to the 
board of directors; and 

- contributing to the development of forward plans of 
the NHS foundation trust; and  

 The council 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) 

- regular review of the membership strategy was reviewed and 
updated in 2012, with assistance from the Head of Corporate 
Governance.   

- regular review of the governors’ strategy is currently under 
review. 

- new self-evaluation process introduced by the governors in 
2013, inviting input from governors and directors. Outcomes 
informed updated governors strategy (2013) and discussion at 
the annual strategy development session for 2013; further work 
ongoing.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) 
Annual development session 
(October/November); 
agenda/papers available from the 
Sec to Board on request. Minutes 
of relevant General Meeting  
All of the above are also held on 
central folder at Trust HQ 
(SMT/CoG/Meetings) 
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B.6.6 There should be a clear policy and a fair process, 
agreed and adopted by the council of governors, for the 
removal from the council 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. This should be shared with governors.  In 
addition it may be appropriate for the process to provide 
for removal from the council of governors may be 
appropriate where behaviours or actions by a governor 
or group of 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. 

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 (reviewed and updated in 
February 2014) 

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  -  B.7:  RE-APPOINTMENT OF DIRECTORS AND RE-ELECTION OF GOVERNORS 
 
Main principle 
B.7.a 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 council of governors should ensure planned and progressive refreshing of the 
board non-executive directors.   
 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  
B.7.1 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  

 In the case of re-appointment of non-
executive directors, the chairperson 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, in exceptional circumstances, 
serve longer than six years (e.g. two three 
three-year terms following authorisation of 
the NHS foundation trust), but this should be 
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).  

 
 Supporting information to be made available 

to governors 

EXCEPTION 
As reported previously,  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). 

Two appointments have been extended beyond six years: Mr Patton (wef 
01.01.2014) and Mr Wragg (wef 01.01.2015) – for up to three years, subject to 
annual review and renewal.  The decision of the council of governors in both cases 
are/will be recorded in general meetings’ public minutes.  In each case the governors 
wished to retain the proven skills and leadership of the candidates, providing stability 
and continuity.  These exceptions are permitted under the Trust’s Constitution and 
the Nominations Committee’s terms of reference and will be reported in the annual 
report and accounts. 

All non executive and executive director appointments/re-appointments to the board 
are subject to rigorous process.  With respect to non-executives, the council of 
governors takes careful consideration on the Trust’s strengths and the challenges 
ahead, the mix of skills and experience on the board and the need for refreshing of 
the board – all of which are demonstrated in the above appointments and in the 
ongoing appoinment process for a new (additional) NED, with clinical 
background/experience  

 
 
 
Outcomes reported publicly 
in Council of Governors’ 
Minutes of General Meeting 
2012 (Mr Spinks), 2013 (Mr 
Patton), 2014 (Mr Wragg)  
Detailed papers with 
supporting information is 
provided to governors with 
public excluded from the 
meeting in accordance with 
the Trust’s Constitution.  
Copies are held centrally 
(SMT/CoG/Meetings). 
 
 
Trust’s Constitution (on 
Trust’s and Monitor’s 
website) 
Nominations Committees 
Terms of Reference  
(accessibility as above) 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.7.2 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 

  
 Supporting information to be made available 

to governors 

COMPLIANT 
Current practice, per Constitution.  In 2013 the Trust went to re-tender for its 
elections.  The 2013 elections (for governors’ appointment from 1st January 2014) 
were managed by UK-Engage.   
and have been carried out in accordance with Monitor’s recommended Model Rules 
of Election. 

Trust’s Constitution (on 
Trust’s website)  
Election materials (issued to 
voting members and copies 
available on website and on 
request) 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

B.7.3 Approval by the council 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.  All other 
executive directors should be appointed by a 
committee of the chief executive, the 
chairperson 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 
 

B.7.4 Non-executive directors, including the 
chairperson should be appointed by the 
council of governors for the specified terms 
subject to re-appointment thereafter at 
intervals of no more than three years and 
subject to the 2006 Act provisions relating to 
removal of a director 

COMPLIANT 
As reported above As above 

B.7.5 Elected governors must be subject to re-
election by the members of their 
constituency at regular intervals not 
exceeding three years 

COMPLIANT 
As reported above As above 
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PRINCIPLE  -  B.8  RESIGNATION OF DIRECTORS 
 
Main principle 
B.8.a The board of directors is responsible for ensuring ongoing compliance by the NHS foundation trust with its terms of authorisation licence, 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 works with the council of governors to ensure they is appropriate succession planning.   
 

 
CODE PROVISION 

& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE Cross reference / 
 supporting documents  

B.8.1 The board of directors remuneration committee 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 and/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.   
 

Terms of Reference and Minutes 
of RATS Committee refer. 
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SECTION C: ACCOUNTABILITY 
 
PRINCIPLE  - C.1:  FINANCIAL, QUALITY AND OPERATIONAL REPORTING 
 
Main principle 
C.1.a The board of directors should present a fair, balanced and understandable assessment of the NHS foundation trust’s position and prospects 

 
Supporting Principles 
C.1.b The responsibility of the board of directors to present a fair, 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. 
C.1.c The board of directors should establish arrangements that will enable it to ensure that the information presented is fair, balance and understandable. 

 

CODE PROVISION BOARD RESPONSE Cross reference  
/ supporting documents 

C.1.1 The directors should explain in the annual report their 
responsibility for preparing the accounts and state that 
they consider the annual report and accounts taken as a 
whole, are fair, balanced and understandable and 
provide the information necessary for patients, 
regulators and other stakeholders to assess the NHS 
foundation trust’s performance, business model and 
strategy.   There should be a statement by the external 
auditor about their reporting responsibilities.  Directors 
should also explain their approach to quality governance 
in the Annual Governance Statement (within the annual 
report) 

 
 Specific statement required 
 

COMPLIANT  
-  per current practice and will be expanded to ensure statement fully 
aligns with the specific requirements of the new Code 

Annual Report & Accounts 
(available on Trust’s website and 
on request) 

C.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). 

Annual Report & Accounts 
(available as above) 
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) 



BoD March 2013: 12_Governance review(iii) COG 43 CHECKLIST – page 43  

CODE PROVISION BOARD RESPONSE Cross reference  
/ supporting documents 

C.1.3 At least annually, and in a timely manner, 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 Report & Accounts 
(available as above) 
 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

C.1.4 (a) The board of directors must notify Monitor and the 
council 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 it is able to disclose and which may 
lead by virtue of their 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 
council 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  Provider 
Licence 
Standing Orders (available on 
website or on request from Sec to 
Board or Director of Finance & 
Information) 
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PRINCIPLE  - C.2:  RISK MANAGEMENT AND INTERNAL CONTROL 
 
Main principle 
C.2.a The board of directors is responsible for determining the nature and extent of the significant risks it is willing to take in achieving its strategic objectives.  The board 

should maintain sound risk management systems 
C.2.b The board of directors should maintain a sound system of internal control to safeguard patient safety, public and private investment, the NHS foundation trust’s 

assets patient safety and service quality.   The board should report on internal control through the Annual Governance Statement (formerly the Statement on Internal 
Control) in the annual report. 

Monitor’s publications, NHS Foundation Trust Annual Reporting Manual and the NHS Foundation Trust Accounting Officer Memorandum give further guidance. 
Supporting Principles 
C.2.c An internal audit function can assist a trust to accomplish its objectives by bringing a systematic, disciplined approach to evaluating and continually improving the 

effectiveness of its risk management and internal control processes. 
C.2.d If a trust has an internal audit function, the head of that function should have a direct reporting line to the board or to the audit committee to bring the requisite 

degree of independence and objectivity to the role. 
 

CODE PROVISION BOARD RESPONSE Cross reference  
/ supporting documents 

C.2.1 The board of directors should maintain continuous 
oversight of the effectiveness of the NHS foundation 
trust’s risk management and internal control systems 
and should report to members and governors that they 
have done so.  A regular review should cover all 
material controls, including financial, operational and 
compliance controls. 

 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 

 
 Specific statement required affirming that the board has 

conducted a review of the effectiveness of its system of 
internal controls 

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 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) 
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CODE PROVISION BOARD RESPONSE Cross reference  

/ supporting documents 
C.2.2 A trust should disclose in the annual report: 

(a) if it has an internal audit function, how the function Is 
structured and what role it performs; or 
(b) if it does not have an internal audit function, that fact 
and the processes it employs for evaluating and 
continually improving the effectiveness of its risk 
management and internal control processes. 

Specific statement required 

COMPLIANT 
The Trust does have an internal audit function - 360 assurance – 
which reports to the audit committee and has direct access to the 
Chair of the Audit Committee and appropriate executive directors. 

Audit committee assurance report 
(public board papers – available 
on website) 
 
Annual Report & Accounts 
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PRINCIPLE  - C.3:  AUDIT COMMITTEE AND AUDITORS 
 
Main principle 
C.3.a The board should establish formal and transparent arrangements for considering how it they should apply the financial corporate reporting and risk management 

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 and  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 BOARD RESPONSE Cross reference / 

 supporting documents  

C.3.1 The board of directors should must establish an audit 
committee composed of at least three members who are 
all non-executive directors which should include at least 
three independent non-executive directors. The board 
should satisfy itself that the membership of the audit 
committee has sufficient skills to discharge its 
responsibilities effectively, including ensuring that at 
least one member of the audit committee has recent and 
relevant financial experience. The chairperson of the 
trust should not chair or be a member of the audit 
committee.  He can, however, attend meetings by 
invitation as appropriate. 

COMPLIANT  
– per current practice and reflected in the Committee’s assurance 
and annual reports to the Board. 
 
The Trust chairperson (and the Chief Executive) attends the audit 
committee by invitation at least once annually. 

Annual Report & Accounts 
Trust’s Standing Orders (as 
above) 
Audit Committee Terms of 
Reference – published in public  
Audit Committee annual report 
available via public Board reports 
online 
Board reports on integrated 
governance; available on request 
from Sec to Board (and held on 
central folder at Trust HQ – 
SMT/Governance/TOR) 

C.3.2 The main role and responsibilities of the audit committee 
should be set out in publicly available written terms of 
reference.  The council of governors should be 
consulted on the terms of reference, which should be 
reviewed and refreshed regularly.   It 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 
the trust’s internal control and risk management 
systems;  

COMPLIANT  EXCEPTION-  
The Trust is compliant on all points except consultation on the terms 
of reference (TOR) with the council of governors (a new requirement 
of the Code from 1st January).  This could, however, be addressed 
by email and/or presentation at a forthcoming sub-group meeting to 
achieve compliance by year end and be factored into the next review 
of the TOR. 

A presentation on the work of the Audit Committee is presented at 
least annually to a sub-group meeting of the governors group and 
governors also have access to the assurance reports presented to 
the Board and are therefore aware of the role and work of the 
Committee and of the auditors (internal and external).   

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 

Annual Report & Accounts 
(available on Trust’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 
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 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

• monitor and review the effectiveness of the NHS 
foundation trust’s internal audit function, taking into 
consideration relevant UK professional and 
regulatory requirements;  

• 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 council 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 

 
Main roles and responsibilities and TOR to be made 
publicly available (on website or on request). 
 

supported through the periodic informal meetings between the Audit 
Chair and a Governor nominated as Audit Liaison. 

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) 
 

C.3.3 The council of governors should take the lead in 
agreeing with the audit committee the criteria for 
appointing, reappointing and removing external auditors.  
The council of governors will need to work hard to 
ensure they have the skills and knowledge to choose 
the right external auditor and monitor their performance.  
However, they should be supported in this task by the 
audit committee, which provides information to the 
governors on the external auditor’s performance as well 
as overseeing the NHS foundation trust’s internal 
financial reporting and internal reporting. 

COMPLIANT 
 
Per the Trust’s Constitution, Standing Orders and current practice. 
and as above 

As above 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

C.3.4 The audit committee should make recommendations a 
report to the council of governors, in relation to the 
performance of the external auditor, including details 
such as the quality and value of the work, and the 
timeliness of reporting and fees to enable the council of 
governors to consider whether or not to reappoint them.  
The audit committee should also make 
recommendations to the council of governors in relation 
to about the appointment, re-appointment and removal 
of the external auditor and approve the remuneration 
and terms of engagement of the external auditor. 

 

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.  
 
 

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) 

C.3.5 If the council 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 council of governors has 
taken a different position. 

 
 Specific statement required 

COMPLIANT 
Whilst the final point (in the event of a disagreement) this 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 input from  the Council of 
Governors as well as the Audit Committee 

Annual report & accounts 

C.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) 

C.3.7 When the council of governors ends an external 
auditor’s appointment in disputed circumstances, the 
chairperson 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. 
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 supporting documents  

C.3.8 The audit committee should review arrangements by 
which that allow staff of the NHS foundation trust and 
other individuals where relevant, to 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. This should include ensuring safeguards for 
those who raise concerns are in place and operating 
effectively.  Such processes should enable individuals or 
groups to draw formal attention to practices that are 
unethical or violate internal or external policies, rules or 
regulations and to ensure that valid concerns are 
promptly addressed.  The process should also reassure 
individuals raising concerns that they will be protected 
from potential negative repercussions. 

 
The Trust’s Whistleblower Policy was revised and approved by the 
Board in 2011 and subsequently reported to the Council of 
Governors (and thus into public domain) at its general meeting. It 
was subsequently updated in 2013.   
 
In year the Board has identified a need to promote greater 
confidence in the process to ensure individuals are more sure about 
the safeguards built in to protect their positions when bringing 
forward any issue under this policy.  Work is being led by the HR 
team to support this. 

Whistleblower’s Policy (available 
on Trust’s policy warehouse) or 
on request from Secretary to 
Board or Director of HR&OD 
 
Reference to bi-annual review 
included in Board papers 
(available on website) 
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 supporting documents  

C.3.9 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 its responsibilities.  The report 
should include:  
• the significant issues that the committee considered 

in relation to financial statements, operations and 
compliance, and how these issues were addressed; 

• an explanation of how it has assessed the 
effectiveness of the external audit process and the 
approach taken to the appointment or re-
appointment of the external auditor, the value of 
external audit services and information non the 
length of tenure of the current audit firm and when a 
tender was last conducted; and  

 The annual report should explain to members how, if the 
external auditor provides non-audit services, the value 
of the non-audit services provided and an explanation of 
how auditor objectivity and independence is are 
safeguarded  
 

 Specific statement required  

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 
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Section D: REMUNERATION 
 
PRINCIPLE  - D.1:  LEVEL AND MAKE-UP OF REMUNERATIONS 
 
Main principle 
D.1.a Levels of remuneration should be sufficient to attract, retain and motivate directors of the quality, and with the skills and experience required to run lead the NHS 

foundation trust successfully, but an NHS foundation trust should avoid paying more than is necessary for this purpose and should consider all relevant and current 
directions relation to contractual benefits such as pay and redundancy entitlements. 
 

Supporting Principles 
D.1.b Any performance related elements of executive directors’ remuneration should be stretching and designed to promote the long term sustainability of the NHS 

foundation trust.   They should also take as a baseline for performance any competencies required and specified within the job description for the post. 
D.1.c 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. 

D.1.d 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 BOARD RESPONSE Cross reference / 

 supporting documents  
D.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 

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 
Chair’s approval) 
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 supporting documents  

trusts in some key indicators and the taking of 
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. 

D.1.2  Levels of remuneration for the chairperson 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) 

D.1.3 Where an NHS foundation trust releases an executive 
director, for example 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. 

 
 Specific statement required 

COMPLIANT 
Per current practice and subject to monitoring via RATS Committee. 
This is not applicable to any of the current executive directors but 
the Board supports this stance in principle for any potential future 
needs. 
 

Annual Report & Accounts 
(on website).  Any such posts 
would also be reflected in the 
Directors’ Register of Interest 
(include in public Board papers at 
least twice annually and available 
on request from Sec to Board; 
held centrally – SMT/Corp 
Masters/Registers) 
 

D.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, Contracts 
should allow for compensation should to be reduced to 
reflect a departing director’s obligation to mitigate loss.  
Appropriate claw-back provisions should be considered 
in case of a director returning to the NHS within the 
period of any putative notice. 

COMPLIANT 
Largely per current practice and subject to monitoring via RATS 
Committee.  Additional aspects newly introduced with Code (eg 
clawback) would have been addressed if the situation had arisen, 
albeit not yet set out explicitly, the need for which shall be reviewed 
in 2014/14. 

RATS Terms of Reference and 
Minutes 
(as above) 
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PRINCIPLE  - D.2:  PROCEDURE 
 
Main principle 
D.2.a 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 
D.2.b The remuneration committee should consult the chairperson and/or chief executive about its proposals relating to the remuneration of other executive directors.  
D.2.c The remuneration committee should also be responsible for appointing any independent consultants in respect of executive director remuneration.  
D.2.d 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 BOARD RESPONSE Cross reference / 
 supporting documents  

D.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. 

 
 To be publicly available (on website or on request). 

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 and 
updated regularly;  copies 
available on request from Sec to 
Board (and accessible on central 
folder at HQ – 
SMT/Governance/TOR) 

D.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 
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D.2.3 The council of governors should consult external 
professional advisers to market-test the remuneration 
levels of the chairperson 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 2013 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) 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

D.2.4  The council of governors is responsible for setting the 
remuneration of non-executive directors and the chair. 

COMPLIANT 
As outlined above As above 
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SECTION E: RELATIONS WITH STAKEHOLDERS 
 
PRINCIPLE  - E.1: DIALOGUE WITH MEMBERS, PATIENTS AND THE LOCAL COMMUNITY 
 
Main principle 
E.1.a The board of directors should appropriately consult and involve members, patients, clients and the local community.. 
E.1.b The council of governors must represent the interests of trust members and the public 
E.1.c 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 
E.1.d 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.  
E.1.e The chairperson (and the senior independent director and other directors as appropriate) should maintain regular contact with governors to understand their issues 

and concerns 
E.1.f NHS foundation trust should use an annual open meeting and open board meetings, both of which trusts are required to hold, to encourage stakeholder 

engagement. 
E.1.g Governors should seek the views of members and the public on material issues or changes being discussed by the trust. Governors should provide information and 

feedback to members and the public regarding the trust, its vision, performance and material strategic proposals made by the trust board. 
E.1.h It is also incumbent on the board of directors to ensure governors have the mechanisms in place to secure and report on feedback that will enable them to fulfil their 

duty to represent the interest of members and the public. 
  

CODE PROVISION 
& Disclosure Requirement  

(per Schedule A to the Code) 
BOARD RESPONSE 

Cross reference / 
 supporting documents  

E.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. 

 
 To be publicly available (on website or on request). 
 

COMPLIANT  
Encompassed within the Annual Report & Accounts.  Supported by 
the new Strategic Communications and Engagement Framework 
2013 – 2016 (October 2013). development of the 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 
Strategic Communications & 
Engagement Framework 
presented to Public Board 
meetings (copies available on the 
Trust’s website and on request 
from Sec to Board or Chief Nurse) 

E.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 (eg Local Healthwatch Involvement Networks, the 
overview and scrutiny committee, the local League of 
Friends, and staff groups) 

COMPLIANT 
as above As above 
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CODE PROVISION 
& Disclosure Requirement  

(per Schedule A to the Code) 
BOARD RESPONSE 

Cross reference / 
 supporting documents  

E.1.3 The chairperson should ensure that the views of 
governors and members are communicated to the board 
as a whole. The chairperson 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 A.5.5 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) 

E.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 

 
 Contact procedures for members to be publicly available 

(on website or on request). 

