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A MEETING OF THE BOARD OF DIRECTORS 
WILL TAKE PLACE ON THURSDAY 03 APRIL 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 3rd March 2014 

14/04/P-03 

4.  To approve the Action Log in relation to progress to date  
and review any outstanding actions 

14/04/P-04 

Strategic Objective 1: Provide high quality and safe services 

5.  To approve the Quality Strategy H McNair 
Dir of Nursing & Quality 14/04/P-05 

6.  To approve proposals for 7-day services Dr J Mahajan 
Medical Director 

14/04/P-06 

7.  To review progress on the Trust’s Mortality Ratios 14/04/P-07 

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

S Brain England, 
Committee Vice Chair 14/04/P-08 

9.  To receive and endorse assurance report from  
the Audit Committee 

P Spinks 
Committee Chair 14/04/P-09 

10.  To receive and review six monthly Director of Nursing & 
Quality report H McNair 

Dir of Nursing & Quality 

14/04/P-10 

11.  To receive and review Nurse & Midwifery staffing Levels and 
Skill Mix Report 

14/04/-11 

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

12.  To receive and support 2014/15 Business Planning update 
R Kirton 

Director of Strategy 
 & Business Dvpt 

Verbal 

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

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

13.  To review the integrated performance report (month 11) 
- including Emergency Care  <4 hour pathway action plan Executive team 14/04/P-13 

14.  To note monthly report from the Chairman  S Wragg 
Chairman 14/04/P-14 

15.  To note and endorse monthly report from Chief Executive D Wake, 
Chief Executive 14/04/P-15 

16. 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:   
- 1st May 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: 14/04/P-03 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT  
 

MINUTES OF A MEETING OF THE 
BOARD OF DIRECTORS  
HELD ON 3rd MARCH 2014 

EDUCATION CENTRE, BARNSLEY HOSPITAL 
PRESENT: 

Mrs J Ashby Director of Finance & Information 
Mrs S Brain England OBE Non Executive Director  
Sir Stephen Houghton CBE Non Executive Director  
Mrs H McNair Director of Nursing & Quality 
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: 
Mr J Bradley Director of ICT 
Ms C E Dudley Secretary to the Board  
Ms K Dunwell Consultant 
Ms A Earnshaw Assistant Director of HR (Learning and OD) 
Mr R Kirton Interim Director 
Dr P McAndrew Associate Medical Director 
Ms E Parkes Director of Communications & Engagement 

APOLOGIES: 
Mrs L Christon Non Executive Director  
Dr J Mahajan Medical Director 

 
14/40  APOLOGIES & WELCOME 

Members and attendees noted above were welcomed.  Dr McAndrew, 
attending on behalf of the Medical Director, and Ms Earnshaw and 
Ms Dunwell attending to present reports on the Staff Survey and Patient Flow 
review respectively, were thanked for joining the meeting.  
Apologies were noted from Mrs Christon, on Jury service, and Dr Mahajan, 
attending a CQC inspection at another Trust.  As a courtesy, apologies were 
also noted from Mrs Christopher and Ms Brearley.  
 

ACTION 

14/41  DECLARATIONS OF INTERESTS 
None.  
 

 

14/42  MINUTES OF LAST MEETING (14/03/P-03) 
The Minutes of the meeting of the Board of Directors held in public on 6th 
February 2014 were received and reviewed.  
It was agreed that reference to progress of external auditors’ work under 
Minute 14/30 should be deleted (too soon to report). 
Subject to this amendment, the Minutes were accepted as a true record.  
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14/43  ACTION LOG (14/03/P-04) 
The action log, showing progress on matters arising from the last and previous 
meetings held in public, was reviewed and noted.  The following updates were 
also noted: 

•  Minute 14/25 – “Fit and proper person” test  
Mr Spinks reported back from a recent seminar on this issue.  It was noted 
that work was continuing nationally to develop recommendations for the 
test but were expected to reflect current recruitment processes. There had, 
however, been a view among the delegates that the Francis Review had 
intended a broader approach, relating to the culture of directors in the NHS 
promoting greater accountability for discharge of their duties.  

•  Minute 14/33 – impact of late admissions  
Mr Peverelle affirmed that, whilst he did not have full data available, there 
was continued evidence of a correlation between late evening/night 
admissions to the Emergency Department and long waits.  Mrs McNair had 
requested a workforce review to identify the staffing needs for the periods 
in question, to consider options for flexing the skillmix at these times and/or 
possible benefits of advanced nursing practitioners in the area, in addition 
to the support already provided by the GP service on site.  The Board 
looked forward to a report on the outcomes of the review (due in April) and 
agreed that there was a need to address this situation speedily.  

•  Minute 14/33 – Cashflow position  
Mr Spinks noted that the Board’s request for a 2013/14 cashflow for year 
to date had been referred to the Finance Committee.  He would have 
preferred to see it presented to Board as had been agreed, to provide 
clarity on the reasons for the adverse cash movement in 2013/14.  The 
Chairman emphasised the importance for adhering to actions and Board 
requests as minuted. 
Not having been at the last meeting, and having discussed the Board’s 
request with other Non Executive Directors, Mrs Ashby had believed the 
request related to the 2014/15 projection(s), which she had intended to 
provide after completion of the ongoing contract negotiation.   It was 
agreed that Mrs Ashby and Mr Spinks should review the requirements 
further outside the meeting and that the requested information be 
presented to the Board and/or Finance Committee as soon as possible. 