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 

E.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 council of 
governors, direct face-to-face contact, surveys of 
members opinions. 

 Specific statement required. 

COMPLIANT – current practice 
Also reflected in earlier notes above regarding liaison and exchange 
of information between Board and Governors 
 

Annual Report & Accounts 
Records of attendance at 
governors meetings (general and 
sub-group) – available on 
website. 
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CODE PROVISION 
& Disclosure Requirement  

(per Schedule A to the Code) 
BOARD RESPONSE 

Cross reference / 
 supporting documents  

E.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 

 Specific statement required. 

COMPLIANT 
Further supported by appointment of membership manager 
(February 2014) in response to governors’ request and outsourcing 
of database, supporting scrutiny of membership composition more 
easily. 

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. 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

E.1.7 The board of directors must make board meetings and 
the annual meeting open to the public.  The trust’s 
constitution may provide for members of the public to be 
excluded from a meeting for special reasons. 

COMPLIANT 
As evidenced from conduct of  monthly board meetings and annual 
meeting (latest date = September 2013) 
Exclusions permitted under the Trust’s Constitution and Standing 
Orders and reflected in agendas where appropriate. 
 

Notices of meetings posted on 
website and on site. 
Trust’s Constitution and Standing 
orders available on website and 
on request from Sec to Board 
(held on central file: 
SMT/governance/documents and 
Monitor/constitution review) 

E.1.8 The trust must hold annual members’ meetings.  At least 
one of the directors must present the trust’s annual 
report and accounts, and any report of the auditor on the 
accounts, to members at this meeting. 

COMPLIANT 
As evidenced from latest annual meeting (September 2013) 

Minutes of annual meeting 
available via Council of 
Governors and Board papers on 
website and on request from Sec 
to Board 
(held on central file: 
SMT/CoG/Meetings and 
SMT/Board/Meetings) 
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PRINCIPLE  - E.2: CO-OPERATION WITH THIRD PARTIES WITH ROLES IN RELATIONS TO FOUNDATION TRUSTS 
 
Main principle 
E.2.a 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 
E.2.b The board of directors should enter a dialogue at an appropriate level with a range of 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  

E.2.1 The board of directors should be clear as to 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). 
The board of  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 published national guidance 
Per Monitor’s Compliance Framework and Schedule 6 of the Terms 
of Authorisation (as periodically updated). 
Register of Visits 

 
Guidance as published by  
Monitor, Department of Health, Care 
Quality Commission, NHS England 
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 
Register of Visits (held centrally – 
SMT/Gov/VPeverelle) 
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SUBJECT: 2013 STAFF SURVEY RESULTS  

DATE: MARCH 2014  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval √ Assurance  

For review √  Governance  
For information   Strategy   

PREPARED BY: Angela Earnshaw, Assistant Director of HR (Learning and OD) 
SPONSORED BY: Hilary Brearley, Director of HR and OD 
PRESENTED BY: Angela Earnshaw, Assistant Director of HR (Learning and OD) 
STRATEGIC CONTEXT 2-3 sentences 

The Annual Staff Survey provides rich and important feedback from staff and it is the 
Department of Health’s independent assessment of the Trust’s individual performance against 
28 key findings.  This report provides an overview of the key messages emerging from the 
survey which was completed during October to December 2013. 

QUESTION(S) ADDRESSED IN THIS REPORT  

1. What are the key messages emerging from the 2013 Staff Survey 
2. What do the results and key messages tell us? 
3. What are we going to do about these results in 2014/15? 
 

CONCLUSION AND RECOMMENDATION(S)  

The attached report highlights the key messages for the latest survey and outlines the Trust’s 
proposed response. 

1.  It is recommended that Trust Board receive the content of this report for information and 
update. 

2.  It is recommended that Trust Board approves the 2013 Staff Survey Action Plan for 
implementation. 
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REFERENCE/CHECKLIST 

• Which business plan 
objective(s) does this report 
relate to? 

Providing high quality and safe services 
Invest in our workforce and continue to develop them to provide high 
quality services 

• Has this report considered the 
following stakeholders? 

Patients
 

BCCG
 

Other
 

Staff
 

BMBC
 

Please state: 

Governors
 

Monitor
 

 

• Has this report reviewed the 
Trust’s compliance with: 

Regulators (eg Monitor / CQC)
 

Legal requirements (Acts, HSE, NHS Constitution etc)
 

Equality, Diversity & Human Rights
 

The Trust's sustainability strategy
 

• Is this report 
supported by a 
communications 
plan? 

Yes
 

Not applicable
 

To be developed
 

• Has this report  
(in draft or during 
development) been 
reviewed by any 
Board or Executive 
committees within the 
Trust? 

CGC
 

NCGRC
 

Audit Committee
 

Finance Commitee
 

ET
 

• Where applicable, briefly 
identify risk issues (including 
any reputation) and cross 
reference to risk register and  
governance committees 

It is essential the Trust listens to staff and acts on the 
feedback given in the Staff Survey.  Risks remain to 
Trust reputation and potential for staff to leave Trust 
employment if the Trust does not actively respond to 
the feedback.   In addition, a de-motivated workforce at 
a time when we need high levels of engagement 
presents a risk to the delivery of quality services. 

 

• Where applicable, state 
resource requirements: 

Finance: Any development arising from the Staff Survey will be 
funded from within existing resources 

Other:  
 
 

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 

 

The Board will also have regard to the Trust’s core vision statement:  
“Barnsley Hospital: Providing the best healthcare for all”  
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Subject: 2013 Staff Survey Results Ref: 14/03/P-14 
 
1. STRATEGIC CONTEXT 

  
1.1 To provide Trust Board with an overview of the results and themes of the Trust’s          

2013 Annual Staff Survey. 

1.2 To present key themes and actions to address in 2014/15. 
 
2. INTRODUCTION 

 
2.1 The purpose of the National Staff Survey is to establish the opinions of staff in relation 

to the effectiveness of agreed national HR policies, in the context of each individual 
NHS Trust. 

2.2 It is the Department of Health’s independent assessment of individual Trust 
performance against 28 key findings.  The Trust’s survey was undertaken by the 
Picker Institute between September and December 2013. 5 

2.3 512 staff at the Trust participated in the survey.  This is a response rate of 67%, 
which places the Trust in the highest 20% of Acute Trusts in England and compares 
with a response rate of 67% in the 2012 survey.  This response rate is the highest of 
any acute trust who has Picker as their staff survey provider. 

3. 2013 SURVEY RESULTS – KEY MESSAGES 
 

Trust Board should note that the results presented in this report are taken from the 
Department of Health 2013 National NHS Staff Survey report for BHNFT.  The Department 
of Health report summarises the Trust survey results and presents them in the form of 28 
key findings. 

3.1 Key message 1 – Overall indicator of staff engagement.   

Reported on a score range of 1 – 5, the Trust score is 3.74, in 2012 the Trust score was 
3.70, therefore this year has an increase of 0.04, this equals the 2013 national average for 
acute Trusts. 

The overall indicator of staff engagement has been calculated using the questions that 
make up three key findings, these are:- 

Key Finding 22 Staff ability to contribute towards improvement at work (below 
                                    average) 

(the extent to which staff are able to make suggestions to improve the work of their team, 
have frequent opportunities to show initiative in their role, and are able to make 
improvements at work.) 

Key Finding 24 Staff recommendation of the Trust as a place to work or receive 
treatment (above average) 

(the extent to which staff think care of patients/service users is the Trust’s top priority, 
would recommend their Trust to others as a place to work, and would be happy with the 
standard of care provided by the Trust if a friend or relative needed treatment.) 
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Key Finding 25 Staff motivation at work (lowest 20%) 
 
(The extent to which they look forward to going to work, and are enthusiastic about and 
absorbed in their jobs.) 
 
3.2 Key Message 2 – Top and bottom 5 ranking scores, where the Trust compares 

most favourably/less favourably with other acute Trusts:- 

 Please see appendix 1 for a summary of the top and bottom ranking scores 

3.2.1   Top Ranking Scores 

• Percentage of staff receiving health and safety training in last 12 months 

• Effective team working 

• Percentage of staff experiencing discrimination at work in the last 12 
months 

• Percentage of staff having equality and diversity training in the last 12 
months 

• Percentage of staff experiencing harassment, bullying or abuse from staff 
in the last 12 months 

3.2.2 Bottom Ranking Scores 

• Staff motivation at work 

• Percentage of staff having well structured appraisals in last 12 months 

• Support from immediate managers 

• Percentage of staff suffering work related stress in the last 12 months 

• Percentage of staff receiving job relevant training, learning or development 
in the last 12 months 

The above top and bottom ranking scores highlight the Trust’s least favourable 
and most favourable scores compared to the 141 acute Trusts in England.   

Trust Board should note that the above lowest ranking scores presented in 
3.2.2 give an indication of the areas the Trust requires to focus on and scores 
on the whole do remain close to the national average.   Trust Board should 
also note that for three of the above scores, motivation, appraisals and support 
from immediate managers, Trust scores are in the worst 20% of acute Trusts 
nationally.  

3.3 Key Message 3 – Largest local changes where staff experiences have improved 
since the 2012 survey:- 

 Please see appendix 1 for a summary of the largest local changes 
 

• Percentage of staff agreeing that their role makes a difference to patients 
• Effective Team working 
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4. WHAT IS THIS TELLING US?  

4.1 More Trust staff are saying their role makes a difference to patients – Trust score 
92% is only 3% less than the best 2013 score for acute Trusts. 

4.2 More staff are saying team working is effective – Trust score is 3.84/5.00, national 
average for acute Trusts is 3.74/5.00, BHNHFT is in the best 20% of acute Trusts. 

4.3 Overall staff engagement score indicates the Trust is no better or worse than the 
average acute Trust. 

4.4 Lowest Trust scores relate to management capability, eg support from immediate 
manager, Trust score is 3.57/5.00, highest score of any acute trust attained is 
3.89/5.00.    Having well structured appraisals, Trust score is 33% and highest score 
of any acute rust is 51%. 

4.5 92% of survey respondents have received health and safety training in the last 12 
months, this compares to 93% which is the highest score nationally for all acute 
Trusts.  92% of survey respondents agree that their role makes a difference to 
patients, this compares to 95% which is the highest score nationally for all acute 
Trusts. 

4.6 39% of survey respondents say they are suffering from work related stress, this 
compares to 29%, being the lowest score nationally for all acute Trusts.  This 
represents a reduction of 3% from the BHNHFT 2012 survey results. 

4.7 The themes coming through on this survey are consistent with last year and others 
picked up in the Investor in People assessment in 2011. The attached action plan 
includes the themes highlighted in this years survey plus ongoing Investor in People 
actions.   

5. WHAT ARE WE GOING TO DO ABOUT THESE RESULTS? 

5.1 Review of 2012 Staff Survey Action Plan Themes – Impact on 2013 Survey 
Results 

 
2012 Staff Survey Action Plan Theme 

Reduce Levels of Workplace Stress – one survey question 

Impact 

2013 Survey Results 
2013 Actions 

• Implemented Health and Wellbeing Strategy 
• Delivered Manager Awareness sessions for Sickness 

Absence Policy 
• Reviewed structure of health and wellbeing meetings 
• Planned Wellbeing at Work: Developing Team and Individual 

Resilience Programme 
• Promotion of health and mind body initiatives 
• Review of Stress Action Group and Stress Champion role 
• Use of alternative employment/redeployment opportunities, 
   monitor staff return to work interview compliance to ensure  
   support provided  
• Priority access for health and wellbeing support provided to 

39% of survey 
respondents say they 
are suffering from 
work related stress in 
the last 12 months 
 
The 2012 survey 
reports 42%, 
therefore a reduction 
of 3% has been 
achieved 
 
Best score for acute 
Trusts nationally is 
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   staff experiencing organisational change 
• Stress management issues incorporated in leadership and 
   Management training 
• Deliver of Trust Engagement Strategy 
• Team coaching support offered to teams 
• 360 degree appraisal offered to support leadership  
   development 
• Bespoke team building offered to support team 

29% 

Presenteeism 
To understand why staff attend work when unwell – three 
survey questions 

 

• Benchmarked against other similar Trusts 
• Interviewed staff and managers to identify underlying issues 
• Incorporate presenteeism into sickness absence manager 
   training 
• Ensure Family Friendly Policies are consistently applied 
   across the Trust 
• Flexible retirement options promoted 
• Good HR practice promoted 

27% of survey 
respondents say they 
felt pressured to 
come to work when 
feeling unwell in the 
last 12 months 

The 2012 survey 
reports 30%; 
therefore a 3% 
reduction has been 
achieved 

Best score for acute 
Trusts nationally is 
20% 

To reduce the incidence of violence/aggression towards staff 
by patients and visitors – one survey question  

• Target CSU/departmental hotspots and complete risk  
   assessments for lone workers 
• Held regular crime awareness days 
• Raised compliance levels for Conflict Resolution Training in  
   high risk areas 
• Security reports provided regularly in Trust communications 
• Regular campaigns to highlight security issues 
• Security and Resilience E-learning package reviewed 
• Security/Securitas management data now cross referenced  
   and monitored 
• Crime awareness sessions held in November and December  
   2013 
• Hate crime reporting data monitored and robust approach  
   adopted to all reported incidents 

14% of survey 
respondents say they 
have experienced 
physical violence 
from patients relatives 
or the public in the 
last 12 months 

The 2012 survey 
reports 16%, 
therefore a reduction 
of 2% has been 
achieved 

Best score for acute 
Trusts nationally is 
6% 

To increase awareness amongst staff on how to raise 
concerns/report potential fraud and malpractice – one survey 
question 

 

• Delivered “Join the Conversation” Road Shows 
• Raised compliance of Fraud Awareness mandatory training 
• Increased partnership working between Resilience and  

        Security and Counter Fraud Specialists 

92% of survey 
respondents say that 
if they were 
concerned about 
fraud or malpractice 
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• Regular Communications provided to staff via Trust weekly 
   bulletin 
• Crime Awareness sessions  delivered in November and  
   December 2013 

they would know how 
to report it 
 
The 2012 survey 
reports 90%, 
therefore a 2% 
improvement has 
been achieved 

*Average median 
score for all acute 
Trusts is 89% 

To increase levels of staff motivation, job satisfaction and 
engagement to enable delivery of high quality and safe patient 
care – nine survey questions 

 

• Monitored and targeted areas with low appraisal compliance 
• Utilised Together We Will Make it: better programme to focus 
   on key areas for action 
• Agreed process for team appraisals 
• Delivered a number of bespoke leadership development  
   programmes to target middle and senior leaders 
• Agreed Trust Workforce Engagement Strategy 
• Delivered “Join the Conversation” roadshows 
• Communicate “you said, we did” outcomes from “Join the  
   Conversation” 
• Review of Team Brief and internal communication systems 
• Communications survey to all staff to obtain feedback on how 
   to improve communication in the Trust 
• Mini staff survey completed  
• Integrated Trust values and behaviours in Trust appraisal  
   Policy 
• Wellbeing at Work, Developing Individual and Team  
   Resilience Programme developed 

3.74/5.00 is the Trust 
overall staff 
engagement score 

In 2012 the Trust 
score was 3.70/5.00 

Therefore an increase 
of .04 has been 
achieved 

The national average 
of acute Trusts is 
3.74  

 

To increase the quality of appraisal outcomes – 4 questions 
  

• Continuation of Together We Will Make it: better programme 
   to address this theme 
• Feedback on quality of appraisals routinely collected on all  
   KSF appraisals completed since 31.12.13 
• Maintained high levels of compliance against the Trust 90%  
   target, 84% as at 31.1.14. 

33% of survey 
respondents say they 
have received a well 
structured appraisal 
in the last 12 months. 

In 2012 the Trust 
score was 32%. 
Therefore this is a 1% 
increase 

Best score for acute 
Trust is 51% 
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5.2 2013 Staff Survey Action Plan 

5.2.1 Assumptions 

A focus on developing leadership and management competence will address 
the key areas of concern from the 2013 Survey. 

The five bottom ranking scores identified in 3.2.2 will be the key areas for 
attention in the 2013 Staff Survey Action Plan. 

The Together We Will Make it: better Programme will continue in 2014. The 
programme to be extended to address 5 key areas of attention and support 
from the Trust Executive Team to be strengthened.  It is anticipated that the 
2014 programme will consist of 4 groups and one group will focus on 2 
connected themes. The Trust is currently in discussion with Health Education 
England, Yorkshire and Humber to develop a region-wide workforce 
engagement model, based on the Together We Will Make it: better programme 
methodology.  It is anticipated that the Trust will be an early pilot site for this 
new approach. 

5.2.2 2013 Staff Survey Action Plan Key Issues 

• Staff Motivation at Work – the extent to which staff look forward to going 
to work, and are enthusiastic about and absorbed in their jobs. 

• Well Structured Appraisal – received an appraisal, helped improvements 
in role delivery and agree clear objectives for work, feel valued by the 
organisation. 

• Support from Immediate Manager – immediate manager encourages 
team working, can be counted on to help with difficult tasks, gives clear 
feedback on work, asks for staff opinions on decisions that affect work, is 
supportive in a personal crisis. 

• Work Related Stress – felt unwell in last 12 months as a result of work 
related stress. 

• Job Relevant Training – received job relevant, training, learning or 
development in the last 12 months. 

 Please see Appendix 2 for a copy of the 2013 Staff Survey Action Plan 

6. PROGRESS REPORTING AND MONITORING 

 6.1 The 2013 Staff Survey Action Plan progress review will be reported at 6 monthly 
intervals to Trust Workforce Board and Non-Clinical Governance and Risk 
Committee. 
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Appendices: 

• Appendix 1 – Summary of BHNHFT 2013 Staff Survey Key findings 

• Appendix 2 – 2013 Staff Survey Action Plan 
 
 



 
Summary of BHNHSFT 2013 Staff Survey Key Findings (Extract from 
Department of Health 2013 National NHS Staff Survey Results from 
Barnsley Hospital NHS FT 
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Department of Health 2013 National NHS Staff Survey Results from 
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Department of Health 2013 National NHS Staff Survey Results from 
Barnsley Hospital NHS FT 
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NHS Annual Staff Survey 2013 & Investors in People (IiP) Action Plan 
No Issue  Action     Timeframe    Owner Measures  

1.  MOTIVATION, 
SATISFACTION AND 
ENGAGEMENT 

To increase levels of 
staff motivation, job 
satisfaction and 
engagement to enable 
delivery of high quality 
and safe patient care 

Monitor appraisal compliance against targets 
and ensure that managers are communicating 
effectively with their staff, offer support or 
further training as required 
 
 
 
Continuation  of Together We Will Make It: 
better programme to further develop solutions 
to address this theme in 2014/15 
 
 
Implement training  and good practice tools 
and techniques for line managers in delivering 
effective meetings 
 
 
Review the expectations of leaders and 
managers, re-publish and remind staff about 
what to expect from their managers in leading, 
managing  and developing them 
 
 
Deliver Ward Leaders Development  
Programme 
 
 
 
Review and develop a Trust Leadership and 
Management Development Framework to 
ensure robust development provision to 
deliver role competencies 
 
 
Develop ownership of Trust Values and 
behaviours and embed in Recruitment, 
Performance Management and Appraisal 
Policies 
 
 

January to 
December 2014 
 
 
 
 
 
May 2014 to March 
2015 
 
 
 
September 2014 
 
 
 
 
June 2014 
 
 
 
 
 
February 2014 to 
December 2014 
 
 
 
June 2014 
 
 
 
 
 
June 2014 
 
 
 
 
 

Learning  & Development 
 
 
 
 
 
 
Learning &Development 
Board of Directors 
 
 
 
Learning & Development 
Line Managers 
 
 
 
Learning & Development 
 
 
 
 
 
Learning & Development 
Ward Leaders 
 
 
 
Learning & Development 
 
 
 
 
 
Learning & Development 
Human Resources 
 
 
 
 

Achievement of 90% compliance 
targets 
Interim Staff Survey 
Quality of Appraisal Questionnaire 
Feedback 
 
 
Staff Survey 2014 
Interim staff survey 2014/15 
FFT - Staff 
 
 
Staff Survey 2014 
Interim staff survey 2014/15 
FFT - Staff 
 
 
Staff Survey 2014 
Interim Staff Survey Results 2014/15 
 
 
 
 
Return on Investment Evaluation 
Staff Survey 2014 
Interim Staff Survey 2014/15 
 
 
Staff Survey 2014 
 
 
 
 
 
Staff Survey Results 2014 
Interim Staff Survey 2014/15 
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Encourage dialogue with Workforce around 
key issues, “Join the Conversation”,  
 
 
Ensure staff are aware of Business Plan and  
Trust future direction and their contribution 
 
 

January to Dec 2014 
 
 
 
January to 
December 2014 
 
 

Learning & Development  
Comms & Engagement 
 
 
Comms & Engagement 
 

Staff Survey Results 2014 
Communications Survey 2014 
 
 
Staff Survey Results 2014 
Interim Staff Survey 2014 
Investors in People Assessment 2014 

2.  WELL STRUCTURED 
APPRAISAL 

To increase the quality 
of appraisal outcomes 

 

Continuation of Together We Will Make It: 
better programme to address this theme 
 
 
 
 
Delivering briefing and training for appraisers 
on new Trust appraisal process 
 
 
 
 
Launch new Trust Appraisal Policy and 
supporting documentation 
 
 
 
 
Increase appraisal compliance levels to 90% 
 
 
Launch Trust team appraisal process to 
compliment one to one appraisals (subject to 
outcome of pilot) 
 

January 2014  to 
March 2015 
 
 
 
 
March to June 2014 
 
 
 
 
 
April 2014 
 
 
 
 
 
January 2014 to 
June 2014 
 
 
April 2014 
 
 
 

Learning & Development 
Board of Directors 
 
 
 
 
Learning & Development 
 
 
 
 
 
Learning & Development 
 
 
 
 
 
Learning &Development 
Line Managers 
 
 
Learning & Development 
Line Managers 
 

Staff Survey Results 2014 
Interim Staff Survey Results 2014 
Feedback from Quality of Appraisal 
Questionnaire 
 
 
Staff Survey Results 2014 
Interim Staff Survey Results 2014 
Feedback from Quality of Appraisal 
Questionnaire 
 
 
Staff Survey Results 2014 
Interim Staff Survey Results 2014 
Feedback from Quality of Appraisal 
Questionnaire 
 
 
Monthly compliance reports provided 
via Share Point 
 
 
Staff Survey Results 2014 
Interim Staff Survey Results 2014 
Feedback from Quality of Appraisal 
Questionnaire 

3.  SUPPORT FROM 
IMMEDIATE MANAGER 

To develop leadership 
and management 
competence at all levels 
in the organisation 

Establish a new Together We Will Make It: 
better programme to address this theme 
 
 
Review the expectations of leaders and 
managers, re-publish and remind staff about 
what to expect from their managers in leading, 
managing and developing them 
 

May 2014 to March 
2015 
 
 
Dec 2013 
 
 
 
 

Learning & Development 
Board of Directors 
 
 
Learning  & Development 
 
 
 
 

Staff Survey Results 2014 
Interim Staff Survey Results 2014 
 
 
Staff Survey 2014 
IiP Assessment 2014 
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 Review and develop a Trust Leadership and 
Management Development Framework to 
ensure robust development provision to 
deliver role competencies 
 
 
Continue to deliver Platform to Transform 
Leadership Development  Programme 
 
 
 
Utilise a development centre approach to 
continue to develop senior leaders who have 
key roles in new Clinical Business Unit 
 
 
 
Deliver Ward Leaders Leadership Programme 
 
 
 
 
Continue to develop first-line and middle  
managers, utilising accredited Chartered 
Management Institute Programmes accessed 
via the Barnsley Development Alliance 
 
 
Continue to support Trust manages and 
leaders to access development opportunities 
provided via the NHS Leadership Academy 
 
 
Continue to deliver the Wellbeing at Work, 
Developing Resilient Teams and Individuals 
Programme 
 
 
Train a number of Trust 1-1 accredited 
coaches to support management and staff 
development work streams 
 
 
Embed 1-1 and team coaching skills as a key 
line management competency 

June 2014 
 
 
 
 
 
Aug 2014 
 
 
 
 
May/June 2014 
 
 
 
 
 
February 2014 to 
December 2014 
 
 
 
April 2014 to March 
 2015 
 
 
 
 
January 2014 to 
March 2015 
 
 
 
February 2014 to 
March 2015 
 
 
 
May 2014 to May 
2015 
 
 
 
December 2015 

Learning & Development 
 
 
 
 
 
Learning  & Development 
 
 
 
 
Learning  & 
Development, Trust 
Board, Human 
Resources 
 
 
Learning & Development 
Ward Leaders 
 
 
 
Learning & Development 
Participants, Line 
Managers 
 
 
 
Learning & Development 
Participants, Line 
Managers 
 
 
Occupational Health and 
Learning & Development 
 
 
 
Learning & Development 
 
 
 
 
Learning & Development 

Staff Survey 2014 
IiP Assessment 2014 
 
 
 
 
Return on Investment Evaluation 
Staff Survey 2014 
Interim Staff Survey 2014/15 
 
 
Return on Investment Evaluation 
Staff Survey 2014 
Interim Staff Survey 2014/15 
 
 
 
Return on Investment Evaluation 
Staff Survey 2014 
Interim Staff Survey 2014/15 
 
 
Return on Investment Evaluation 
Staff Survey 2014 
Interim Staff Survey 2014/15 
 
 
 
Return on Investment Evaluation 
Staff Survey 2014 
Interim Staff Survey 2014/15 
 
 
Return on Investment Evaluation 
 
 
 
 
Return on Investment Evaluation 
 
 
 
 
Staff Survey 2014 
Interim Staff Survey 2014/15 
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4.  WORK RELATED 
STRESS  

To reduce levels of 
workplace stress 

 

Establish a new Together We Will Make It: 
better programme to address this theme 
 
 
 
 
'Occupational Health and Wellbeing Strategy' 
fully implemented. 
 
 
Occupational Health and Wellbeing to be 
informed of organisational change and 
rationale in advance. 
 
 
To continue to redevelop structured HR and 
Occupational Health and Wellbeing meetings  
 
 
 
Continue to deliver the Wellbeing at Work, 
Developing Resilient Teams and Individuals 
Programme 
 
 
Provide Trust staff with access to Health and 
Wellbeing Mobile Application 
 
 
Review Healthy Work Place Group microsite 
 
 
 
Provide Books to be loaned through the library 
on coping with stress 
 
 
 
Appraisal and Mandatory Training 
compliance measured against stress levels 
across CSUs/departments 
 
 
Sickness Absence Policy being applied 
consistently across the Trust 

May 2014 to March 
2015 
 
 
 
 
March 2016 
 
 
 
April 2014 
 
 
 
 
April 2013 
 
 
 
 
February 2014 to 
March 2015 
 
 
 
February 2014 to 
March 2015 
 
 
June 2014 
 
 
 
January 2014 – 
march 2015 
 
 
 
July 2014 
 
 
 
 
March 2014 
 

Learning & Development 
Occupational Health & 
Wellbeing and Board of 
Directors 
 
 
Occupational Health and 
Wellbeing 
 
 
Human Resources 
 
 
 
 
Occupational Health & 
Wellbeing 
Human Resources 
 
 
Occupational Health & 
Wellbeing and Learning 
and Development 
 
 
Occupational Health & 
Wellbeing 
 
 
Occupational Health & 
Wellbeing 
 
 
Occupational Health and 
Learning and 
Development 
 
 
Healthy Workplace 
Group 
 
 
 
Wellbeing 
Stress Action Group 

Staff Survey 2014/Stress Survey 2014 
Interim Staff Survey 2014/15 
IiP Assessment 2014 
 
 
 
Staff Survey 2014/Stress Survey 2014 
Interim Staff Survey 2014/15 
 
 
Staff Survey 2014/Stress Survey 2014 
Interim Staff Survey 2014/15 
 
 
 
Staff Survey 2014/Stress Survey 2014 
Interim Staff Survey 2014/15 
 
 
 
Return on Investment Evaluation 
May 2014 to March 2015 
 
 
 
Staff Survey 2014/Stress Survey 2014 
 
 
 
Staff Survey 2014/Stress Survey 2014 
Interim Staff Survey 2014/15 
 
 
Staff Survey 2014/Stress Survey 2014 
Interim Staff Survey 2014/15 
 
 
 
Staff Survey 2014/Stress Survey 2014 
Interim Staff Survey 2014/15 
 
 
 
Staff Survey 2014/Stress Survey 2014 
Interim Staff Survey 2014/15 
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Monitor staff return to work interview 
compliance to ensure support provided  
 
 
Stress Management  to be incorporated into 
Trust leadership and Management 
Development Framework, identified as a key 
area of competence 
 
 
Integration of Values and Behaviours  
Into Recruitment, KSF Appraisal and 
Performance Management Policies 
Implement Trust Workforce Engagement 
Strategy  
 
 
 
Team Coaching & team building offered to  
CSU's/Depts 
 

January 2014 to 
march 2015 
 
 
June 2014 
 
 
 
 
 
June 2014 
 
 
January 2014 to 
March 2015 
 
 
 
January 2014 to 
March 2015 
 

Human Resources 
 
 
 
Learning & Development 
 
 
 
 
 
Human Resources  
 
 
Comms & Engagement & 
Learning and 
Development 
 
 
Learning & Development 
 
 

Staff Survey 2014/Stress Survey 2014 
Interim Staff Survey 2014/15 
 
 
Staff Survey 2014 
Interim Staff Survey 2014/15 
 
 
 
 
Staff Survey 2014 
Interim Staff Survey 2014/15 
 
Return on Investment Evaluation 
Staff Survey 2014 
 
 
 
Staff Survey 2014 
Interim Staff Survey 2014/15 

5.  JOB RELEVANT 
TRAINING 

To ensure Trust staff 
receive job relevant 
training, learning or 
development  

Incorporate this theme into the existing  
Together We Will Make It: better group, 
currently addressing quality of appraisal 
 
 
 
 
Trust Corporate Curriculum reviewed and re-
launched as Trust Training Plan 
 
 
 
Continue to benchmark and develop in line 
with good practice Trust mandatory training 
provision and delivery 
 
 
 
Review Trust Mandatory training e-learning 
platform and develop a business case to re-
provide Trust E-learning platform 
 
 

May 2014 to March 
2015 
 
 
 
 
 
March 2014 
 
 
 
 
April 2014 to March 
2015 
 
 
 
 
December 2014 
 
 
 
 

Learning & Development 
 
 
 
 
 
 
Learning & Development 
& Subject Leads 
 
 
 
Learning & Development 
Subject Leads 
 
 
 
 
Learning & Development 
 

 

Staff Survey 2014 
Interim Staff Survey 2014/2015 
IiP Assessment 2014 
Monthly MAST compliance reports 
 
 
 
Staff Survey 2014 
 
 
 
 
Return on Investment Evaluation of 
training 
Staff Survey 2014 
 
 
 
Return on Investment Evaluation of 
training 
Staff Survey 2014 
Return on Investment Evaluation 
Staff Survey 2014 
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Educate trainers in effective evaluation 
methods, reporting data and ensuring that 
content can demonstrate an individual and 
organisational impact 
 

March 2015 Learning & Development 

 

Interim Staff Survey 2014/15 
IiP Assessment 2014 
 

6.  REWARD AND 
RECOGNITION 
 
To encourage 
managers and staff to 
recognise/reward 
success  
 

Encourage staff  and managers to nominate 
colleagues for a 2013 HEART Award 
 
 
 
Encourage staff  and managers  and patients 
to nominate staff for a BRILLIANT Staff or 
Team monthly award 
 

May 2014 
 
 
 
 
Current and to 
continue in 2014/15 

Comms & Engagement 
 
 
 
 
Comms & Engagement 
 

Return on Investment Evaluation 
Staff Survey 2014 
Interim Staff Survey 2014/15 
IiP Assessment 2014 
 

7.  REVIEW AND 
EVALUATION OF 
TRAINING COURSES 
 
To ensure all training 
courses deliver against 
defined objectives and 
be cost effective 
 

Further develop current  evaluation methods  
to incorporate the Return on Investment 
methodology, to demonstrate both cost-
effectiveness  and individual  and 
organisational impact 
 
 
Educate trainers in effective evaluation 
methods, reporting data and ensuring that 
content can demonstrate an individual and 
organisational impact 
 
 
Demonstrate adherence to NHS Education 
and Training Standards at bronze level 
assessment 

March 2015 
 
 
 
 
 
 
December 2014 
 
 
 
 
 
June 2014 

Learning  & Development 
 
 
 
 
 
 
Learning &Development 
 
 
 
 
 
Learning & Development 
 

Staff Survey 2014 
IiP Assessment 2014 
 
 
 
 
 
Staff Survey 2014 
IiP Assessment 2014 
 
 
 
 
Staff Survey 2014 
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SUBJECT: MONTHLY INTEGRATED TRUST BOARD REPORT – 
REPORT PERIOD MONTH 10 

DATE: MARCH 2014  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY:  

SPONSORED BY: 

Janet Ashby, Director of Finance & Information 
David Peverelle, Chief Operating Officer 
Heather Mcnair, Director of Nursing & Quality 
Hilary Brearley, Director of Human Resources & Organisational 
Development 

PRESENTED BY: 

Janet Ashby, Director of Finance & Information 
Heather Mcnair, Director of Nursing & Quality 
David Peverelle, Chief Operating Officer 
Hilary Brearley, Director of Human Resources & Organisational 
Development  

STRATEGIC CONTEXT 2-3 sentences 

To provide an overview of the Trust’s performance in terms of quality, activity, workforce and 
finance for January 2014. 
 
To provide positive Assurance against the following Trust business objectives: 1a, 1b, 2c, 3c, 
5b. 

QUESTION(S) ADDRESSED IN THIS REPORT  

How has the Trust performed in month 10 and year to date? 
Are sufficient actions in place to address any areas of concern? 

CONCLUSION AND RECOMMENDATION(S)  

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

• Which business plan 
objective(s) does this report 
relate to? 

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

• Has this report considered the 
following stakeholders? 

Patients
 

BCCG
 

Other
 

Staff
 

BMBC
 

Please state: 

Governors
 

Monitor
 

 

• Has this report reviewed the 
Trust’s compliance with: 

Regulators (eg Monitor / CQC)
 

Legal requirements (Acts, HSE, NHS Constitution etc)
 

Equality, Diversity & Human Rights
 

The Trust's sustainability strategy
 

• Is this report 
supported by a 
communications 
plan? 

Yes
 

Not applicable
 

To be developed
 

• Has this report  
(in draft or during 
development) been 
reviewed by any 
Board or Executive 
committees within the 
Trust? 

CGC
 

NCGRC
 

Audit Committee
 

Finance Commitee
 

ET
 

• Where applicable, briefly 
identify risk issues (including 
any reputation) and cross 
reference to risk register and  
governance committees 

 
Inherent within the report. 

• Where applicable, state 
resource requirements: 

Finance:  
Other: 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 

 

The Board will also have regard to the Trust’s core vision statement:  
“Barnsley Hospital: Providing the best healthcare for all”  

 



 
 

Monitor targets 
 

 
 
KEY:  

 = target achieved 

 = target  not achived 



 

 

Monitor Exceptions 
 

 



 

 

Performance 
 

 



 

 

 
Performance Exceptions 
 

 
 
KEY:  

 = target achieved 

 = target not achived 



 

 

 
 

 
 
 
 



 

 

Quality 
 

 
 

 

99.3% 98.8% 



 

 

 
 
 
KEY: Green

 = on target    Improvement in 
performance 

Amber

 
= under performance (within 5% of 
target)  

 Deterioration in 
performance 

Red

 = fail (>5% target)  No change in 
performance  

 



 

 

Quality Exceptions 
 

 



 

 

Patient Thermometer Indicators 
 



 

 
 

Workforce 
 

 
 
  KEY: Green

 = on target    Improvement in 
performance 

Amber

 
= under performance (within 5% of 
target)  

 Deterioration in 
performance 

Red

 = fail (>5% target)  No change in 
performance  

 



 

 

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  

 
 
 
Financial Performance Summary 
 

Key Issue RAG Trend Financial Performance Summary Appendix 

 
Financial 

Reporting Indices 

 
 
 

 
 

 
The Trust’s continuity of service rating exclusive of working capital facility at month 10 rounds to 
a 4. Operating cash is less than 10 days of operating expenses triggering one of the indicators of 
forward financial risk. There has been an improvement in the outstanding debt position, which is 
no longer triggering an indicator of forward financial risk. 

 
The outturn for capital expenditure is 81.2% of plan.   
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Statement of 

Comprehensive 
Income 

   
The consolidated overall position for month 10 is a £1.276m loss, against plan position of £1.32m 
surplus. (The previous position was a £0.14m surplus against £1.5m plan surplus.) EBITDA is 
68.8% of plan.  The decline is attributable in the main to the adverse pay position which is being 
driven by a significant increase in agency run rate. 
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 Income  

 

 
 
 
 
 
 

  
Contract income 
£3.57m ahead of plan at month 10 (Month 9 £3.63m ahead).  Risk is £1.08m, being principally 1st 
to follow ups and CQUINs.  The increase is due to capacity issues within Surgery and 
unachieved CQUINs. 
 