• Minute 14/04 – Analysis of services  
Mr Spinks also referred to the overdue request for analysis of 
core:central:discretionary services, which had been due to be circulated 
previously with the papers supporting the Board’s work around the 2014-
16 business plan.  Mr Kirton confirmed that this data would be issued with 
the papers for the March workshop and would include information on 
income margins and costs.  He undertook to ensure the pre-reading 
material was distributed at least seven days ahead of the workshop. 
Mrs Ashby advised that data was also being developed at Clinical 
Director/Clinical Business Unit level.  It was agreed that, whilst it would be 
at a more preliminary stage, it would be useful for the Board to have sight 
of this at the next Board meeting or workshop. 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

HM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

JA 
 
 
 
 
 
 

BK 
 
 
 
 

JA 
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14/44  PATIENT FLOW (presentation) 
The Chief Executive introduced Ms Dunwell, who had been commissioned to 
undertake a bed utilisation study at the hospital, looking at patient admissions 
and discharges and use of the hospital’s bed base over a seven day period. 
In her presentation (full copies of the detailed presentation distributed outside 
the meeting) Ms Dunwell highlighted a number of key findings from the review 
and explained the methodology used.  The analysis system applied, 
Medworxx, was intended to assess patients as they flowed towards the 
hospital and their discharge and care needs, and to determine the best 
provider for same throughout the process.  Ultimately the review’s findings 
would feed into and support the longer term goal of a vertically integrated 
system across the community.   
The analysis showed a comparison of the Trust’s current position vs 10 years 
ago.  In 2004 31% of patients did not meet the Trust’s admission criteria and 
58% of patients continued in beds beyond need.  The current position had 
improved, with only 5% of admissions avoidable but with scope for further 
improvement.  Other key findings included: 

• patients in the Acute Medical Unit (AMU) - receiving observations every 4 
hours; whilst this was standard procedure it did not align with the nature of 
the unit 

• improvement noted in number of patients ready for discharge in 2014 albeit 
less significant improvement than for avoidable admissions 

• wide range of reasons for delays in discharge, including areas of practice/ 
culture which could be addressed – including referrals which could have 
been followed up after discharge, a 7-day wait for an ultrasound scan, and 
some elements of community care needs. 

• 81% of the long stay patients in hospital for more than 90 days - contrary to 
the ethos of planning discharge before admission 

• only 12% excess bed days had been recorded - a good improvement on 
previous data but the Trust now needed to do more work on short term 
stays 

• a range of patients’ needs which the hospital and/or community could 
address differently to avoid admissions/stays:  
-  in an area with a high incident of COPD (chronic obstructive pulmonary 

disease), 25% of patients treated during the 7-day review had needed 
oxygen; there were systems in other areas for this care to be provided at 
patients’ homes 

-  a lot of minor procedures could be referred to LIFT centres or the minor 
procedures unit; currently they are carried out in the day case theatres 
at significantly higher costs 

- a growing need for sub acute care 

• lost income due to length of stay and/or imbalance of elective vs non-
elective care 

• scope for improved liaison between ambulance services and virtual ward, 
helping to ease pressures on the Emergency Department (ED) 

The Board thanked Ms Dunwell for a very interesting and informative overview 
of the findings from the review.  The Chief Executive advised that she and the 

 
 
 
 
 

CED 
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Chief Operating Officer were working to develop an action plan with a mix of 
“quick wins” for those actions within the Trust’s remit and longer term 
considerations for introduction of a case management system (to provide 
consistent analysis of patients/PBR/practice needs) and work with partners for 
changes within the community, and costings and benefits of investment needs 
too.  The Chairman requested that an indication of associated costs be 
provided at the next meeting.  
 

 
DWP/DW 

 
 

DW/DWP 
 

14/45  COMPLAINTS INVESTIGATION PROCESS (14/03/P-06) 
Mrs McNair presented the report, which outlined the Trust’s new process for 
recording, investigating and learning from complaints and compliments.  With 
the Clinical Business Units (CBUs) coming on line in April, the team had taken 
the opportunity to refine the process further and improve agreed timeframes.  
Mrs McNair clarified that national standards required all complaints to be 
acknowledged within three working days; the other timelines were determined 
locally, with an emphasis on quality of response rather than speed alone.  The 
report outlined a range of actions needed to deliver the identified 
improvements, most of which were already shown as “green” as a lot of the 
work had been progressed and plans were on track to commence from April.  
It was clarified that under the new system the CBU Clinical Directors would be 
responsible for sign off of complaints relating to their unit but the Chief 
Executive would continue to have sight of every complaint received. 
The report sought the Board’s confirmation as to whether or not the outlined 
process met their needs and was the right way forward for the Trust and 
asked members to identify what/how they would like reporting on it to be 
presented.  It was acknowledged that the Board had not been fully sighted on 
the complaints process over the past year during the development work.   
The Board affirmed its support for the new process as outlined.  It was agreed 
that at least initially, monthly reporting to the Board would be useful – ideally 
to include data on trends, themes from the CBUs, response rates, levels of 
complaints resolved/not resolved to complainants’ satisfaction and issues 
referred to the Ombudsman.  As reported previously, the Chairman had seen 
a more detailed presentation on the new system and it was agreed that it 
would be useful for it to be repeated at the next Board meeting, together with 
a sample report on complaints within the reporting period. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