Other Income 
£2.07m ahead of plan at month 10, (£1.8m at month 9). 
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Transformation 
Programme - 
Efficiencies  

   
 
Achievement at month 10 is £0.209m which is £0.564m behind of target.  The principal slippage 
relates to unachieved pay costs savings predominantly associated with the closure of wards that 
was planned for the final quarter.  This has been a known risk throughout the year. 
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Green 

Green 

Red 

Red 
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Business As 

Usual 
Efficiencies 

 
 
 
 

  
Achievement at month 10 is £1.368m which is £0.872m behind target.  The majority of the 
savings relate to the Workforce and procurement efficiencies.  There are also CSU specific 
savings achieved in relation to Audiology, Sterile Services and Community Midwifery. 
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Additional Cost 
Improvement 

Savings 

 
 
 
 
 
 

  
At the request of the Finance Committee, additional cost improvement savings of £2.04m have 
been identified.  These have been initiated and are forecast to achieve £2.18m with £1.51m 
achieved to date.   
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Pay 

 
 
 

  
As explained above, total pay expense is showing an adverse variance of £6.66m.   This is 
predominantly attributable to the unplanned agency spend within the medicine CSUs, which was 
a result of the utilisation of escalation wards supporting the achievement of the four hour A&E 
target.   
 

 
 

 
Statement of 

Financial Position 

 
 
 

  
There are material variances as at month 10, including cash & capital as described below.  
However, there is now no material variance on the deferred income balance as the expenditure 
associated with EPR contractors and Transformational programme managers has stabilised 
following an earlier period of accelerated employment to progress the initiatives. 
  

 
Appendix 4 

 
Cash 

   
Cash is £3.8m behind plan principally due to additional and accelerated pay pressures.   

 
 

 
Capital  

 
 
 

 
 

 
Capital expenditure is £11.1m year to date, £2.57m behind plan. The projects behind plan 
include O Block, VDI and the Birthing Unit. Whilst there has been slippage with these projects it 
is still anticipated that 100% of the capital plan will be achieved by the year end. 
 

 
Appendix 5 & 
Appendix 5a 

 
 

Amber 

Amber 

Red 

Green 

 
Amber 

Green 
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Indicators of Forward Financial Risk - Consolidated accounts

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 3.96%

Creditors > 90 days past due account for more than 5% of total creditor balances No 0.35%

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 Yes 7

Capital expenditure < 75% of plan for the year to date No 81.23%  
 
 

Continuity of Service Rating
Metric Weight Definition Rating Categories Score Rating

1 2 3 4
Liquidity ratio (days) 50% Working capital balance * 360

Annual operating expenses <- -14 -14 -7 0 -11.6 3

Capital Servicing capacity (times) 50% Revenue available for capital service < 1.25 1.25 1.75 2.5 3 4
Annual debt service

Overall rating 3.5
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Performance against plan @ Month 10

Cumulative Cumulative
Plan Plan Actual Variance

Full Year YTD YTD YTD
£'000 £'000 £'000 £'000

NHS Clinical Income
Elective Long Stay 11,418 9,574 9,176 -398
Non Elective 49,268 40,948 40,434 -514
Planned Same Day 14,808 12,410 12,226 -184
Out-patients 25,326 21,231 20,758 -473
A & E 7,883 6,579 6,153 -426
Other 34,129 28,532 34,098 5,566

Total 142,832 119,274 122,845 3,571

Non NHS Clinical Income
Private patients 13 10 3 -7
Other Non Protected Clinical Income (RTA) 1,088 906 882 -24

Total 1,101 916 885 -31

Other income
Research and development 876 727 786 59
Education and Training 3,731 3,109 3,455 346
Other income 11,534 13,654 15,314 1,660
Donation to purchase PPE 0 0
PFI specific income 29 24 24 0

Total 16,170 17,514 19,579 2,065

Total income 160,103 137,704 143,309 5,605

Costs
Employee benefits expenses (Pay) -106,127 -89,855 -90,266 -411
Agency costs -6,251 -6,251
Total pay costs -106,127 -89,855 -96,517 -6,662
Drug costs -9,485 -8,903 -9,202 -299
Clinical supplies and services -13,096 -10,897 -11,562 -665
Misc other operating expenses (excl Dep'n) -20,840 -19,340 -20,036 -696

Total costs -149,548 -128,995 -137,317 -8,322

EBITDA 10,555 8,709 5,992 -2,717

Profit / loss on asset disposals 0 0 0 0
Fixed Asset Impairments 0 0 0 0
Depreciation & Amortisation - owned assets -6,562 -5,288 -5,231 57
Depreciation & Amortisation - PFI assets -45 -38 -38 0
Restructuring Costs -350 -291 -180 111
Interest Income 93 77 25 -52
PFI Interest Expense -149 -70 -70 0
PFI Specific Costs -79 -120 -104 16
Total interest payable on Loans and leases 0 0 0 0
PDC Dividend expense -1,875 -1,656 -1,670 -14

Net Surplus/(Deficit) 1,588 1,323 -1,276 -2,599

Net  I & E Margin 0.99% 0.96% -0.89%
Net  I & E Margin risk rating 2 2 2

EBITDA 10,555 8,709 5,992
EBITDA MARGIN 6.6% 6.3% 4.2%

EBITDA Margin risk rating 3 3 2

Revenue Available for debt service 10,648 8,786 6,017

Consolidated Statement of Comprehensive Income

 



 

 
 

Appendix 2a

CQUIN SUBSECTION PAYMENT Q1
Actual

Q2
Actual Q3 Q4 Total

Friends and Family Test £158,242
Indicator 1.1 Friends and Family Test - Phased expansion £23,736 £23,736 £47,473

Indicator 1.2 Friends and Family Test - Increased Response 
Rate

£31,648 £31,648 £63,297

Indicator 1.3
F&F Test - Improved Performance on the Staff 
F&F Test £47,473 £47,473

N2
NHS Safety 
Thermometer £158,242

Indicator 2.1 NHS Safety Thermometer - Data Collection 19,780 19,780 19,780 19,780 £79,121
Indicator 2.2 NHS Safety Thermometer - Improvement £39,561 £39,561 £79,121

Dementia £158,242
Indicator 3.1 Dementia - Find, Assess, Investigate and Refer £47,473 £47,473 £94,945
Indicator 3.2 Dementia - Clinical Leadership £15,824 £15,824
Indicator 3.3 Dementia - Supporting Carers of People with Dementia £23,736 £23,736 £47,473

Venous Thromboembolism (VTE £158,242
Indicator 4.1 VTE Risk Assessment £19,780 £19,780 £19,780 £19,780 £79,121
Indicator 4.2 VTE Root Cause Analyses £19,780 £19,780 £19,780 £19,780 £79,121

Outpatient Communication (25% weighting) £632,969
Indicator 5.1 Improvements in Timeliness and Quality £105,495 £105,495 £105,495 £316,484
Indicator 5.2 Inclusion of full dataset £105,495 £105,495 £105,495 £316,484

Discharge Communication (25% weighting) £632,969
Indicator 6.1 Assurance of Timeliness £73,846 £73,846 £73,846 £221,539
Indicator 6.2 Inclusion of full dataset £73,846 £73,846 £73,846 £221,539
Indicator 6.3 Timeliness of subsequent letter £63,297 £63,297 £63,297 £189,891

Medication Care Planning (20% weighting) £506,375
Indicator 7.1 Training material and roll out programme signed off by CCG £202,550 £202,550
Indicator 7.2 Roll out of training programme to identified wards £151,912 £151,912 £303,825

Respiratory (15% weighting) £379,781
Indicator 8.1 COPD Inpatient Care Bundle £189,891 £189,891 £379,781

Patient Experience* (15% weighting) £379,781
Indicator 9.1 Question 32 Improvement £126,594 £126,594

Question 34 Improvement £126,594 £126,594
Question 56 Improvement £126,594 £126,594

Achieved/Low Risk £71,209 £586,815 £616,881 £643,782 1,918,686£      
Medium Risk £0 £0 £168,792 £667,254 836,046£         

Lost/High RisK £19,780 £147,693 £121,319 £121,319 410,111£         
Total £90,989 £734,507 £906,991 £1,432,355 £3,164,843

L7

L8

L9

2013/14 CQUINS PAYMENT & RISK SUMMARY

N1

N3

N4

L5

L6
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Efficiency Plan 2013-14 

Transformation Group detail Full Year Month 10 Month 10 Month 10
Target Target Actual Variance

£ £ £ £
Urgent Care - Pay 620,000 207,000 0 (207,000)
Urgent Care - Clinical Supplies 130,000 43,000 0 (43,000)
Planned Care - Pay 1,000,000 333,000 0 (333,000)
Consistency in Care - Drugs 250,000 190,000 209,167 19,167

Total 2,000,000 773,000 209,167 (563,833)

Transformation Group summary Full Year Month 10 Month 10 Month 10
Target Target Actual Variance

£ £ £ £
Urgent Care 750,000 250,000 0 (250,000)
Planned Care 1,000,000 333,000 0 (333,000)
Consistency in Care 250,000 190,000 209,167 19,167

Total 2,000,000 773,000 209,167 (563,833)

Pay, Non-Pay summary Full Year Month 10 Month 10 Month 10
Target Target Actual Variance

£ £ £ £
Pay 1,620,000 540,000 0 (540,000)
Drugs 250,000 190,000 209,167 19,167
Clinical Supplies 130,000 43,000 0 (43,000)
Non-Clinical Supplies 0 0 0 0

Total 2,000,000 773,000 209,167 (563,833)
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Efficiency Plan 2013-14 

Business as Usual detail Full Year Month 10 Month 10 Month 10
Target Target Actual Variance

£ £ £ £
Strategic Review of Services - Pay 500,000 166,000 29,762 (136,238)
Workforce - Pay 1,000,000 751,057 759,619 8,562
Elective Care - Pay 620,000 207,000 0 (207,000)
Elective Care - Clinical Supplies 130,000 43,000 0 (43,000)
Estates, IM&T, Non-Clinical Support - Pay 710,000 426,000 0 (426,000)
Estates, IM&T, Non-Clinical Support - Non-Clinical Supplies 540,000 413,333 352,925 (60,408)
Working together - Clinical Supplies 300,000 100,000 0 (100,000)
Working together - Non-Clinical Supplies 400,000 133,000 0 (133,000)
CSU - Pay 0 0 119,819 119,819
CSU - Non-PAY 0 0 105,473 105,473

Total 4,200,000 2,239,390 1,367,598 (871,792)

Business as Usual summary Full Year Month 10 Month 10 Month 10
Target Target Actual Variance

£ £ £ £
Strategic Review of Services 500,000 166,000 29,762 (136,238)
Workforce 1,000,000 751,057 759,619 8,562
Elective Care 750,000 250,000 0 (250,000)
Estates, IM&T, Non-Clinical Support 1,250,000 839,333 352,925 (486,408)
Working together 700,000 233,000 0 (233,000)
CSU 0 0 225,292 225,292

Total 4,200,000 2,239,390 1,367,598 (871,792)

Pay, Non-Pay summary Full Year Month 10 Month 10 Month 10
Target Target Actual Variance

£ £ £ £
Pay 2,830,000 1,550,057 909,200 (640,857)
Drugs 0 0 0 0
Clinical Supplies 430,000 143,000 0 (143,000)
Non-Clinical Supplies 940,000 546,333 458,398 (87,935)

Total 4,200,000 2,239,390 1,367,598 (871,792)  
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Additional Efficiency Plans 2013-14 

Lead RAG Full Year Month 10 Full Year
Director Rating Target Actual Forecast

£ £ £
Control of additional pay - locum staff Hilary Brearley Green 500,000 412,034 494,441
NHS Professionals service Heather Mcnair Red 93,000 0 0
EPR Janet Ashby/Bob Kirton Green 475,000 610,910 863,120
Transformation programmes - PMO (post reductions) Bob Kirton Green 50,000 14,994 74,969
Pharmacy / Procurement Savings Dave Peverelle Green 300,000 209,499 349,165
Increase car parking charges Janet Ashby/Lorraine Christopher Green 50,000 25,000 50,000
Procurement Savings Janet Ashby Green 107,000 203,925 271,900
Increased control of vacancy factor and rebanding controls Hilary Brearley Red 400,000 0 0
Review of payments for telephone line rentals Janet Ashby Red 12,000 0 4,000
Salary sacrifice Janet Ashby Green 50,000 33,333 50,000

Total 2,037,000 1,509,695 2,157,595



 

 

Appendix 4

2013/14 2013/14
Plan Actual Variance

January January
£'000 £'000 £'000

NON CURRENT ASSETS
Tangible & Intangible Assets Net 77,835 75,344 -2,491
PFI Assets Net 1,408 1,408 0
Total Non Current Assets 79,243 76,752 -2,491

CURRENT ASSETS
Inventories 1,651 1,718 67
NHS Trade Receivables Current 3,719 6,658 2,939
Non NHS Trade Receivables Current 590 958 368
Other related party receivables (BHSS) 0 0 0
Tax receivables current 9 9 0
Other Receivables Current 1,001 863 -138
Prepayments Current 1,739 669 -1,070
Cash 6,571 2,762 -3,809
Assets Current Total 15,280 13,637 -1,643

CURRENT LIABILITIES (< one year)
PFI Leases Current -175 -177 -2
Trade Payables Current -3,601 -5,309 -1,708
Other Payables Current -5,613 -5,018 595
Capital Payables Current -3,600 -1,788 1,812
PDC Dividend Payable -655 -673 -18
Accruals Current -2,974 -3,777 -803
Provisions current -534 -116 418
Deferred Government Grant Income Current 258 258 0
Deferred Income Current -1,363 -638 725
Total Current Liabilities -18,257 -17,238 1,019

NET CURRENT ASSETS (LIABILITIES) -2,977 -3,601 -624
Investment in subsidiary at cost 0
Other Receivables Non current 678 678 0

TOTAL ASSETS LESS CURRENT LIABILITIES 76,944 73,829 -3,115
   Deferred Income Non Current -682 -682 0

Deferred Government Grant Income Non Current 0 0 0
PFI Leases Non Current -563 -563 0
Provisions Non Current -236 -236 0

TOTAL ASSETS EMPLOYED 75,463 72,348 -3,115

TAXPAYERS' AND OTHERS' EQUITY
Public dividend capital 45,855 45,855 0
Retained earnings 13,778 10,718 -3,060
Revaluation reserve 15,830 15,775 -55
Other Reserves 0

TAXPAYERS EQUITY TOTAL 75,463 72,348 -3,115

Consolidated
Statement of Position - plan

 



 

 
 

       Appendix 5 
 

Capital Programme 2013/14 Board Budget Actual Variance
Budget to date to date
£'000s £'000s £'000s £'000s

TOTAL DEFERRED from 2012/13 8,357 7,768 7,306 -462
Critical Backlog Maintenance
Kitchens AB/KL 600 400 227 -173
Ward Refurbishments x 6 135 135 133 -2
Electrical Supplies & Distribution 0 0 0 0
Nurse Call Systems 25 25 25 0
Physiotherapy Ventilation Plant 190 115 8 -107
Window Replacement Phase 3 245 100 0 -100
Clean Corridor Ventilation Plant 0 0 0 0
ITU Ventilation Plant/Main Chiller Plant 570 41 29 -12
Z Block Roof Covering 196 196 154 -42
Z Block Heat Exchangers 50 35 0 -35
Boiler House Hot Wells 200 150 23 -127
Ward 16/Diabetes Ventilation 0 0 0 0
Theatre Refurbishment 200 200 87 -113
Contingency 64 0 0 0
H&S - Heat Emitter Guards 95 80 70 -10
ESTATES Critical Backlog Maintenance Total 2,570 1,478 756 -721
VDI 552 552 0 -552
SCCM 0 0 0 0
Specialist Printers 15 15 13 -2
Helpdesk Software 60 60 39 -21
Network Monitoring 0 0 0 0
CRIS Servers into VM Ware 50 50 5 -45
Telephone System Upgrade 50 50 50 0
Switchboard ARK 100 40 0 -40
IM&T 2013/14 827 767 107 -660
Medical & Surgical Equipment 1,714 1,714 1,666 -48
M&S Equipment 2013/14 1,714 1,714 1,666 -48
PACS 372 0 0 0
EPR 0 0 0 0
Hospital Street 20 0 13 13
Discharge Lounge 160 160 105 -55
Residential Blocks 400 350 158 -192
Medical Records/Photography/Clincial Coding 15 15 0 -15
O Block 600 587 229 -358
TOPS Refurbishment 350 0 512 512
Stroke Unit 0 0 0 0
Wayfinding 60 60 5 -55
MRI Scanner upgrade 600 500 9 -491
ED Trolleys 0 0 0 0
Mobile Working CNN 45 0 23 23
Pharmacy Robot - Inpatients 0 0 5 5
Fire Door Replacement 300 300 253 -47
STRATEGIC SCHEMES 2013/14 2,922 1,972 1,311 -661
Contingency 0 0 -18 -18
TOTAL CAPITAL PROGRAMME 16,390 13,699 11,127 -2,571  
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Capital Programme 2013/14 Board Budget Actual Variance
Budget to date to date
£'000 £'000 £'000 £'000

Summary of deferred schemes
Combined Heat & Power 845 845 858 13
Windows 306 306 289 -17
Roofing 170 170 169 -1
Replace Calorifiers 26 17 22 5
Medical Gases 27 27 29 2
Theatre Plant Upgrade 2 2 2 0
Lifts 584 520 460 -60
Tug 14 14 14 0
Electrical Testing 14 14 20 6
Ventilation 12 12 14 2
Security 24 24 28 4
Flooring 6 0 20 20
Electrical 3 3 3 0
ICT Hub 2 2 2 0
Asbestos 41 31 1 -30
2 Ward Upgrade -18 -18 -18 0
Electrical Switching 0 0 0 0
Estates 2012-13 Deferred 2,058 1,969 1,913 -56
Patient Flow 0 0 -2 -2
Business Continuity 346 346 348 2
Digital Dictation 16 16 10 -6
Mobile Working for Midwifery 49 49 49 0
Server Refresh 95 95 93 -2
Network Security 16 16 16 0
Web Filtering 25 17 23 6
POC Interface 6 6 -2 -8
Pathology System Upgrade 10 10 0 -10
Bleep Replacement 60 60 0 -60
UPS Battery Upgrade 22 16 19 3
Desk Top Replacement 3 3 2 -1
Anticoagulant Software 4 4 0 -4
IM & T 2012-13 Deferred 652 638 557 -81
Urgent Care 1,936 1,936 2,058 122
Maternity Birthing Unit 2,237 1,768 1,504 -264
Hospital Contact Centre 57 57 3 -54
Patient Check in System 135 135 113 -22
Replacement CCTV System 80 80 67 -13
Intelligent Drug Cabinets 179 179 130 -49
Endoscopy Equipment 305 305 289 -16
Endoscopy Building 525 525 553 28
Colposcopy Database 17 0 0 0
Replace Theatre Operating Lights 59 59 47 -12
Mobile Tele-Communication 0 0 0 0
Electronic Medicine Management 105 105 60 -45
Access Control & Security Measures 12 12 12 0
Strategic 2012-13 Deferred 5,647 5,161 4,835 -326
2012-13 Additional costs/savings 0 0 0 0
TOTAL DEFERRED from 2012/13 8,357 7,768 7,306 -462  
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SUBJECT: INFORMATION GOVERNANCE TOOLKIT VERSION 11 

DATE: MARCH 2014  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Terri Milligan, Information Governance Manager 
SPONSORED BY: Janet Ashby, Director of Finance and Information  
PRESENTED BY: Janet Ashby, Director of Finance and Information 
STRATEGIC CONTEXT 2-3 sentences 

Ensuring robust information systems and good governance. 

QUESTION(S) ADDRESSED IN THIS REPORT  

Has the Trust achieved satisfactory compliance against the Information Governance Toolkit? 

CONCLUSION AND RECOMMENDATION(S)  

The Board of Directors is asked to: 
a) note the assessment of satisfactory compliance against all requirements, and  
b) approve submission of the Information Governance (IG) Toolkit V11, subject to 

confirmation by the IG Board and agreement of the Director of Finance & Information 
upon review of the audit outcomes 

 

 



  
BoD Mar 2014: 16_IG Toolkit submission 

 

REFERENCE/CHECKLIST 

• Which business plan 
objective(s) does this report 
relate to? 

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

• Has this report considered the 
following stakeholders? 

Patients
 

BCCG
 

Other
 

Staff
 

BMBC
 

Please state: 

Governors
 

Monitor
 

IG Board 

• Has this report reviewed the 
Trust’s compliance with: 

Regulators (eg Monitor / CQC)
 

Legal requirements (Acts, HSE, NHS Constitution etc)
 

Equality, Diversity & Human Rights
 

The Trust's sustainability strategy
 

• Is this report 
supported by a 
communications 
plan? 

Yes
 

Not applicable
 

To be developed
 

• Has this report  
(in draft or during 
development) been 
reviewed by any 
Board or Executive 
committees within the 
Trust? 

CGC
 

NCGRC
 

Audit Committee
 

Finance Commitee
 

ET
 

• Where applicable, briefly 
identify risk issues (including 
any reputation) and cross 
reference to risk register and  
governance committees 

 

• Where applicable, state 
resource requirements: 

Finance:  
Other:  

 
 

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 

 

The Board will also have regard to the Trust’s core vision statement:  
“Barnsley Hospital: Providing the best healthcare for all”  
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Subject: INFORMATION GOVERNANCE TOOLKIT Ref: 14/03/P-16 
 

1. STRATEGY 

1.1 The Trust is committed to good governance and quality of services in all aspects of its 
operations, including information governance. 

2. INTRODUCTION  

2.1 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 11. 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.  

2.2 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 11 of the IGT by 
31 March 2014. In addition, all organisations must ensure that their final IG Toolkit 
submission is subject to independent audit.  

3. IG TOOLKIT VERSION 11 SUBMISSION  

3.1 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 12/13 
(Final) % 

13/14 
(Final) % 

Information Governance Management  Satisfactory (Green) 93 87 
Confidentiality and Data Protection 
Assurance 

Satisfactory (Green) 85 86 

Information Security Assurance Satisfactory (Green) 76 76 
Clinical Information Assurance Satisfactory (Green) 93 87 
Secondary Use Assurance (Data Quality) Satisfactory (Green) 75 71 
Corporate Information Assurance Satisfactory (Green) 100 100 
Overall 83 (Green) 81 (Green) 

3.2 All IG Toolkit leads were asked to reset scores to zero, on release of V11, so that 
scores were not rolled over from V10 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, 11-209, is not relevant to the Trust’s current working practices. 

Compliance Improvement 

3.3 The baseline submission of IGT V11 noted by the IG Board in July 2013 highlighted 
eight areas of non-compliance. These have now been assessed as level 2 or above 
based on the following: 
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3.4 11–110 – It was identified at the beginning of the year that there were significant gaps 
in existing contracts that could potentially render the Trust accountable for a breach of 
associated IG legislation, by a third party. IG and the Supplies team have worked in 
conjunction to ensure that new contracts contain the relevant IG, Freedom of 
Information and Confidentiality clauses and that the Data Controller/processor 
relationships and responsibilities are clearly defined. The Supplies team have also 
received specific IG training to enable them to identify existing contracts that require 
re-negotiation to contain the necessary IG standards.   

3.5 11-111 – Routine monitoring of the IG Toolkit requirements identified that there were 
a number of Medical Staff employment contracts that did not contain adequate 
confidentiality clauses. These have now been revised and updated by the Senior 
Human Resources manager. 

3.6 11–207 – The current Tier One Barnsley Information Sharing Protocol provides an 
umbrella for Information Sharing across a number of Barnsley services. This Protocol 
is currently being reviewed by the Information Security Officer at BMBC. There are 
adequate controls in place to support Tier 2 and 3 Information Sharing Protocols and 
Service Level Agreements under this umbrella, which were reviewed with Supplies 
when undertaking work against requirement 11-110. 

3.7 11–303 and 11-304 – At the release of V11 of the IG Toolkit, the Trust did not have 
an identified Registration Authority (RA) Manager, responsible for Smartcard 
authorisation and related processes. In light of the Lorenzo implementation, this 
posed a significant risk. The role has now been assigned to the Head of Resilience 
and Security, which has also served to centralise ID card and Smartcard 
management. A Terms of Reference is currently under development which will 
support associated RA staff in escalating risks and issues via the IG Board. 

3.8 11-505 – In order to achieve a level 2 or above in this requirement the Trust must 
undertake an audit of clinical coding, based on national standards,  by a NHS 
Classifications Service approved clinical coding auditor.  

3.9 The audit evaluated 200 random episodes on the quality of the Coded Clinical Data 
by making comparisons between the source document and the information held on 
the Trust’s Patient Administration System. 

3.10 The table below reflects the standards required by the IG Toolkit against the audit 
results for 2014. 

 
IG Toolkit Level of Attainment 

Audit Results 
2014 

 
Level 2 Level 3   

Primary Diagnosis > = 90% > = 95% 94.50% 
Secondary Diagnosis > = 80% > = 90% 95.30% 
Primary Procedure > = 90% > = 95% 95.50% 
Secondary Procedure > = 80% > = 90% 93.30% 

3.11 Based on the results above the IG Board will be asked if they support the Primary 
Diagnosis as a figure rounded to the nearest whole which will score this 95% and 
ultimately a Level 3 toolkit score or to accept the result as level 2 compliant. 

3.12 11-510 – All Clinical Coding staff have been booked onto speciality training 
workshops and will be 100% compliant by March 2014.  Furthermore staff are booked 
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to complete the Clinical Coding refresher Course by May 2014 as required to achieve 
Level 2 compliance.  

Requirements which have decreased in Compliance since IGT V10 Submission 

3.13 11-110 – This requirement has been reviewed in-depth.  In order to achieve level 3 on 
this requirement, the work undertaken on IG standards within contracts (see 2.4), will 
need to be subject to monitoring, review and audit once the work plan is complete.   

3.14 11-402 – This requirement requests that to maintain a level 3, data quality procedures 
should be reviewed during each year. No evidence was presented that could support 
this during assessment of the requirement. Going forward, reviews of data quality 
procedures will be documented via the relevant user group. This will be 
communicated to all data quality leads during the next meeting on 7th March 2014. 

3.15 11-507 – Completeness and Validity checks are carried out by Management 
Information Services and therefore this requirement which states: ‘The completeness 
and validity check for data has been completed and passed’, was assigned to this 
end. However upon review it seems there are elements to the requirement which 
need the input of the Trust Data Quality lead.  At the release of the IG Toolkit V12, 
this requirement will be reassigned to the Trust Data Quality Assurance co-ordinator, 
with input from Management Information Services. 

4. INFORMATION GOVERNANCE TRAINING 

4.1 The IG training requirement IG11-112 stipulates – ‘Information Governance 
awareness and mandatory training procedures are in place and all staff are 
appropriately trained’. 

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

4.3 The Trust is currently 78% compliant of staff in-date with IG training.  A further 19% of 
staff have received IG training at some point but are now out of date. A cross-
departmental strategy is in place to improve and maintain overall IG training 
compliance, with particular focus upon the 3% of staff that have not yet received any 
IG training, and IG awareness is continually promoted throughout the Trust with the 
use of the internal communications system and available media.   

5. AUDIT 

5.1 The Trust has been subject to two internal audits in support of the IG Toolkit and 
supporting requirements throughout 2013/14. 

5.2 The first audit covered the recommendations highlighted by the external Information 
Commissioner’s Office (ICO) audit in July 2013 where the Trust received reasonable 
assurance.  

5.3 The ICO audit scope included data protection governance, records management and 
security of personal data. 

5.4 The second internal audit focused on the Secondary Use Assurance elements of the 
IG Toolkit which was not covered by the scope of the ICO and supporting internal 
audits.  

https://nww.dynamicchangeerm.com/ommv4/status_view/default.asp?o=8009&tabview=1
https://nww.dynamicchangeerm.com/ommv4/status_view/default.asp?o=8009&tabview=1
https://nww.dynamicchangeerm.com/ommv4/status_view/default.asp?o=8009&tabview=1
https://nww.dynamicchangeerm.com/ommv4/status_view/default.asp?o=8009&tabview=1
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5.5 The above internal audit reports are currently under development and will be 
reviewed by the IG Board on 12th March 2014.  Any significant issues highlighted by 
the audits, that in any way contradict this Board report will be fed back to the Board 
by Janet  Ashby, Director of Finance and Information, before an update on progress 
is provided to the ICO on 21st March and the final submission of the IG Toolkit on the 
31st March 2014. 

6. CONCLUSION 

6.1 Subject to final review by the IG Board on 12th March and outcome of the audits 
outlined in section 5, the Trust is able to confirm ‘satisfactory’ compliance under the 
version 11 of the IG Toolkit. 

6.2 At its last meeting, the Non Clinical Governance & Risk Committee received 
assurance that the Trust would be fully compliant by the year end (due date for the 
submission). 

6.3 Submission would be subject to final review by the Director of Finance and 
Information.  

 
 
Appendices: 

• Appendix 1 – IG Toolkit V11 Final Submission Report 
 
 



IG Current 
Score

IG Target 
Score

Accountability Title Accountability 
Owner

Next Update 
Period

Next 
Update 
Due

Level 3 Level 3 IG11-101: There is an adequate Information 
Governance Management Framework to support the 
current and evolving Information Governance agenda

Jessica Davenport Jan-14 31/01/2014

Level 3 Level 3 IG11-105: There are approved and comprehensive 
Information Governance Policies with associated 
strategies and/or improvement plans 

Jessica Davenport Jan-14 31/01/2014

Level 2 Level 3 IG11-110: Formal contractual arrangements that 
include compliance with information governance 
requirements, are in place with all contractors and 
support organisations

Jessica Davenport Jan-14 31/01/2014

Level 3 Level 3 IG11-111: Employment contracts which include 
compliance with information governance standards are 
in place for all individuals carrying out work on behalf of 
the organisation 

Emma Lavery Jan-14 31/01/2014

Information Governance Toolkit v11

Accountability 
Sponsor

Last 
Update 
Date

1. Information Governance Management 
Terri Milligan 28/02/2014

Full 
Requiremen
t

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

Page 1 of 13 



Level 2 Level 2 IG11-112: Information Governance awareness and 
mandatory training procedures are in place and all staff 
are appropriately trained 

Angela Earnshaw Jan-14 31/01/2014

Level 3 Level 3 IG11-200: The Information Governance agenda is 
supported by adequate confidentiality and data 
protection skills, knowledge and experience which 
meet the organisation’s assessed needs 

Jessica Davenport Jan-14 31/01/2014

Terri Milligan 28/02/2014

2. Confidentiality and Data Protection Assurance
Terri Milligan 28/02/2014
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Level 3 Level 3 IG11-201: Staff are provided with clear guidance on 
keeping personal information secure and on respecting 
the confidentiality of service users 

Jessica Davenport Jan-14 31/01/2014

Level 2 Level 3 IG11-202: Personal information is only used in ways 
that do not directly contribute to the delivery of care 
services where there is a lawful basis to do so and 
objections to the disclosure of confidential personal 
information are appropriately respected.

Jessica Davenport Jan-14 31/01/2014

Level 2 Level 2 IG11-203: Individuals are informed about the proposed 
uses of their personal information 

Jessica Davenport Jan-14 31/01/2014

Level 3 Level 3 IG11-205: There are appropriate procedures for 
recognising and responding to individuals’ requests for 
access to their personal data 

Carol Cunliffe Jan-14 31/01/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014
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Level 3 Level 3 IG11-206: There are appropriate confidentiality audit 
procedures to monitor access to confidential personal 
information 

Jessica Davenport Jan-14 31/01/2014

Level 2 Level 2 IG11-207: Where required, protocols governing the 
routine sharing of personal information have been 
agreed with other organisations 

Jessica Davenport Jan-14 31/01/2014

Not Relevant Not Relevant IG11-209: All person identifiable data processed 
outside of the UK complies with the Data Protection Act 
1998 and Department of Health guidelines 

Jessica Davenport Jan-14 31/01/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014
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Level 2 Level 3 IG11-210: All new processes, services, information 
systems, and other relevant information assets are 
developed and implemented in a secure and structured 
manner, and comply with IG security accreditation, 
information quality and confidentiality and data 
protection requirements 

Jessica Davenport Jan-14 31/01/2014

Level 2 Level 2 IG11-300: The Information Governance agenda is 
supported by adequate information security skills, 
knowledge and experience which meet the 
organisation’s assessed needs 

Roger Crick Jan-14 31/01/2014

Level 2 Level 2 IG11-301: A formal information security risk 
assessment and management programme for key 
Information Assets has been documented, 
implemented and reviewed 

Jessica Davenport Jan-14 31/01/2014

Level 2 Level 2 IG11-302: There are documented information security 
incident / event reporting and management procedures 
that are accessible to all staff 

Roger Crick Jan-14 31/01/2014

Terri Milligan 28/02/2014

3. Information Security Assurance
Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014
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Level 3 Level 3 IG11-303: There are established business processes 
and procedures that satisfy the organisation’s 
obligations as a Registration Authority 

Mike Lees Jan-14 31/01/2014

Level 3 Level 3 IG11-304: Monitoring and enforcement processes are 
in place to ensure NHS national application Smartcard 
users comply with the terms and conditions of use 

Mike Lees Jan-14 31/01/2014

Level 2 Level 2 IG11-305: Operating and application information 
systems (under the organisation’s control) support 
appropriate access control functionality and 
documented and managed access rights are in place 
for all users of these systems 

Roger Crick Jan-14 31/01/2014

Level 3 Level 3 IG11-307: An effectively supported Senior Information 
Risk Owner takes ownership of the organisation’s 
information risk policy and information risk 
management strategy

Jessica Davenport Jan-14 31/01/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014
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Level 3 Level 3 IG11-308: All transfers of hardcopy and digital person 
identifiable and sensitive information have been 
identified, mapped and risk assessed; technical and 
organisational measures adequately secure these 
transfers 

Jessica Davenport Jan-14 31/01/2014

Level 2 Level 2 IG11-309: Business continuity plans are up to date and 
tested for all critical information assets (data 
processing facilities, communications services and 
data) and service - specific measures are in place 

Mike Lees Jan-14 31/01/2014

Level 2 Level 2 IG11-310: Procedures are in place to prevent 
information processing being interrupted or disrupted 
through equipment failure, environmental hazard or 
human error 

Roger Crick Jan-14 31/01/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014
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Level 2 Level 2 IG11-311: Information Assets with computer 
components are capable of the rapid detection, 
isolation and removal of malicious code and 
unauthorised mobile code 

Roger Crick Jan-14 31/01/2014

Level 2 Level 2 IG11-313: Policy and procedures are in place to ensure 
that Information Communication Technology (ICT) 
networks operate securely 

Roger Crick Jan-14 31/01/2014

Level 2 Level 2 IG11-314: Policy and procedures ensure that mobile 
computing and teleworking are secure 

Roger Crick Jan-14 31/01/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014
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Level 2 Level 2 IG11-323: All information assets that hold, or are, 
personal data are protected by appropriate 
organisational and technical measures 

Roger Crick Jan-14 31/01/2014

Level 2 Level 2 IG11-324: The confidentiality of service user 
information is protected through use of 
pseudonymisation and anonymisation techniques 
where appropriate 

Jessica Davenport Jan-14 31/01/2014

Level 3 Level 3 IG11-400: The Information Governance agenda is 
supported by adequate information quality and records 
management skills, knowledge and experience 

Jessica Davenport Jan-14 31/01/2014

Level 2 Level 2 IG11-401: There is consistent and comprehensive use 
of the NHS Number in line with National Patient Safety 
Agency requirements 

Jessica Davenport Jan-14 31/01/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

4. Clinical Information Assurance
Terri Milligan 28/02/2014

Terri Milligan 28/02/2014
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Level 2 Level 3 IG11-402: Procedures are in place to ensure the 
accuracy of service user information on all systems 
and /or records that support the provision of care 

Jessica Davenport Jan-14 31/01/2014

Level 3 Level 3 IG11-404: A multi-professional audit of clinical records 
across all specialties has been undertaken 

Carol Cunliffe Jan-14 31/01/2014

Level 3 Level 3 IG11-406: Procedures are in place for monitoring the 
availability of paper health/care records and tracing 
missing records 

Carol Cunliffe Jan-14 31/01/2014

Level 2 Level 2 IG11-501: National data definitions, standards, values 
and validation programmes are incorporated within key 
systems and local documentation is updated as 
standards develop 

Jessica Davenport Jan-14 31/01/2014

Level 2 Level 2 IG11-502: External data quality reports are used for 
monitoring and improving data quality 

Jessica Davenport Jan-14 31/01/2014

Level 2 Level 3 IG11-504: Documented procedures are in place for 
using both local and national benchmarking to identify 
data quality issues and analyse trends in information 
over time, ensuring that large changes are investigated 
and explained 

Jessica Davenport Jan-14 31/01/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

5. Secondary Use Assurance
Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014
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Level 2 Level 2 IG11-505: A robust programme of internal and external 
data quality/clinical coding audit in line with the 
requirements of the Audit Commission and NHS 
Connecting for Health is in place 

Jane Masterson Jan-14 31/01/2014

Level 3 Level 3 IG11-506: A documented procedure and a regular 
audit cycle for accuracy checks on service user data is 
in place 

Jessica Davenport Jan-14 31/01/2014

Level 2 Level 3 IG11-507: The Completeness and Validity check for 
data has been completed and passed 

Helen Churms/
Jessica Davenport

Jan-14 31/01/2014

Level 2 Level 3 IG11-508: Clinical/care staff are involved in validating 
information derived from the recording of clinical/care 
activity 

Jessica Davenport Jan-14 31/01/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014
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Level 2 Level 2 IG11-510: Training programmes for clinical coding staff 
entering coded clinical data are comprehensive and 
conform to national standards 

Jane Masterson Jan-14 31/01/2014

Level 3 Level 3 IG11-601: Documented and implemented procedures 
are in place for the effective management of corporate 
records 

Jessica Davenport Jan-14 31/01/2014

Level 3 Level 3 IG11-603: Documented and publicly available 
procedures are in place to ensure compliance with the 
Freedom of Information Act 2000 

Jessica Davenport Jan-14 31/01/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

Terri Milligan 28/02/2014

6. Corporate Information Assurance
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Level 3 Level 3 IG11-604: As part of the information lifecycle 
management strategy, an audit of corporate records 
has been undertaken 

Jessica Davenport Jan-14 31/01/2014Terri Milligan 28/02/2014

Page 13 of 13 



 
REF: 14/03/P-17 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 

 

BoD Mar 2014: 17_Share of Responsibilities Chair_CEO  
 

SUBJECT: SHARE OF RESPONSIBLITIES OF CHAIR AND CHIEF 
EXECUTIVE 

DATE: MARCH 2014  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Carol Dudley, Secretary to the Board 
SPONSORED BY: Francis Patton, Deputy Chair and Senior Independent Director 
PRESENTED BY: Francis Patton, Deputy Chair and Senior Independent Director 
STRATEGIC CONTEXT 2-3 sentences 

Good governance.   