HM 
 
 

HM 
 
 

14/46  SINGLE SEX ACCOMMODATION (14/03/P-07) 
Mrs McNair reminded members of the need to issue a statement on the 
Trust’s compliance against single sex accommodation standards each year.  
There had been one potential breach in year relating to a patient on ITU but 
on review the Clinical Commissioning Group had delogged it and were content 
that the case had been managed appropriately.  The Board noted the current 
position and ongoing risks associated with ensuring and maintaining single 
sex accommodation.   
The statement of compliance was approved for posting on the Trust’s website 
on 1st April, subject to any breaches arising in the intervening period.  
 

 
 
 
 
 
 
 
 
 

HM 

14/47  2014/15 QUALITY GOALS AND PRIORITIES (14/03/P-08) 
The submitted report outlined the Trust’s proposals for the 2014/15 quality 
goals and priorities, subject to further work and continued consultation.  The 
proposals had been developed following extensive consultation with both 
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internal and external parties, including staff, patients, governors and partner 
organisations.  Four goals had been identified, each to be underpinned with a 
range of priorities and indicators, driving quality improvement across the Trust 
in 2014/15 and in the longer term.  Mrs McNair advised that the proposals 
were due to be presented to the Governors shortly for their further 
consideration and approval too.  She assured the Board that, when finalised, 
all of the agreed priorities and indicators would have measurable (SMART) 
targets assigned to them. 
The proposals were discussed and some points suggested to ensure they 
were easier to read and understand; these were noted by Mrs McNair and 
would be incorporated into the final version.  The Board was conscious that 
the final document would be published widely and asked that explanations 
were provided for any abbreviations used. 
On a general point Mr Patton referred to application of the new-style Board 
report format, as discussed at the last meeting.  Some reports, including this 
one, still did not provide sufficient correlation between the questions and 
conclusions/recommendations shown on the front cover and authors were 
asked to give this more careful consideration.  It was equally important that 
the “check list” on the inside cover was completed so that the Board could be 
confident on the background to the report: the groups involved in its 
development, consultation, identified risks etc.  
 

 
 
 
 
 
 
 
 
 

HM 
 

HM 
 
 
 

ALL 
 
 
 

14/48  MORTALITY RATIOS (14/03/P-09 & presentation) 
In addition to the regular update report on mortality ratios, including the latest 
position on the Trust’s ratings for HSMR (hospital standardised mortality ratio), 
SHMI (summary hospital mortality indicator) and crude mortality, 
Dr McAndrew gave a presentation, expanding on the report and the ongoing 
action plan.  He emphasised the role of the ratings, to help providers to focus 
on and reduce mortality rates where deaths can be avoided.  He also stressed 
that the number of avoidable deaths was very low, nonetheless it was 
essential that the Trust took action to reduce it further if possible.  The 
presentation highlighted a number of factors: 
• the ongoing reduction in crude mortality rates 
• spikes in death rates in December 2012 and April 2013 (reflected nationally) 
• the differences between SHMI (an adjusted, comprehensive model, used to 

calculate mortality – commissioned by the Department of Health following 
the Francis review) and HSMR (showing observed deaths vs expected 
deaths across a limited range of codings, operated by a commercial 
company) – both within the “as expected” range for the Trust but with scope 
for improvement 

• how indicators, and particularly HSMR, can be affected by several factors 
and the impact in terms of care vs patient demographics/morbidity.  
Dr McAndrew suggested that one aspect of this could explain the variance 
in “expected deaths” calculated for Barnsley compared to Rotherham, 
despite the two communities having very similar socio-economic and health 
backgrounds, resulting in a lower HSMR rating for a neighbouring hospital 

• weekend mortality rates (as reported nationally), which continued to be 
subject to close scrutiny  

• the Trust’s position on palliative care coding, showing it to be on peer 
average and thus no implications of any misrepresentation as had been 
reported in other trusts 
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• current and future actions to support continued improvements, including 
review of deaths to be undertaken by all consultants with clinical 
responsibility, relaunch of sepsis bundles, expansion of 7-day services (full 
report due to Board in April), adoption of the National Early Warning System 
(NEWS), roll out of pneumonia bundles and intent to invite the national lead 
on mortality ratios to visit the Trust.  

The Board appreciated the additional information and further insight into the 
issue, and discussed several aspects in detail.  It was queried why the Trust’s 
position on SHMI ranking seemed to have gone backwards despite an 
improvement in its ratios.  Dr McAndrew explained that this related to 
statistical presentation but affirmed that the Trust remained within accepted 
confidence intervals.  It was also noted that the latest  trajectories had been, 
and would continue to be, impacted by the December 2012 and April 2013 
spikes as the reports covered a 12 months rolling timeframe.  Other Trusts 
would be equally affected.  Members were reminded that an independent 
review had been commissioned to investigate the Trust’s peak in December 
2012; no issues of concern had been identified.  The Chief Executive assured 
the Board that the impact of the action plan should start to become more 
apparent after full roll out of the care bundles albeit she also emphasised the 
need for more speed in the action plan overall.    
 