To ensure and support a clear and agreed division of responsibilities of the Chair and Chief 
Executive 
 

QUESTION(S) ADDRESSED IN THIS REPORT  

Does the Trust have a robust Statement of Responsibilities setting out the distinct roles of the 
Chair and Chairman? 
 
If so, are any further changes required to ensure a continued robust approach going forwards? 

CONCLUSION AND RECOMMENDATION(S)  

The current Statement of Responsibilities is robust and has been proven to work well.  Some 
minor amends have been proposed to reflect the dual role of the Chair as leader of both the 
board of directors and council of governors and the Board is asked to review and approve 
these. 
The Board is also asked to consider if it would like other aspects of the Statement and the Chair 
and Chief Executive’s responsibilities reviewed and, if so, to charge the Deputy Chair to lead 
this work in order that a further revised Statement can be presented for approval at the next 
meeting. 
 



  
BoD Mar 2014: 17_Share of Responsibilities Chair_CEO 

 

REFERENCE/CHECKLIST 

• Which business plan 
objective(s) does this report 
relate to? 

 

• Has this report considered the 
following stakeholders? 

Patients
 

BCCG
 

Other
 

Staff
 

BMBC
 

Please state: 

Governors
 

Monitor
 

 

• Has this report reviewed the 
Trust’s compliance with: 

Regulators (eg Monitor / CQC)
 

Legal requirements (Acts, HSE, NHS Constitution etc)
 

Equality, Diversity & Human Rights
 

The Trust's sustainability strategy
 

• Is this report 
supported by a 
communications 
plan? 

Yes
 

Not applicable
 

To be developed
 

• Has this report  
(in draft or during 
development) been 
reviewed by any 
Board or Executive 
committees within the 
Trust? 

CGC
 

NCGRC
 

Audit Committee
 

Finance Commitee
 

ET
 

• Where applicable, briefly 
identify risk issues (including 
any reputation) and cross 
reference to risk register and  
governance committees 

 

• Where applicable, state 
resource requirements: 

Finance:  
Other:  

 
 

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 

 

The Board will also have regard to the Trust’s core vision statement:  
“Barnsley Hospital: Providing the best healthcare for all”  
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Subject: Share of Responsibilities for the Chair and Chief 
Executive Ref: 14/03/P-17 

 
1. STRATEGIC CONTEXT  

1.1 To ensure and support a clear and agreed division of responsibilities of the Chair and 
Chief Executive 

 
2. INTRODUCTION  

2.1 In 2008 a statement on the division of the responsibilities for the Chair and Chief 
Executive of the Trust was developed, based on good practice and a model issued by 
the ICSA (Institute of Chartered Secretaries and Administrators).  It has been 
reviewed from time to time since then.   

2.2 Monitor’s Code of Governance (as revised December 2013) states that, “The division 
of responsibilities between the chairperson and chief executive should be clearly 
established, set out in writing and agreed by the board of directors.” 

2.3 This is one of the Code’s main principles. 
2.4 Key words and text that define the difference between the role of the Chair and the 

Chief Executive are iterated throughout the Code of Governance, the UK Corporate 
Governance Code (previously known as the UK Combined Code) and within the 
relevant job/role descriptions currently issued within the Trust, ie: 
– the Chair is responsible for leadership and governance of the Board  
– the Chief Executive is responsible for the management and implementation of the  
 Trust’s business on behalf of the Board, and for leadership of the organisation 

 
3. OVERVIEW 

 
3.1 The current Statement is attached.  Some minor amendments are suggested (as 

tracked) for clarity.  The Board is asked to consider if these are acceptable and if the 
remainder of the Statement is robust for its current and foreseeable needs or if 
members would like any additional issues, changes in responsibilities or other 
aspects to be considered to add further benefit and effectiveness.   

 
3.2 If required, this work could be carried out in March, for approval at next Board 

meeting. 
 

 
 
Appendices: 

• Appendix 1 – Statement of State of Responsibilities of Chair and Chief Executive 
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Role of the Chair and Chief Executive  
 
Statement of Division of responsibilities between the Chair and the Chief Executive 
 
1. Reporting Lines 
Chair Chief executive 

1.1 The Chair reports to the board (the “board”) 
and council of governors (the “council”). 

1.1 The Chief executive reports to the Chair 
(acting on behalf of the board) and to the 
board directly. 

1.2 The Chair is not responsible for executive 
matters regarding the Trust’s business.  
Other than the Chief Executive and the 
company secretary*, no executive reports 
to the Chair, other than through the board. 

1.2 The Chief Executive is responsible for all 
executive management matters affecting 
the Trust.  All members of executive 
management report, either directly or 
indirectly, to him/her. 

2. Key Responsibilities 
Chair Chief Executive 

2.1 The Chair’s principal responsibility is the 
effective running of the board and council 
of governors. 

2.1 The Chief Executive’s principal 
responsibility is running the Trust’s 
business with effective strategic 
leadership.  

2.2 The Chair is responsible for ensuring that 
the board as a whole plays a full and 
constructive part in the development and 
determination of the Trust’s strategy and 
overall commercial objectives.  The Chair 
is also responsible for ensuring the views 
of the council are taken into account. 

2.2 The Chief Executive is responsible for 
proposing and developing the Trust’s 
strategy and overall commercial 
objectives, which he/she does in close 
consultation with the Chair and the board. 

2.3 The Chair is the guardian of the board’s 
and the council’s decision-making 
processes. 

2.3 The Chief Executive is responsible, with 
the executive team, for providing 
professional advice and implementing the 
decisions of the board and its Committees. 

3. Other Responsibilities 
 

Chair Chief Executive 

3.1 Running the board and the council and 
setting its the agendas. 

3.1 Providing input and professional advice to 
the board’s agendas from himself/herself 
and other members of the executive team. 

3.2 Ensuring that board agendas take full 
account of the important issues facing the 
Trust and the concerns of all board 
members and governors. There should be 
an emphasis on strategic, rather than 
routine, issues. 

3.2 Ensuring that he/she maintains a dialogue 
with the Chair on the important and 
strategic issues facing the Trust and 
proposing board agendas to the Chair 
which reflect these, with input to the 
council’s agenda as appropriate. 

3.3 Ensuring that the board and the council 
receives accurate, timely, and clear and 
appropriate information on: 
• the Trust’s performance 
• the issues, challenges and opportunities 

facing the Trust, and 
• matters reserved to it the respective body 

for decision 

3.3 Ensuring that the executive team gives 
appropriate priority to providing reports to 
the board and council which contain 
accurate, timely and clear information. 

                                            
* Company secretary – or other relevant Officer of the Trust 
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Chair Chief Executive 
3.4 Ensuring with the advice of the company 

secretary where appropriate, compliance 
with the board’s and the council’s approved 
procedures, including the schedule of 
Matters Reserved to the board for its 
decision and each board Committee’s 
Terms of Reference. 

3.4 Ensuring in consultation with the Chair and 
the company secretary as appropriate, 
that he/she and the executive team 
comply with the board’s approved 
procedures, including the board for its 
decision and each board Committee’s 
Terms of Reference. 

3.5 Arranging informal meetings of the non-
executive directors at which the executive 
directors are not present, as required to 
ensure that sufficient time and 
consideration is given to complex, 
contentious or sensitive issues. 

3.5 Ensuring that the Chair is alerted to 
forthcoming complex, contentious or 
sensitive issues affecting the Trust of 
which he might not otherwise be aware. 

3.6 Proposing to the board, in consultation with 
the Chief Executive, company secretary 
and Committee Chairmen as appropriate: 
• a schedule of matters Reserved to the 

board for its decision 
• Terms of Reference for each board 

Committee 
• Other board policies and procedures 

3.6 Providing input to the Chair and company 
secretary on appropriate changes to the 
schedule of Matters Reserved to the board 
and Committee Terms of Reference. 

3.7 Chairing the Nomination Committee and 
Remuneration and Terms of Services 
(RATS) Committee,  and in that role, 
initiating change and succession planning 
in board appointments to retain and build 
an effective and complementary board, and 
to facilitate the appointment of effective 
and suitable members and chairs of board 
Committees. 

3.7 Providing information and advice on 
succession planning to the Chair, RATS 
Committee, Nomination Committee, and 
other members of the board, particularly in 
respect of executive directors. 

3.8 Proposing in conjunction with the 
Nomination CommitteeRATS Committee, 
the membership of board Committees and 
their Chairs. 

3.8 Supporting the RATS Nomination 
Committee, attending by invitation.  
Attending the Nominations Committee at 
least once a year by invitation. 

3.9 Ensuring that there is effective 
communication by the Trust with its 
governors including by the Chief Executive, 
Finance Director of Finance & Information 
and other executive management, and 
ensuring that members of the board 
develop an understanding of the views of 
the major stakeholders in the Trust. 

3.9 Leading the communication programme 
with public and patients and other 
stakeholders. 

3.10 Taking the lead in providing a properly 
constructed induction programme for new 
non executive directors and governors, 
facilitated by the company secretary. 

3.10 Commenting on induction programmes for 
new non executive directors and 
governors and ensuring that appropriate 
management time is made available for 
the process. 

3.11 Taking the lead in identifying and seeking 
to meet the development needs both of 
individual non executive directors and of 
the board as a whole, and governors and 
the council, assisted by the company 
secretary. 

3.11 Ensuring that the development needs of 
the executive directors and other senior 
management reporting to him/her are 
identified and met. 
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Chair Chief Executive 

3.12 Ensuring that the performance of the board 
as a whole, its Committees, and individual 
directors is formally and rigorously 
evaluated at least once a year.   

3.12 Ensuring that performance reviews are 
carried out at least once a year for each of 
the executive directors and reporting on 
same to the Chair via the RATS 
Committee. Providing input to wider board 
evaluation process. 

3.13 Supporting the governors self-assessment 
annually. 

3.13 Providing any support and assistance that 
may be requested. 

3.14 Promoting the highest standards of 
integrity, probity and corporate governance 
throughout the Trust and particularly at 
board level. 

3.13 Promoting and conducting the affairs of 
the Trust with the highest standards of 
integrity, probity and corporate 
governance. 

4. Status of this Statement 
4.1 Any amendments to this statement are a Matter Reserved to the board. 
4.2 This statement is to be annexed to the Chief Executive’s and Chair’s job description. 
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REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 
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SUBJECT: COUNCIL OF GOVERNORS 

DATE: MARCH 2014  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Carol Dudley, Secretary to the Board 
SPONSORED BY: Stephen Wragg, Chairman 
PRESENTED BY: Stephen Wragg, Chairman 
STRATEGIC CONTEXT 2-3 sentences 

The role and responsibilities of the Council of Governors and  
the Board’s responsibilities of working with and providing support to the Council. 

QUESTION(S) ADDRESSED IN THIS REPORT  

Is the Council of Governors holding the Non Executive Directors to account and, if so,  
how? 
Is the Board providing sufficient and timely information to the Governors? 
Is the Board listening and responding to questions and comments from the Governors? 
Is the Board providing appropriate training to Governors? 

CONCLUSION AND RECOMMENDATION(S)  
 
The latest agenda and approved minutes attached illustrate how the Board and Governors work 
together to support development of services to patients.  They also reflect some of the ways in 
which the Governors and Board meet the requirements: 

- for the Board of Directors to take account of the view of the Council of Governors 
- for the Council of Governors to hold the Non Executive Directors to account 

 
The Board is asked to receive and note this report. 
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REFERENCE/CHECKLIST 

• Which business plan 
objective(s) does this report 
relate to? 

 

• Has this report considered the 
following stakeholders? 

Patients
 

BCCG
 

Other
 

Staff
 

BMBC
 

Please state: 

Governors
 

Monitor
 

 

• Has this report reviewed the 
Trust’s compliance with: 

Regulators (eg Monitor / CQC)
 

Legal requirements (Acts, HSE, NHS Constitution etc)
 

Equality, Diversity & Human Rights
 

The Trust's sustainability strategy
 

• Is this report 
supported by a 
communications 
plan? 

Yes
 

Not applicable
 

To be developed
 

• Has this report  
(in draft or during 
development) been 
reviewed by any 
Board or Executive 
committees within the 
Trust? 

CGC
 

NCGRC
 

Audit Committee
 

Finance Commitee
 

ET
 

• Where applicable, briefly 
identify risk issues (including 
any reputation) and cross 
reference to risk register and  
governance committees 

 

• Where applicable, state 
resource requirements: 

Finance:  
Other:  

 
 

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 

 

The Board will also have regard to the Trust’s core vision statement:  
“Barnsley Hospital: Providing the best healthcare for all”  

 



 
 

 

GENERAL MEETING OF THE COUNCIL OF GOVERNORS 
OF BARNSLEY HOSPITAL NHS FOUNDATION TRUST 

 
5.30-7.30pm, 12TH FEBRUARY 2014 

IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL 
 

AGENDA 
Part 1 (public) 

1. Apologies & Welcome 
2. To receive any declaration of interests ENC 2 

and review the Governors’ Register of Interests   
3. To resolve that representatives of the press and other members of the public be excluded 

from the next part of this meeting having regard to the confidential nature of the business to 
be transacted, publicity on which would be prejudicial to the public interest in accordance 
with 8.13.2 and 8.13.3 of the Trust’s Constitution. 

Part 2 (private) 
4. To receive and approve confidential reports of the Nominations Committee To be tabled 
Part 3 (public) 

5. To approve the Minutes of the Meeting held on 11th December 2013 ENC 5 
6. To consider any matters arising from the Minutes of the last meeting 
7. To review progress of the Quality Account 2013/14 and 2014/15 Presentation 

–  Ms G Feerick, Head of Quality & Governance 
8. To receive an update on progress on the Business Plan 2014/15 Presentation 

–  Mr R Kirton, Interim Director of Transformation 
9. To approve additional work for external auditors ENC 9 

–  Mr P Spinks, Chair of Audit Committee 
10. To approve annual review of the Governors’ Code of Conduct ENC 10 

–  Mr S Wragg, Chairman 
11. To receive a report from the Trust’s Chairman, Mr S Wragg  ENC 11 
12. To receive a report from the Lead Governor, Mr J Unsworth ENC 12 
13. To receive an update report from the Trust’s Chief Executive, Ms D Wake Verbal 
14. To review and endorse the report of the Council of Governors’ sub-groups ENC 14 

– Mr D Brannan (Strategy & Performance), Mr J Ramsey (Patients’ Experience),  
and Mr J Unsworth (Staff & Environment) 

15. To receive and endorse the latest report of the Nominations Committee ENC 15 
16. To receive and note reports from the Board of Directors ENC 16 

– latest Board Agenda and approved Minutes (meetings held in public)  
– latest integrated monthly performance report 

17. Any other business, including:  
– matters raised by the public  
– date of next General Meeting, 9th April 2014 (5.30-7.30pm)  

 
Signed:  ……………….…..   
  Chairman 
 



 
 

 
 

COUNCIL OF GOVERNORS – FEBRUARY 2014 REF: CG/14/02/05 
 

05 

 
MINUTES OF A GENERAL MEETING OF THE COUNCIL OF GOVERNORS 

HELD ON 11TH DECEMBER 2013, 5.30PM 
IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL 

 
Present: Mr P Ardron Partner Governor, Sheffield Universities 

Mr D Brannan Partner Governor, Voluntary Action Barnsley 
Mr A Conway Staff Governor, Volunteers Constituency 

 Mr A Grierson Public Governor, Constituency C 
Mr B Leabeater Public Governor, Barnsley Public Constituency 
Ms G Morritt Staff Governor, Nursing & Midwifery Constituency 
Mr J Ramsey Staff Governor, Non Clinical Support Constituency 
Mr R Raychaudhuri Staff Governor, Medical & Dental Constituency 
Mrs M Richardson Public Governor, Barnsley Public Constituency 
Mrs C Robb Public Governor, Barnsley Public Constituency 
Mr T Smith Public & Deputy Lead Governor, Barnsley Public Constituency 
Mr D Sykes Public Governor, Barnsley Public Constituency 
Mr J Unsworth Public & Lead Governor, Barnsley Public Constituency  
Mr S Wragg Trust Chairman 

 
In attendance: Mrs J Ashby Director of Finance & Information 

Mrs L Christon Non Executive Director 
Ms C Dudley Secretary to the Board 
Ms G Feerick Head of Governance & Quality 
Mr R Kirton Interim Director of Transformation 
Mrs H McNair Director of Nursing & Quality 
Ms D Wake Chief Executive 
Ms C Winn Care Quality Commission, Regional Compliance Manager 

 
Apologies: Dr N Balac Partner Governor, Barnsley Clinical Commissioning Group 
 Mrs P Buttling Public Governor, Barnsley Public Constituency  

Mrs D Horbury Staff Governor, Nursing & Midwifery Constituency 
Mr M Jackson Partner Governor, Joint Trade Unions Council 
Ms A Johnson Partner Governor, Barnsley Together 
Mr W Kerr Public Governor, Barnsley Public Constituency 
Mr E Livesey Public Governor, Barnsley Public Constituency 
Mrs V Mills Staff Governor, Clinical Support Constituency 
Ms L Neasmith Partner Governor, Barnsley College 
Councillor J Platts Partner Governor, Barnsley MBC 
Mr D Thomas Public Governor, Barnsley Public Constituency 
Mr N Woodcock Public Governor, Constituency D  
 

CG/13 80  APOLOGIES & WELCOME 
The Chairman welcomed Governors, guest speakers, directors and senior 
managers to the meeting.  Ms Winn was unavoidably delayed but 
welcomed on arrival.  The Chairman introduced Ms Wake, attending for the 
first time since her appointment as Chief Executive of the Trust.   

Action 
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A member of the public was also welcomed.  Apologies were noted as 
above.  
Before starting the business of the meeting, tributes were paid and a 
minute’s silence held in remembrance of Mr Bob Ramsay.  Mr Ramsay had 
been a valued and active member of the Council of Governors since the 
hospital’s authorisation as a foundation trust, until his sad death in 
November 2013.    

 
CG/13 81  COMMENTS FROM THE PUBLIC 

None.  
 

 

CG/13 82  DECLARATIONS OF INTEREST 
None.  
 

 

CG/13 83  MINUTES OF LAST MEETING (Enc 4) 

The Minutes of the General Meeting held on 9th October 2013 were 
received and accepted as a true record.  
 

 

CG/13 84  MATTERS ARISING 
a) Meals – CG 13/70   

The comments regarding the availability of smaller portions for some 
patients and reports of some meals served below temperature had 
been raised with the Board of Directors and referred to the Trust’s Non 
Clinical Governance & Risk Committee for further action.  The 
Chairman also advised that Governors’ visits to the kitchens had been 
scheduled in early January; these would provide opportunity for 
Governors to view the meals themselves, from initial planning and 
preparation through to and including service on the wards.  

b) Membership Manager  
Referring to the Governors’ request earlier in the year, the Chairman 
reported that interviews for the Membership Manager (12 months pilot) 
had been held recently.  The successful candidate was expected to 
take up post in January. 

c) Foundation Trust Network (FTN) - CG 13/72  
Following her attendance at October’s meeting, Ms Hutchinson had 
shared positive feedback with her colleagues, some of whom had 
subsequently expressed an interest to learn more from the Trust 
regarding several aspects of its work with Governors. 
Mr Unsworth clarified that reference to 224 member trusts supported by 
the FTN included aspirant trusts as well as foundation trusts (FTs). 

d) Development session – CG 13/74  
As agreed, notes from the Governors’ annual development session had 
been circulated.  Actions would be progressed early in 2014. 

e) Learning Disabilities – CG 13/74  
As requested, the Trust’s Lead Nurse for Learning Disabilities, 
Ms Bostwick, had been invited to address a General Meeting in the new 
year to share more information about the hospital’s work in this field. 
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f) Governors’ Roles and Responsibilities  
In response to a query raised by Mr Grierson, the Lead Governor and 
several other governors affirmed that the Council fully met its duty to 
hold the Non Executive Directors to account, who in turn held the 
Executive Directors to account, thus securing answerability from the 
whole Board.  In discussion several of the diverse ways in which this 
was achieved were outlined and the Chairman reiterated that 
Governors were free to challenge any member of the Non Executive 
team at all times to gain the information and answers they required.  
 

CG/13 85  QUALITY ACCOUNTS (presentation) 
Ms Feerick provided a comprehensive overview of progress to date against 
the agreed priorities and indicators for the 2013/14 quality account.  
Ms Feerick’s projections showed that whilst a number would be achieved 
by the year end, several would require further actions to ensure the full 
aims were achieved.  Ms Feerick drew attention to the Trust’s continued 
focus on other quality issues too, some of which were making good 
progress (eg infection and prevention, with MRSA still at zero throughout 
2013/14 to date) and others could be improved further (mortality rates were 
an example, with a positive outcome evidence in one indicator, SHMI, but 
less impact to date on HSMR1). 
Governors were reminded of the three key domains that the quality 
accounts focussed on: patient safety, patient experience and clinical 
effectiveness.   With the support of Governors, foundation trusts were able 
to identify specific indicators for improvement within each of the key 
domains and there were also a number of national indicators set by the 
Department of health and Monitor.  In her presentation (copy attached), 
Ms Feerick also outlined initial proposals around building the right 
indicators for 2014/15.  These would include some continued work from 
2013/14 alongside new areas which, collectively, would help to improve 
safety and quality of services for patients.  Ms Feerick advised the meeting 
of plans to hold a stakeholder event in January, which would involve 
Governors as well as staff from across the Trust and representatives from 
a number of partner organisations too.  The event would enable the plans 
to take account of national priorities and local intelligence, using internal 
and external data and feedback.  Some of the potential issues already 
identified were discussed, including learning from human error (part of the 
serious incident/complaint process); plans to expand the current protocols 
to identify and support patients with learning disabilities, and the need for 
further reduction in length of stay.   Ms Feerick appreciated Governors’ 
comments and agreed with the suggestion that it would be useful for future 
reporting also to consider benchmarking against peers where possible, as 
well as year on year comparative data. 
The presentation had identified an increase in reporting across a number of 
areas, such as serious incidents and falls.  Ms Feerick advised that the 
Trust had previously been identified as a low reporter generally and had 
worked hard to increase this.  Governors were reminded of the recent 
introduction of the new system (Datix) which had been intended to make 
reporting easier for staff and patients alike, and were also advised of the 

 

                                                           
1 HSMR = Hospital Standardised Mortality Ratios;  SHMI = Standard Hospital Mortality Indicators  - two of several 
different   ways of measuring and monitoring mortality rates nationally.       
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imminent introduction of a 24 hour telephone helpline for patients.  Whilst it 
was anticipated that the Datix system had helped to increase reporting 
(and analysis and learning from reported issues), it was difficult at this time 
to assess how much of the increased reporting was due to the better, 
easier reporting mechanisms now in place and how much reflected an 
actual increase in reportable issues.  Ms Feerick advised that this would be 
closely monitored over the next six months to enable the Trust to analyse 
its position. 
Governors thanked Ms Feerick for the report on progress to date for the 
2013/14 quality account and plans for 2014/15.  They looked forward to 
receiving more information about, and participating in, the stakeholder 
event in January.  
 

CG/13 86  CARE QUALITY COMMISSION (CQC) (presentation) 
Ms Winn introduced herself and explained her role as the regional manager 
(Barnsley and Sheffield) for the CQC.  In her presentation (copy attached) 
she outlined the role and purpose of the CQC: to make sure patients were 
provided with safe, high quality care and to encourage improvements.  
Ms Winn also emphasised the significant changes ongoing within the CQC 
to build a stronger independent expert inspectorate with a simpler rating 
system, providing annual inspections of healthcare providers across the 
country and requiring every organisation to answer five key questions:  
is the care they provide safe? effective? caring? responsive to people’s 
needs? well led?  In addition to inspection findings, the new system would 
also take more account of published data and commentaries from other 
monitoring bodies, such as Monitor, NHS England and Healthwatch.  It was 
expected to be fully embedded within the next 20 months and in the 
meantime a hybrid approach between the old and new systems was being 
used to support a smooth transition. 
As well as outlining how the CQC would undertake its work, the 
presentation illustrated how it wanted to work with Councils of Governors 
nationally.  This included ensuring awareness of outcomes and actions 
from their own Trust’s inspections, as was already the practice at Barnsley 
Hospital, and encouraging Governors to build effective relationships with 
local clinical commissioning groups (CCG) and national bodies such as the 
FTGA (Foundation Trust Governors Association), as well as welcoming 
direct contact with the CQC.  Several aspects of the presentation were 
explored further in discussion and Ms Winn was thanked for an insightful 
and informative presentation.   
Due to prior commitments, Mr Sykes left the meeting at 7pm.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CG/13 87  BUSINESS PLAN 2014-16 (presentation) 
In his presentation to the meeting, Mr Kirton gave an overview of the work 
to date on the business plan for 2014-16, based on the current three year 
business plan, early work with the clinical service units (CSUs) to review 
and develop the Trust’s strategy for the immediate and longer term future 
for patients’ services, and taking account of comments and feedback from 
Governors throughout the year.   He explained how the work with the CSUs 
and other departments had developed, taking a forward look and planning 
to deliver their aims and improve quality and efficiencies throughout the 
hospital with consideration for local needs, national drivers and workforce 
requirements as well as budgetary restrictions.   
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From the planning work carried out to date, over 100 ideas had been put 
forward by the CSUs for service developments.  These would be reviewed 
internally and in liaison with the Barnsley CCG as well as Governors, to 
ensure a cohesive approach, alignment with contract proposals and greater 
use of the ‘plan on a page’ approach to build an effective working 
document for Trust-wide use.  Mr Kirton also outlined the key milestones 
and deadlines for the work ahead, leading up to contract sign off in 
February, two-year operational plan sign off with both Monitor and 
internally at the end of March and submission of a longer term strategic 
plan to Monitor at the end of June.  The latest stage of the work had 
included a workshop with Board and CSU attendance, which the Lead 
Governor had also attended to ensure input from and more sharing with the 
Council of Governors. 
The approach taken and the work to date was appreciated and supported 
by the Council of Governors.  
 

CG/13 88  CHAIRMAN’S REPORT (Enc 9) 
The Chairman’s report was received and noted.  It provided commentary 
and updates on a range of activities, items of interest and Board 
discussions since the last General Meeting.  The Chairman highlighted a 
number of key points from the report including: 

• the results of the latest Election to the Council of Governors, which, 
with the agreement of the independent scrutineers, had been expanded 
to include the vacancy caused by the death of Mr Ramsay.  The 
Chairman recorded congratulations to the re-appointed and newly 
appointed governors.  He also recorded sincere thanks to Mr Livesey 
and Mrs Horbury, whose terms of office would end on 31st December 
2013, both of whom had served more than one term and had made 
valuable contributions to the Council.   
The Chairman also reported the resignation of Mrs Mills, Staff 
Governor, due to work pressures; her contribution to the Council had 
been greatly appreciated.  A by-election would be called in the new year 
to address the consequent vacancy for a Clinical Support Governor; 

• progress of the appointment for the new (clinical) Non Executive 
Director.  The Governors supported the Nomination Committee’s 
decision not to shortlist in view of the applications received in the first 
round of advertising and to progress the appointment using different 
means, including restricted use of a search agency; 

• in view of the loss of Mr Ramsay, invitations for expressions of 
interest were extended for (i) a public governor on the Nominations 
Committee and (ii) a public, staff or partner governor for the vacant 
Chair of the Staff & Environment sub-group.  Expressions of interest 
were also invited from all Governors for the vice Chair of the Staff & 
Environment sub-group following Mrs Mills’ resignation.  It was agreed 
that these vacancies should be progressed quickly to maintain the 
group’s pace of work and applications were required to be with the 
Chairman before 31st December 2013;  

• Mr Brannan referred to item 5.20 in the Chairman’s report – Nursing 
Conference – which he, Mr Smith and Mrs Richardson had been 
involved with, as judges for the poster competition that had been part of 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

public 
Govs 

all Govs 
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the event.  The high standard of the competition was testament to the 
quality and commitment of the nursing staff employed within the Trust 
and Mr Brannan believed this had been further borne out in the 
comments and discussions he had observed during the afternoon 
session at the conference.   
 

CG/13 89  LEAD GOVERNOR’S REPORT (Enc 10) 
The Lead Governor’s report on activities since the last meeting and items 
of interest for the Council was received and noted.  Mr Unsworth took the 
opportunity to pay further tribute to Mr Ramsay, recalling Mr Ramsay’s 
proactive contribution - from the first meeting of the Council of Governors, 
to an email received just a few days before his death. 
In addition to his report, Mr Unsworth provided a brief presentation on the 
latest Development Day and Annual General Meeting of the FTGA (copy 
attached), which he and Mr Brannan had attended on behalf of the Council.  
Mr Unsworth and Mr Brannan reported highlights and learning from the 
event.  Mr Unsworth drew attention to the FTGA’s plans to go back out to 
advert for a Chief Executive and to extend its contract with Capita until 
August 2014 to ensure a smooth transition whilst the FTGA built its own 
independent management structure as reported previously.  At its AGM, 
the FTGA had also agreed to increase its annual membership fee by the 
latest consumer price index (CPI) from September 2014.  Whilst this would 
not need to be considered until the autumn, Mr Unsworth requested 
Governors to think about the benefits provided by FTGA membership, 
including attendance at development days and valuable networking 
opportunities (particularly as the informal regional meetings were not 
running currently) and access to online discussions and data resources.  
 

 

CG/13 90  CHIEF EXECUTIVE’S REPORT  
Ms Wake provided a verbal briefing on a number of issues of interest to the 
Governors; she offered to continue reporting to the meeting in this manner 
or to provide a written paper in future if preferred.  In her briefing and in 
response to questions and comments from Governors, the following points 
were highlighted: 
• Performance – there was a continued focus on the A&E <4 hour target 

nationally, which continued to be a pressure for many trusts.  Additional 
funding to support this work had been received from the Barnsley CCG 
and would be used primarily for recruitment (not an easy task, with other 
nearby Trusts also seeking staff in the same field).   The Trust had also 
received notice of further central funding recently; staff had been invited 
to tell management what they thought this money could be spent on to 
make a real difference to performance in their area.  Several ideas had 
already been received and were being reviewed, including (but not 
limited to) ward phlebotomists, deployment of pharmacy technicians on 
the wards, more dedicated porters for the Emergency Department (ED), 
the Acute Medical Unit (AMU) and Discharge Lounge, and a proposal to 
employ band 1 staff to support a ‘pack and go’ initiative helping patients 
to transfer more easily to the Discharge Lounge. 
The Trust was performing well across most other indicators generally, 
albeit with a slight increase in the new to follow up appointment ratio, 
which was being addressed as part of the transformation workstream.   
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Ms Wake also emphasised the impact of the winter pressures across 
the Trust, not just on the ED and AMU.  Making best use of the Trust’s 
beds was a critical issue and her early observations since joining the 
Trust had led to the commissioning of a bed utilisation audit.  This would 
take place in January and the outcomes would be reported to the 
Council of Governors when available. 

• The 2014-16 business plan – further to the report from Mr Kirton, 
Ms Wake advised that half of the cost improvement programme for 
2014/15 had already been identified albeit with more work required to 
evaluate and ensure the full year effect for 2014/15.  The Board had 
also held a strategy workshop to review the Trust’s vision and mission 
values and strategic priorities, the outcomes from which would feed into 
the business planning process outlined earlier. 

• The Trust’s internal structure was being reviewed, including options 
to streamline the CSUs, providing more support for Clinical Directors to 
fulfil their role of leadership, more nursing support and a general 
manager within each unit too, together with dedicated HR and finance 
support.   

• Board performance continued to be reviewed and improved.  Ms Wake 
and the Chairman reported on a two-day workshop recently attended by 
several members of the Board with the Advance Quality Alliance 
(AQuA).  A robust action plan had been developed from the workshop 
and AQuA would be helping the Board to take this forward. 

• Mortality ratios – Directors and Governors had appreciated a very 
informative presentation on this at the Board’s meeting in November.  
The external speaker had given assurance that the Trust’s approach to 
this issue was correct, which was appreciated.  However it had been 
agreed that the many of the ongoing initiatives needed to be rolled out 
further. The next report to the Board would include the timelines for this 
and the expected impact of each action.  Ms Wake stated her view that 
the work would help to deliver a reduction of the Trust’s HSMR position 
to 100 as required by the Board but could take up to two years to 
achieve. 

• Staff – Ms Wake commented on the strength and commitment of the 
frontline staff she had already met across the Trust.  As indicated 
above, she was keen to promote more engagement with staff and had 
recently written to 200 staff (randomly selected) to ask for their views 
about the Trust; she planned to meet with each of respondents.  She 
had also introduced a new approach to the monthly team briefs and 
would be launching Chief Executive lunches and breakfast and evening 
meetings with staff too.   

• Alzheimers Day – Mr Conway advised that 11th December was national 
Alzheimers Day, as part of which an announcement had been made 
about a new brain scan coming out that would provide earlier diagnosis 
of Alzheimers.  Ms Wake undertook to keep Governors advised of the 
scan and its introduction across the country as more news and 
developments were announced. 

The Governors welcomed the verbal briefing from the Chief Executive and 
her forthright response to their questions on same, and thanked her for a 
very comprehensive and informative overview.   It was agreed that this 
approach should be continued in future.  
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CG/13 91  SUB-GROUPS REPORT (Enc 12) 
The latest draft minutes from the two of the Governors’ sub-groups were 
received and noted – Strategy & Performance and Patients Experience.  
The Staff & Environment sub-group meeting had been cancelled as a mark 
of respect for Mr Ramsay.   
Mr Brannan, Chair of Strategy & Performance, and Mr Ramsey, Chair of 
Patients Experience, reminded Governors of the open invitation to attend 
any of the sub-group meetings.  Mr Ramsey drew attention to the kitchen 
visits scheduled on 7th and 8th January and encouraged Governors to 
attend in order to be able to see the quality of service provided and hold 
the Non Executive Directors to account for same.  
 

 
 
 
 
 
 
 
 
 

ALL 

CG/13 92  NOMINATONS COMMITTEE (Enc 13) 

The report from the Nominations Committee, following its latest meeting 
held in November, was received and reviewed.   
The Lead Governor also reminded Governors that the mid year reviews for 
the Chairman and Non Executive Directors were due.  As agreed 
previously, the Chairman would lead the process for the Non Executive 
Directors and the Lead Governor and Senior Independent Director would 
lead the process for the Chairman’s review, with support from the 
Nominations Committee.  The mid year reviews would be ‘light touch’ in 
accordance with the protocol previously agreed by the Council of 
Governors.  Governors’ contributions to the processes were welcomed, 
with any comments for the Chairman’s review to be directed to the Lead 
Governor before the end of December, and contributions for the Non 
Executives’ review to be submitted to the Chairman.  The reviews would be 
completed in January, to enable outcomes to be reported back to the 
Council of Governors at the next General Meeting in February.   
In addition to supporting the approach outlined for the mid year reviews, 
the Council of Governors also accepted the report’s recommendations: 
• to note the report 
• to approve the proposed changes to the Terms of Reference for the 

Nominations Committee, and 
• to submit expressions of interest for the vacancy for a public governor 

on the Nominations Committee (to be provided to the Chairman before 
31st December, as reported above).  
 

 
 
 
 
 
 
 
 
 
 
 

ALL 

CG/13 93  BOARD OF DIRECTORS (Enc 14) 
The agenda (November) and approved Minutes (October) as presented for 
the Board of Directors’ latest meeting held in public were received and 
noted.  The Chairman reminded the meeting that Governors had been 
invited to join and fully participate in the Board’s meeting in November, 
receiving full meeting papers at that time, including the integrated 
performance report for October.  Questions and comments on any of the 
papers were welcomed at or outside of any Governors’ meetings.   
The Chairman drew attention to the Board’s new schedule of meetings in 
2014, starting with its first meeting on 9th January, at 9am.  Referring to 
earlier discussions about increasing engagement with staff, he also 
reported on the Board’s plan to have lunch in the restaurant after the 
monthly meeting.  
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CG/13 94  ANY OTHER BUSINESS 

a) Comments invited from the public  
A regular observer at the meeting, Mrs Bevis, reiterated her concerns 
regarding meals (continued concerns regarding wastage, particularly on 
elderly wards) and the limited number of toilets available on the ground 
floor for female staff.   Whilst a response was provided at the meeting, it 
was agreed that these points should be followed up by the Patients 
Experience sub-group.   
Mrs Bevis also commented on several other aspects of the Trust’s work, 
including: 

• the apparent focus on targets rather than patients.  The Chairman 
assured the meeting of the Board’s commitment to putting patients 
at the centre of everything the hospital was striving to achieve.  He 
agreed that targets must not become paramount but also 
commented on the value of some targets, such as the A&E <4 hour, 
which had brought benefits for patients in terms of a more efficient 
service and better experience for individuals involved; 

• what was the ratio of nurses to patients for end of life care on the 
wards for care of the elderly?  Mrs McNair advised that the staffing 
ratios on these wards had been reviewed recently in 
acknowledgement of the particular needs for these patients.  She 
undertook to obtain the specific information requested for the next 
meeting; 

• the focus on learning from falls and plans to improve discharge 
arrangements. 

b) Christmas Cards  
Cards were on sale via Barnsley Hospital Charity, supporting Jaxon’s 
Gift. 

Date of next meeting  
The Council of Governors’ meeting schedule for 2014 was received and 
accepted.  The next General Meeting was confirmed for 12th February 
2014, 5.30-7.30pm. 
There being no further business, in closing the meeting at 7.55pm, the 
Chairman wished everyone compliments of the season. 
 