14/49  EMERGENCY CARE 4 HOUR PATHWAY ACTION PLAN (14/03/P-10) 
Mr Peverelle presented the report, summarising performance against the 
action plan to the end of January and February.  Performance against the 
4 hour target had continued to be variable with more actions now coming on 
line and continued frustrations with populating the programmes as recruitment 
remained a problem.  Highlights since the last report included further 
improvements in the GP services within the ED (reviewed with the local 
Clinical Commissioning Group/CCG) and good use of the full capacity protocol 
without adverse impact on patient care.  Work was also being actioned around 
community-wide developments for respiratory care and provision of sub-acute 
care (this would link to the recommendations highlighted earlier by Ms 
Dunwell) and staffing (across several areas).    
In discussion a number of financial issues were raised. Mrs Ashby estimated 
that the ‘30% rule’ could result in c£2.4 million lost income for the Trust in 
2013/14 albeit a number of bids had been submitted against the withheld 
monies, the outcomes of which were expected shortly.   She also confirmed 
that such risks were included in the forecasts.  Mrs McNair highlighted the 
need for ROI (return on investment) evaluation on actions and expenditure to 
date in relation to initiatives such as the Clinical Decision Unit and the chaired 
area in the AMU.  The Chairman also referred to the work being carried out on 
attendance by the Research & Development team; the Board would like to see 
the results from this when available. 
It was acknowledged that despite the actions being progressed, there was a 
high risk that the Trust would not achieve the Q4 target, which would be the 
third quarter failed in 2013/14 (Q2 achieved).  The Board were conscious of 
the ramifications of this and asked the Executive team to continue to take 
every effort to ensure the Trust was as near to the target as possible.  The 
Trust was on monthly reporting for the A&E target at present; the report was 
approved for submission to Monitor as part of that process.  Mr Peverelle 
reminded members that he was also having weekly calls with the Monitor 
team, as part of the national focus on A&E.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DWP[JM] 
 
 
 
 
 
 
 

DWP 
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14/50  NON CLINCIAL GOVERNANCE & RISK COMMITTEE (14/03/P-11) 
The latest assurance report of the Non Clinical Governance & Risk Committee 
(NCGRC) was received and reviewed.  As Chair of the Committee, Mr Patton 
expressed disappointment in the meeting’s attendance, which had resulted in 
it being inquorate at one point and lacking support from the executive team 
and other staff.  As evidenced in the report, this had led to some actions not 
progressing as expected.  This had been compounded by the deep dive report 
on DNAs (did not attend) not being as robust as expected - a second report 
had been requested for the next meeting, the slow pace of work on the Policy 
on Policies (currently out to consultation) and the report on recruitment 
timescales.  The latter had shown a significant improvement but had excluded 
consultant recruitment, which was vital.    
The Board agreed that it was important that attendance at governance 
committees was improved and asked the Executive Team to address this.  
The next meeting for the NCGRC was scheduled for 17th April. 
The Board noted and ratified its approval of the amended policy approved by 
the Committee for Display Screen Equipment and accepted the 
recommendation to approve the following new (or heavily revised) policies: 

• First Aid 
• Smoke Free 
• Health Surveillance 
• Capability 
• Appraisal 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

DWP/ET 

14/51  ANNUAL REVIEW OF COMPLIANCE WITH MONITOR’S (14/03/P-12) 
CODE OF GOVERNANCE AND QUALITY GOVERNANCE FRAMEWORK 
Mrs McNair presented the outcomes of the annual review of compliance 
carried out for the Code of Governance (the Code) and the Quality 
Governance Framework (QGF) issued by Monitor.   
The QGF was more directly applicable to aspirant foundation trusts (FTs) but 
provided a useful guide for all FTs and was something the Board continued to 
wish to monitor the Trust against.  The report identified a number of areas for 
improvement and proposed actions.   
The report also showed changes introduced in the revised Code, issued by 
Monitor in December 2013.  Members were reminded that the Code was 
operated on a “comply or explain” process.  From the review carried out, it 
was affirmed that the Trust was compliant against all statutory provisions and 
main principles and provided a robust rationale for the four provisions it did not 
comply with – B.2.4, B.4.2, B.7.1 and C.3.2 – all of which reflected current 
agreed practice and some of which could be quickly addressed to meet the 
changes to the Code if required.  Two points were considered at the meeting:  

•  B.2.4, which proposed that the Chair of the Nominations Committee should 
be changed to a Governor when dealing with the appointment of a Non 
Executive Director or the Chairperson.  The Board would prefer to retain 
the current arrangement, with such meetings chaired by the Chairman or 
Deputy Chair as appropriate, giving greater support to the Governors who 
comprised the rest of the Committee, and    

•  B.4.2 - the Board agreed that the review of executive directors and their 
training/development needs should continue to be devolved through the 
Chair to the CEO, with outcomes to the Chair. 
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The report was accepted and supported, subject to further review by the Audit 
Committee at its next meeting.  Mrs McNair was invited to attend the 
Committee.  
  

 
 

PS/HM 

14/52  BUSINESS PLAN 2014-16  
Mr Kirton provided a brief update on progress for the 2014-16 business plan.  
Following the latest Board workshop and continued consultation with other 
staff, governors and external partners, a vision had been agreed, with four 
core aims.  Work was ongoing to develop SMART (simple, measurable, 
attainable, relevant, time-bound) objectives to deliver the agreed aims, linked 
to quality strategy and branding.  Further information would be circulated in 
readiness for the March workshop, together with a draft matrix detailing 
information on profitability and market share.  As agreed earlier, papers for the 
workshop would be issued at least 7 days in advance.  
 

 
 
 
 
 
 
 
 

BK 

14/53  2013 STAFF SURVEY RESULTS (14/03/P-14) 
Ms Earnshaw presented the staff survey results and draft action plan on 
behalf of the Director of HR&OD.  It was noted that the survey had only 
recently been received; the report presented an initial response and a further 
report on this and the Trust’s own interim staff survey would be subject to 
review at the Workforce Board later in the month.  Outcomes from the national 
survey would continue to be considered against other data available to the 
Trust, including the internal interim staff survey and, later in the year, the 
Investors in People Assessment (IIP).   
Ms Earnshaw highlighted a number of key messages identified from the 
national survey: 

• Compared to the 2012 survey, the Trust’s position had remained broadly 
unchanged in terms of staff engagement, if anything a slight improvement 
had been recorded.  The Trust remained at the national average. 

• Significant improvement had been noted in two areas: (i) the percentage of 
staff who agree their role makes a difference to patients, and (ii) team 
working. 

• Several areas for improvement had also been identified, including 
management capacity and well structured appraisals, both of which would 
be areas of focus for next year’s work programme, alongside the bottom 
five ranking scores.   
The findings on capacity and appraisals reflected the views of the Board 
and would support actions already being progressed on these issues.  
Mrs Brain England welcomed the action plan on the bottom ranking areas, 
which would undoubtedly also be the focus of the impending IIP review. 
Ms Earnshaw believed that the proposed action plan would fit with the 
timing well to offset the negative position reported to date. 

The Board discussed the likely rationale behind the significant changes 
identified.  It was suggested that the improvement in engagement might in part 
reflect use of the new Datix system, which made it easier for staff to report 
issues of concern, and also improvements in training and education.  It was 
agreed that the Board would still like to see more around staff engagement in 
the action plan, as a ‘golden thread’ and Ms Earnshaw undertook to do this. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

AE/HB 
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The Board affirmed its support for the draft action plan.  Ms Earnshaw left the 
meeting.  
 

14/54  INTEGRATED PERFORMANCE REPORT (14/03/P-15) 
The latest report on activity, finance, quality and workforce to the end of 
January 2014 was received and noted.  Lead Directors expanded on their 
respective sections: 
Activity  
Mr Peverelle referred the meeting to earlier discussions around the continuing 
pressures on the A&E performance.  He also drew attention to the reported 
outlier on urology, which had been impacted by delays involving the shared 
care pathway.   It was acknowledged that this was one of several shared care 
pathways the Trust was involved in and Mr Spinks suggested it would be 
helpful for the Board to receive an overview of those joint arrangements, to 
increase its awareness of the Trust’s responsibilities in each area.  The 
Chairman reminded members of the review on Service Level Agreements 
already in progress, which would overlap with some aspects of this work. It 
was agreed that a report should be presented to the Board thereafter. 
As mentioned in the report from the NCGRC, initial work on the DNA review 
had been disappointing and further work was ongoing.  The Board had also 
heard earlier reference to capacity pressures for some scans.  Dr McAndrew 
advised that this was particularly the case for ultrasound scans, hindered by 
the national shortage of sonographers and consultants.  The team was 
currently looking at demand management to ensure all referrals were 
appropriate and had started to undertake work at weekends to address the 
backlog.  
The reported rationale for long waits was queried; Mr Peverelle explained 
each case, assuring the Board that appropriate care and procedures had been 
provided.  Nevertheless areas for improvement had been noted and would be 
actioned, including more flexible use of the CDU and the need to review and 
revise some transfer protocols.   
Quality  
Mrs McNair highlighted the two ‘red’ exceptions, reported under serious 
incidents: the red rating was associated with comparison to the 2012/13 year 
to date position but only four incidents had been reported for the month.  
Ms Wake was pleased to note better reporting on SIs overall.  Even though it 
resulted in an apparent increase in SIs, it supported the Trust’s ethos of 
greater transparency.  Mrs McNair also drew attention to the good 
performance on VTE risk assessment.  
Workforce  
Ms Wake presented this section in Ms Brearley’s absence.  There continued 
to be some challenges around sickness and absence levels.  A dedicated staff 
member was now in post to drive the focus on this, working closely with teams 
where higher levels of absence had been identified. 
Mandatory training remained amber, with some improvement on moving and 
handling training and more staff in post to provide this specialist training. 
In terms of appraisals, members were reminded of the feedback from the staff 
survey; although improvement in uptake continued to be essential it was 
equally important that the content was addressed too.   
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