 
 
 
 
 
 

JR 
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SUBJECT: CHAIRMAN’S REPORT 

DATE: MARCH 2014  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Stephen Wragg, Chairman 
SPONSORED BY:  
PRESENTED BY: Stephen Wragg, Chairman 
STRATEGIC CONTEXT 2-3 sentences 

 

QUESTION(S) ADDRESSED IN THIS REPORT  

 

CONCLUSION AND RECOMMENDATION(S)  

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. 
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REFERENCE/CHECKLIST 

• Which business plan 
objective(s) does this report 
relate to? 

 

• Has this report considered the 
following stakeholders? 

Patients
 

BCCG
 

Other
 

Staff
 

BMBC
 

Please state: 

Governors
 

Monitor
 

 

• Has this report reviewed the 
Trust’s compliance with: 

Regulators (eg Monitor / CQC)
 

Legal requirements (Acts, HSE, NHS Constitution etc)
 

Equality, Diversity & Human Rights
 

The Trust's sustainability strategy
 

• Is this report 
supported by a 
communications 
plan? 

Yes
 

Not applicable
 

To be developed
 

• Has this report  
(in draft or during 
development) been 
reviewed by any 
Board or Executive 
committees within the 
Trust? 

CGC
 

NCGRC
 

Audit Committee
 

Finance Commitee
 

ET
 

• Where applicable, briefly 
identify risk issues (including 
any reputation) and cross 
reference to risk register and  
governance committees 

 

• Where applicable, state 
resource requirements: 

Finance:  
Other:  

 
 

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 

 

The Board will also have regard to the Trust’s core vision statement:  
“Barnsley Hospital: Providing the best healthcare for all”  
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Subject: CHAIRMAN’S REPORT Ref: 14/03/P-17 
 
 
1. INTRODUCTION  

1.1 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. 

1.2 The items reported are not shown in any order of priority. 
 
2. NON- EXECUTIVE RECRUITMENT PROCESS 

2.1 Work on the appointment of a new Non Executive Director with clinical 
experience/background continues, with shortlisting and interviews being planned for 
March. 

2.2 Through the search agency we have a fairly strong set of candidates for the 
shortlisting on March 12. 

2.3 Interviews will take place on March 28 
 
3. COUNCIL OF GOVERNORS 

3.1 The February Council of Governors’ general meeting worked through a lot of 
business, with presentations from Gill Feerick on Quality Accounts and Bob Kirton 
consulting on the business planning process.  Governors also considered the 
appointment/reappointment options for Non Executive Directors’ terms of office due to 
expire at the end of 2014.   

3.2 The Patient Experience sub group met on 18th February and again went through a 
large amount of business, including an in depth look at Mortality indicators from 
Dr Phil McAndrew. 

 
4. NEWS & EVENTS 

4.1 The Chairs meeting for Working Together was held on the evening of 3 February, the 
main discussion topics were increasing the pace of the programme, the governance 
arrangements and ensuring that the whole programme delivered sustainable 
outcomes. 

4.2 Along with the CEO and a panel of experts we interviewed for AMU consultants on 5 
February, two offers were made and we wait to hear if they have been accepted. 

4.3 On 11th and 13th February I spent some time at the Oak Medical Centre in Kendray, 
firstly with the practice manager and then with the GPs. This was mainly to see the 
work from their perspective, and to hear feedback directly from them.  I gave passed 
the feedback to the CEO and we will work through any issues that came up. 

4.4 On 12th February, the Chairs of Yorkshire and Humber met in Rotherham; we 
resolved to bring the meetings to Barnsley in future, and that I write on their behalf to 
the FTN regarding the request to have a NED responsible for procurement, which all 
of the Chairs thought was inappropriate. 

4.5 Also, on 13th February, I accompanied the CEO to the Barnsley Clinical 
Commissioning Governing body meeting, where she dealt with issues around urgent 
care.  I’m told that the Governing body were impressed with our response. 
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4.6 On 19th February, I revisited Ward 37, Children’s ward, on a “back to the floor” visit 
and worked alongside their excellent Auxiliary Maureen.  I saw the great work that the 
staff do on the wards and the overall impression that I get is that they don’t have a 
moment to themselves in their day, and that the service we give on that ward is 
second to none. 

5. BARNSLEY HOSPITAL CHARITY  

5.1 Donations to the Hospital Charity in January totalled more than £12,000.  At the time 
of writing, the total for February is nearly £5,500. 

5.2 These generous contributions to the Charity are greatly appreciated and help us to 
support further enhancements to benefit our patients and staff. 

 

 

Stephen Wragg 
CHAIRMAN 
March 2014 
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SUBJECT: CHIEF EXECUTIVE’S REPORT 

DATE: MARCH 2014  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Diane Wake, Chief Executive 
SPONSORED BY: Diane Wake, Chief Executive 
PRESENTED BY: Diane Wake, Chief Executive 
STRATEGIC CONTEXT 2-3 sentences 

To report particular events, meetings or publication that the Chief Executive would like 
to bring to the Board’s attention. 

QUESTION(S) ADDRESSED IN THIS REPORT  

 

CONCLUSION AND RECOMMENDATION(S)  

The Board of Directors is asked to receive and note this report. 
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REFERENCE/CHECKLIST 

• Which business plan 
objective(s) does this report 
relate to? 

Not directly applicable 

• Has this report considered the 
following stakeholders? 

Patients
 

BCCG
 

Other
 

Staff
 

BMBC
 

Please state: 

Governors
 

Monitor
 

 

• Has this report reviewed the 
Trust’s compliance with: 

Regulators (eg Monitor / CQC)
 

Legal requirements (Acts, HSE, NHS Constitution etc)
 

Equality, Diversity & Human Rights
 

The Trust's sustainability strategy
 

• Is this report 
supported by a 
communications 
plan? 

Yes
 

Not applicable
 

To be developed
 

• Has this report  
(in draft or during 
development) been 
reviewed by any 
Board or Executive 
committees within the 
Trust? 

CGC
 

NCGRC
 

Audit Committee
 

Finance Commitee
 

ET
 

• Where applicable, briefly 
identify risk issues (including 
any reputation) and cross 
reference to risk register and  
governance committees 

 

• Where applicable, state 
resource requirements: 

Finance:  
Other:  

 
 

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 

 

The Board will also have regard to the Trust’s core vision statement:  
“Barnsley Hospital: Providing the best healthcare for all”  
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Subject: Chief Executive’s Report Ref: 14/03/P-20 
 
 
 
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 STEERING GROUP MEETING 
2.1 The Chief Executive attending the monthly Working Together Steering Group meeting 

on 3 February 2014.  The key points from the meeting were:- 
 
• Joint Commissioner/Provider Workshop.  The workshop was held on 14 February 

2014 and focussed on three main issues: the alignment of work on the clinical 
services, adding value to existing mechanisms such as clinical networks and 
considering the impact of competition law and Monitor guidance on competition 
and collaboration through discussing a case study.  

• Programme structure and identified projects.   Chief Executives approved the 
programme structure subject to any changes arising from  the joint workshop.  The 
details of measures and milestones for each programme is to follow in March.  

3. QUARTER 3 TELEPHONE CALL WITH MONITOR 

3.1 The Trust Quarter 3 conference call with Monitor was held on 12 February 2014.  The 
agenda facilitated discussion on a number of financial variables including income and 
expenditure, a transformation programme update and concluded with governance 
and quality issues, including the 4 hour emergency department target and mortality 
rates.  During the conference call, Monitor received detailed information on the Trust's 
performance.  Monitor were assured that the Trust is actively progressing key issues 
and remains well positioned to deliver good quality services for patients. 

4. CONTRACT WITH BARNSLEY CLINICAL COMMISSIONING GROUP 

4.1 The Trust is currently working with the CCG to achieve the milestone of contracts 
agreed by 28 February 2014.  The process is proceeding to plan and the CCG issued 
their 2014/15 contract offer letter on 20 February.  The offer letter and supporting 
information is currently being reviewed in depth, as the Trust formulates a response 
to the offer.   

4.2 Engagement with NHS England and Barnsley Metropolitan Borough Council in 
relation to their commissioned services is also proceeding to plan. 
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5. CHIEF EXECUTIVE WEEKLY COLUMN IN THE BARNSLEY CHRONICLE 

5.1 As of Friday 21 February the Chief Executive has a brand new monthly column 
featuring in the Barnsley Chronicle. 

5.2 This is an excellent way of promoting the work of the Trust across the local 
communities.  The Editor of the Chronicle has kindly agreed to this feature being free 
of charge. 

 

 
D Wake 
Chief Executive 
March 2014 
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2013/14 BUSINESS PLAN 

Agreed strategic aims and objectives 

1: Provide high quality and safe services 
a) Ensuring the dleivery of high quality and safe services 
b) Redesigning services to provide safe sustainable models of care in line with the Clinical 

Service Review 
c) Redesigning services in partnership with other providers.   
d) Deliver a successful R&D programme within the Trust 
e) Increase the level of innovation by working with external partners 
f) Promoting a culture of innovation, improvement and change mangaement to ensure 

optimum service quality and efficiency 
g) Maintaining, meeting and exceeding national, regional and local regulatory and service 

standards 

2: Design healthcare around the needs of our patients 
a) Outpatients transformation programme designing outpatient services that meet the needs 

of our patients 
b) Delivery of the consistency in care transformatin programme to support the needs of our 

patients ensuring an equal quality of service regardless of the day of the wee, or time of 
the day 

c) Implement the stakeholder communications and engagement strategy to improve patient 
care and experience 

d) Improve availability of patient care information and transparency 
e) Redesign of urgent care pathways 
f) Redesign of elective care pathways to increase productivity and improve patient 

experience 

3: Invest in our workforce and continue to develop them to provide high quality services 
a) Workforce profile matches current needs of the Trust and identification fo future needs 

based on Working Togetehr and strategic review of services 
b) To create a culture where compassion, care and safety for our patients is at the centre of 

everything we do by embedding the agreed Trust values and behavious, and ensuring 
that the Trust is compliant with national training and personal development standards 

c) Health and wellbeing strtaegy ensuring staff are fit and well to care 
d) Deliver Working Together workforce priorities 
e) Create a workforce engagement plan that ensure all members of our workforce are 

actively involved in the Trust development, delivery and learning 

4: To make the best use of our resources for the benefits of patients 
a) Develop and implement information management and technology strategy that mets our 

current and future needs 
b) Deliver the full benefits of investment in technology (EPR) 
c) Five year capital programme.  Investment linked to service need and Trust direction. 
d) Optimise the use of the estate to drive efficien use and identify cost reductions 

5: Maintain financial viability and sustainability 
a) Ensuring correct governance to maintain financial viability 
b) Secure the most cost effecitve goods and services thorugh efficient and planned 

procurement activity 
c) Implement first phase of Working Together Programme to ensure improved alignment 

and parntership working 
d) Development of commercial partnerships 
e) To run our organisation economically and complying with principels of sustainability with 

our local partners 
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SCHEDULE OF ACRONYMS 

Additional acronyms may be added as appropriate/on request 

A  
A&E Accident and Emergency 
A4C / AfC Agenda for Change 

ACCEA Awards Committee for Clinical 
Excellence Awards  

ACE Acute Care of the Eldery 
ACS Additional Clinical Services 
AEC  Ambulatory Emergency Care 
AHP Allied Health Professions 
AMU Acute Medical Unit 
ANP Advance Nurse Practitioner 
AQuA Advancing Quality Alliance 
AUP Acceptable Use Policy 
B  

BAEM British Association of Emergency 
Medicines 

BBE Bare below the elbows 
BCCG Barnsley Clinical Commissioning Group 

BHNFT Barnsley Hospital NHS Foundation 
Trust 

BMA British Medical Association 
BMBC Barnsley Metropolitan Borough Council 
BMJ British Medical Journal 
BoD Board of Directors 
BWCC Barnsley Women and Children’s Centre 
C  
CASU Controls Assurance Support Unit 
CBU Clinical Business Unit 
CCG Clinical Commissioning Group 
CCU Coronary Care Unit 
C. diff Clostridium Difficile 
CDU Clinical Decision Unit 
CE / CEO Chief Executive / Chief Executive Officer 

CEMACH Confidential Enquiry into Maternal and 
Child Health 

CHAI Commission for Health Audit and 
Improvement  

CHD Coronary Heart Disease 
CHI Commission for Health Improvement 

CHKS CHKS – name of company providing 
statistical/benchmarking data 

CIP Cost Improvement Programme (also 
known as efficiency programme) 

CLAUDE Clinical Audit Data Base 
CMO Chief Medical Officer 
CMT Clinical Management Team  
CNST Clinical Negligence Scheme for Trusts 
COG Council of Governors 
COO Chief Operating Officer 
COPD Chronic Obstructive Pulmonary Disease 

COSHH Control of Substances Hazardous to 
Health 

CPA Clinical Pathology Accreditation 
CPE Clinical Performance & Effectiveness 

CPEC Clinical Performance & Effectiveness 
Committee   

CPT Capital Planning Team   
CQC Care Quality Commission 

CQUIN Commissioning for Quality and 
Innovation 

CRS Commissioner Requested Services 
CSSD Central Sterile Services Department 
CSU Clinical Service Units 
D  
DDA Disability Discrimination Act 
Do ICT Director of ICT 
DoH Department of Health  

DoHR&OD Director of Human Resourses and 
Organisational Development 

Do N&Q Director of Nursing and Quality 
DHSC Directorate of Health & Social Care 
DH  /  DoH   Department of Health 

DIPC Director of Infection Prevention & 
Control 

DMD Divisional Medical Director 
DNA Did Not Attend 
DNAR Do Not Attempt Resusitation 
DPM Department of Psychological Medicine 
DSEU Day Surgery & Endoscopy Unit 
E  

EBITDA Earnings before interest, taxes, 
depreciation and amortisation 

ECIST Emergency Care Intensive Support 
Team 

ECN Emergency Care Network 
ED Emergency Department 
EDS2 Equality Delivery System 
ENT Ear, Nose & Throat 
EPAP Emergency Pathway Action Plan 
EPR Electronic Patient Records 
EqIA Equality Impact Assessment 
ET Executive Team 
EWS Early Warning Score 
EWTD European Working Time Directive 
F  
FBC Full Business Case 
FCE/FCSE Finished Consultant Episode 
FFCE First Finished Consultant Episode 
FFT Friends and Family Testing 
FT Foundation Trust 
FTN Foundation Trust Network 
G  
GMC General Medical Council 
GP General Practitioner 
GUM /  
GU Med Genito-Urinary Medicine 

H  
HCA Health Care Assistant 
HES Hospital Episode Statistics 
HSE Health & Safety Executive 
H&S Health & Safety 
HDU High Dependency Unit 
HR Human Resources 
HRG Health Resource Group (finance) 
HSC Health Service Circular 
HSMR Hospital Standardised Mortality Ratio 
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I  
I&E Income and Expenditure 
ICU  Intensive Care Unit (also known as ITU) 

IFRS International Financial Reporting 
Standards 

IIP Investors in People 
IHP Improving Hospital Partnerships 
IPC Infection Prevention & Contr 
IR1 Incident Reporting form   

IRMER Ionising Radiation - Medical Exposure 
Regulations  

ISS ISS Mediclean – cleaning contractors at 
the Trust  

IT Information Technology 

ITU  Intensive Therapy Unit (also known as 
ICU) 

IV Intravenous  
IWL Improving Working Lives 
J  

JNCC Joint Negotiating and Consultation 
Committee 

JTUC Joint Trade Union Committee 
KL  
KPI Key Performance Indicator 
LA Local Authority 
LAC Local Awards Committee   
LDP Local Development Plan 
LHC Local Health Community 
LIFT Local Improvement Finance Trust 
LINks Local Involvement Networks 
LOS Length of Stay 
M  
M&S Medical & Surgical  
MDA Medical Devices Agency 
MDT Multi-Disciplinary Team  
ME Management Executive   

MHRA Medicines &Medical Healthcare 
Regulatory Agency 

MINAP Myocardial Infarction National Audit 
Programme 

MRI Magnetic Resonance Imaging 
MTAS Medical Training Application Service 
N  

NCEPOD National Confidential Enquiry into 
Perioperative Deaths 

NED Non Executive Director 
NHS  National Health Service 
NHSE National Health Service England 
NHSE National Health & Safety Executive 

NHSLA National Health Service Litigation 
Authority 

NORCOM North Derbyshire, South Yorkshire and 
Bassetlaw Commissioning Consortium 

NCISH National Confidential Inquiry into Suicide 
and Homicide  

NICE National Institute for Clinical Excellence 
NIMG NICE Initiation and Monitoring Group 
NPAT National Patients Access Team 
NPSA National Patient Safety Agency 
NRLS National Reporting & Learning System 
NSF National Service Framework 
O  
OBC Outline Business Case 
OH Occupational Health 

OJEC Official Journal of the European 
Communities 

OPERA Older Persons Early Rehabilitation 
Assessment 

OPT Operational Performance Team 
OT Occupatinal Therapy 
PQ  
PA Professional Activities (4 hours) 

PACS Picture Archiving & Communications 
Systems 

PALS Patient Advice & Liaison Services 
PAS Patient Administration System 
PBR / PbR Payment by results (tariff system) 
PCT Primary Care Trust 
PEAT Patient Environment Action Team 
PGME Post Graduate Medical Education 
PIU Planned Investigation Unit 

PLACE Patient Led Assessment of the Care 
Environment 

PMG Performance Management Group  
PPG Patient Participation Group   
PPI Public & Patient Involvement 
PR Public Relations 
PROMS Patient Reported Outcome 

Measures 
PSM Patient Services Manager 
PTS Patient transport services 
QA Quality Assurance 

QIPP Quality Innovation Prevention & 
Productivity 

QSIEB Quality and Safety Improvement & 
Effectiveness Board 

R  
RAF Risk Assessment Framework 

RATS Remuneration and Terms of Service
  

RCP Royal College of Physicians 

RFT Rotherham Hospital NHS Foundation 
Trust 

ROCA Register of Controls Assurance 
RPST Risk Pooling Assessment for Trusts 
RTT Referral to Treatment 
S  
SABS Safety Alert Broadcast System  
SAS Staff and Associate Specialist 
SAU Surgical Administration Unit 
SCH Sheffield Children’s Hospital NHS 

Foundation Trust 
SHA Strategic Health Authority  
SHMI Standardise Hospital Mortality Indicators 
SHO Senior House Officer 
SI Serious Incident 
SIFT Service Increment for Training 
SLA / 
SLAM 

Service Level Agreements / Service 
Level Agreement Monitoring 

SOA Strategic Options Analysis 
SUI Serious Untoward Incident 
SoS Secretary of State  
SpR Specialist Registrar 
SSD Sterile Services Department 

STH Sheffield Teaching Hospitals NHS 
Foundation Trust 

STEIS Strategic Health Authority Executive 
Information System 
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SYSHA South Yorkshire Strategic Health 
Authority  

SWYPFT South West Yorkshire Partnership 
Foundation Trust 

TUV  

TIGER The Information Governance Education 
Recognition Award 

TWWMIB Together We Will Make It Better 
VDI Virtual Desktop Infrastructure 

VTE VenousThrombo-Embolism 
WXYZ  
WCA Wider Controls Assurance  
WLI Waiting List Initiative 
Wte whole time equivalent 
Y&H Yorkshire & the Humber  
YTD Year to Date 
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