DWP/JA 
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Sir Stephen requested future reports to include comparative data against peer 
groups if possible and this was agreed. In terms of sickness absence, 
Ms Wake advised that the Trust’s overall position compared well against the 
national average of 4.4% but less so against specific areas. 
Finance  
Mrs Ashby reported a loss against the overall position for the first time this 
year and explained that this was largely attributable to pay pressures and the 
planned closure of two wards not yet achieved.  These pressures had been 
reviewed by the Finance Committee previously, resulting in mitigations being 
identified and a programme of additional efficiencies.  Delivery against all of 
the planned efficiencies and the position on the CQUINs (commissioning for 
quality innovation payments) was also highlighted.  Mrs Ashby assured the 
Board that she still anticipated a surplus position being achieved for the year 
end. 
Mr Spinks expressed concern at the unexpected deficit in month 10.  In view 
of this he had prepared and tabled a brief analysis of the financial position 
based on the month 9 and 10 reports.  He had identified two key issues: pay 
pressures and ‘other costs’.  Mrs Ashby outlined the range of issues in these 
areas, the latter including, but not limited to, drug and recent legal costs.  She 
gave assurance that the deficit position would be balanced in the remaining 
two months, resulting in a worst case scenario of a £575-600,000 surplus.   
The further detail was appreciated and the projections noted although the 
position remained of concern.  Following considerable discussion it was 
agreed that: (i) a forecast outturn should be included in future monthly 
reporting, together with information on potential risks, (ii) more detail would be 
provided in the in month position and that narrative would be useful to support 
the monthly reporting, to give both detail and assurance for the Board and 
other readers of the report, and (iii) the position should be referred to the 
Finance Committee for further scrutiny.  
 

 
[HB] 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

JA 

14/55  INFORMATION GOVERNANCE (IG) TOOLKIT (14/03/P-16) 
Mrs Ashby presented the assessment of the Trust’s compliant with latest IG 
Toolkit (version 11) issued by the Department of Health.  The Board was 
pleased to note that it showed satisfactory compliance against all 
requirements and approve submission of the Toolkit subject to confirmation by 
the IG Board and agreement of Mrs Ashby upon final review of the audit 
outcomes.  
 

 
 
 
 

JA 

14/56  SHARE OF RESPONSIBILITIES OF  (14/03/P-17) 
CHAIR AND CHIEF EXECUTIVE 
As Deputy Chair and Senior Independent Director, Mr Patton presented the bi-
annual review of the share of responsibilities of the Chair and Chief Executive, 
with minor amendments proposed (as tracked).  The Chairman and Chief 
Executive affirmed their awareness of, and agreement with, the report.  The 
Board approved the updated statement, which Mr Patton advised would also 
be shared with the Council of Governors for information, via the next meeting 
of the Nominations Committee.  
 

 
 
 
 
 
 
 
 

FP 
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14/57  CHAIRMAN’S REPORT (14/03/P-18) 
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. 
No additional reports were received from the Non Executive Directors.  
 

 

14/58  CHIEF EXECUTIVE’S REPORT (14/03/P-19) 
The Chief Executive’s report was received and reviewed, providing informative 
updates on a number of internal, regional and national issues.  
 

 

14/59  ANY OTHER BUSINESS & DATE OF NEXT MEETING 
a)  Public Comments  

Mr Dobell commented that as a new governor, he considered that one of 
his main duties was to make sure the Non Executive Directors held the 
wider Board of Directors to account and delivery of this had been clearly 
demonstrated at the meeting. 

b)  Date of Next meeting  
The next meeting of the Board of Directors was scheduled for 3rd April, 
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.   
Dr McAndrew also left the meeting at this juncture, due to clinical 
commitments. 
 

 

 



 
REF: 14/04/P-04 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 
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SUBJECT: BOARD ACTION LOG 

DATE: APRIL 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: 14/04/P-04 
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ACTIONS ON PUBLIC AGENDA 
Meeting date 
& Minute ref Item Action Owner Action taken 

Mar 2014 
14/44 Patientflow review  

Indication of likely costs (for 
actions) to be provided to April 
Board 

Deputy 
Director of 
Finance 

Verbal report to be 
provided 

Mar 2014 
14/45 

Complaints 
Investigation Process 

Presentation on system to be 
provided to Board, with first report. 

Dir of Nursing 
& Quality Deferred to May 

Mar 2014 
14/51 

Governance review 
(Monitor documents) 

Referred to Audit Committee 
(March 2014) 

Audit Chair / 
Dir of Nursing 
& Quality  

Agenda item P-09 
refers: further 
clarification requested 
on some points 

Mar 2014 
14/52 Business Plan 

Preparatory papers to be issued 
ahead of next workshop  
(March 2014) 

Director of 
Strategy & 
Business 
Development 

Completed 

Mar 2014 
14/54 

Integrated performance 
- finance 

a) Forecast outturn to be included 
monthly, together with 
information on potential risks, 

b) More narrative to support 
monthly reporting 

c) Position referred to Finance 
Committee for further scrutiny 

Director of 
Finance & 
Information 

a&b) agenda item 
P-P13 refers 

c)   agenda item C-05 
refers  

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

Director of 
Nursing & 
Quality 

a) Update via six-
monthly report 
(April/October) – 
agenda item P-10 
(and P-11) refers 

b) CGC March 
agenda item P-08 
refers  

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-07 

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 

Agenda item P-06 
refers 

Aug 2013 
13/219 

Transformation review 
- quality 

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

Dir of Nursing 
& Quality  

See Board agenda 
item P-05 

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

Mar 2014 
14/43 
and 
Jan 2014 
14/04  

Strategic Services 
Review 

a) Analysis of core/central 
discretional services (and 
financial performance).  To be 
issued with pre-reading material 
for March workshop 

b) Early sight of draft CBU 
reporting proposals (to March 
workshop or April Board) 

Director of 
Strategy & 
Business 
Developments 
 
Deputy 
Director of 
Finance  

 
 
March workshop 
refers 
 
 
Ongoing 
 

Mar 2014 
14/44 

Patientflow review 
results 

Presentation to be distributed to 
members 

Chief 
Executive 

Completed: 
10.03.2013 
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Meeting date 
& Minute ref Item Action Owner Action taken 

Mar 2014 
14/46 

Single Sex 
Accommodation 

Compliance statement to be 
posted on Trust’s website 

Dir of Nursing 
& Quality 

Ready for posting 
01.04.14 

Mar 2014 
14/47 

Quality Goals and 
Priorities 

Board’s comments to be 
incorporated into further draft. 
Priorities to be agreed with Council 
of Governors 

Dir of Nursing 
& Quality 

Comments fed back 
to author (Head of 
Clinical Governance), 
and priorities 
reviewed and agreed 
with Governors. 
Drafting continuing. 

Mar 2014 
14/54 

Integrated performance 
- workforce 

Peer comparison data to be 
included in future reports 

Director of 
HR&OD 

To commence with 
2014/15 reporting 

Mar 2014 
14/55 IG Toolkit Submission approved, subject to 

satisfactory audit outcomes  

Director of 
Finance & 
Information 

Outcome confirmed 
and accepted at Audit 
Committee (March 
2014) 

Mar 2014 
14/56 

Share of responsibilities 
of Chair and CEO 

To be reported to Governors via 
Nominations Committee 

Deputy Chair 
/Chairman 

Completed: 
12.03.2014 

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

Mar 2014 
14/43 

Late admissions: 
Emergency Department 

Review of staffing and skillmix to 
be undertaken to ensure 
appropriate cover at all times 

Director of 
Nursing & 
Quality/Chief 
Operating 
Officer 

Review ongoing – 
outcomes due April 
(report to Board in 
May/June) 

Mar 2014 
14/43 Cashflow position 

Board’s information request to be 
clarified and report provided at 
next Finance Committee and 
Board meeting. 

Deputy 
Director of 
Finance  

Reviewed at Finance 
Committee. 
Agenda item P-13 
refers 

Mar 2014 
14/44 

Patientflow review 
results 

Action plan to be developed; copy 
to be presented to Board 

Chief Exec / 
Chief 
Operating 
Officer 

Due for May Board 
meeting 

Mar 2014 
14/49 

Emergency Care 
Pathway action plan 

a) Outcomes of research on ED 
admissions to be shared with 
Board when available. 

b) Report to be shared with 
Monitor 

Chief 
Operating 
Officer/Medical 
Director 

a) Ongoing 
b) Completed: 

06.03.2014 

Mar 2014 
14/54 

Integrated performance 
- activity 

Review of shared pathways to be 
presented when SLA review 
complete. 

Dir of Finance 
& Info / Chief 
Operating 
Officer 

Ongoing 

Mar 2014 
14/C/21 

Advancing quality 
Alliance Action plan Regular updates to be provided Chief 

Executive 
Quarterly reports; 
next due June 

Feb 2014 
14/24 Patient’s story 

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

Chair of CGC/ 
Dir of Nursing 
& Quality 

Referred to March 
CGC meeting – see 
agenda item P-08 

Feb 2014 
14/25 Francis Review 

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

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

Director of 
Nursing & 
Quality 

a) Update via six-
monthly report 
(April/October) – 
see agenda items 
P-10 & 11 

b) CGC March 
meeting refers 

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

review. 

Chair of CGC/ 
Dir of Nursing 
& Quality 

CGC March meeting 
refers (agenda P-08) 

Feb 2014 
14/32 CGC  

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

Chair of CGC/ 
Dir of Nursing 
& Quality 

March CGC (see 
agenda item P-08) 
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Meeting date 
& Minute Ref Item Action Owner Action taken 

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 

Ongoing – update 
due  for April reports 
(May/June Board) 

Feb 2014 
14/33 

Performance Report 
- general 

New reporting format to be 
implemented from April 2014 

Executive 
Team 

Work ongoing; first 
report due re April 
(May/June Board) 

Feb 2014 
14/35 EQIAs Full compliance expected to be 

evidenced by year end. 
Director of HR 
& OD 

Confirmation due by 
end of March  
(May Board) 

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 

Dir of Strategy 
& Business 
Development 

March Board 
workshop refers 

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 CGC (see agenda 
item P-08) 

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 

Jan 2014 
14/14 

Integrated Performance 
Report  
- finance 

Debtor position to be reviewed 
with CEO counterpart Chief Exec 

March meeting 
cancelled; new date 
awaited. 

Nov 2013 
13/299 

Integrated Performance 
- Finance 

Options for review of CQUINs to 
be progressed with CCG 

Dir of Finance 
& Information Ongoing 

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) not 
accepted: further 
report requested 
(NCGRC April 2014) 

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 policy 
prepared (January 
2014); 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 May. 
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Meeting date 
& Minute Ref Item Action Owner Action taken 

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 

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; 
further action ongoing 
(NCGRC April 2014) 

 



 
REF: 14/04/P-05 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 
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SUBJECT: QUALITY STRATEGY 

DATE: APRIL 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 & Clinical Governance 
SPONSORED BY: Heather Mcnair, Director of Nursing & Quality 
PRESENTED BY: Heather Mcnair, Director of Nursing & Quality 
STRATEGIC CONTEXT 2-3 sentences 

Ensuring quality drives the Trust’s strategy 

QUESTION(S) ADDRESSED IN THIS REPORT  

Has the Trust successfully outlined a framework around which the quality of care and 
services provided by this hospital will be monitored and against which improvements in 
quality of care will be defined and implemented? 

CONCLUSION AND RECOMMENDATION(S)  

The Board is asked to review and approve the attached draft three year quality strategy.  
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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 Strategy Ref: 14/04/P-05 
 
1. STRATEGIC CONTEXT 

1.1 To present the Board of Barnsley Hospital NHSFT with a draft of the three year 
quality strategy. 

1.2 Following extensive consultation with both internal and external holders the Board is 
asked to approve the ‘Quality Strategy 2014 – 2017.’  

 
2. INTRODUCTION  

2.1 The Quality Strategy workshop was held on 31st January 2014 and 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 Trusts quality goals and priorities in 
2014/15 and beyond. 

2.2 The workshop successfully identified the four quality goals for the Trust and identified 
areas of quality priorities for 2014/15. 

 

3. CONCLUSION 

3.1 The strategy explains what our hospital wants to achieve, what our goals and 
priorities are for quality improvement over the next three years and defines clearly 
what success will look like. It explains why we want to make these improvements and 
also shares how we have engaged and will continue to engage with key stakeholders 
in the development of the strategy. 

3.2 The ‘Quality Strategy 2014 – 2017’ is being presented to the Board today for their 
approval.  

 
 
Appendices: 

• Appendix 1 – Quality Strategy 2014 - 2017 
 
 



 
 

Draft Quality Strategy 2014-17 v1.0 
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1.0 Introduction 

This strategy has been designed to establish a framework around which the quality of care 
and services provided by this organisation is monitored and against which improvements in 
quality of care will be defined and implemented. 

2.0 What quality means                  

The NHS has conjoined around the definition of quality set out by Lord Darzi in 2008, “care 
provided by the NHS will be of a high quality if it is: 

• Safe; 
• Effective, 
• with positive Patient Experience.” 

Quality care is not achieved by focussing on one or two aspects of this definition; high 
quality care encompasses all three aspects with equal importance being placed on each. 

2.1 What does quality mean for our patients? 

 Every patient will receive the right treatment at the 
right time by the right person; 

 Every patient will be kept safe and protected from all 
avoidable harm whilst in our care; 

 Every patient will receive treatment that follows 
national guidelines; 

 Every patient will be treated with dignity, compassion and respect; 
 Every patient will be listened to;  
 Every patient will be kept informed regarding their treatment and will play a key part of 

any decision making process; 
 Every concern or complaint received will be treated with the importance it deserves and 

issues will be dealt with in a timely and open manner; 

2.2 What does quality mean for our staff? 

In implementing this strategy BHNFT will ensure that: 

 All staff are involved, informed and are listened to; 
 All staff will be supported in their training and 

development, through appraisal and personal 
development planning, to ensure that they are 
equipped with the knowledge and skills to deliver 
high quality care; 

 All staff will recognise their contribution to quality and its improvement; 

“PARTNERSHIP WILL BE OUR 
STRENGTH.” Investing in relationships 
will improve the quality of care and 
wider health outcomes of our local 
communities.   

“PEOPLE WILL BE 
PROUD TO WORK FOR 
US.” Everyone who 
works for us will receive 
the best opportunities 
for development to fulfil 
their potential.      
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“TO BE THE BEST, INTEGRATED HEALTHCARE 
ORGANISATION OF CHOICE FOR OUR LOCAL 
COMMUNITIES AND BEYOND.” 

 All staff concerns will be listened to when things have not gone well, with a promise that 
the organisation will focus on learning lessons and improving quality; 

 All staff will be involved in sharing information and learning so we can improve 
continuously. 

3.0 Why does Barnsley Hospital NHS Foundation Trust (BHNFT) have a 
Quality Strategy? 

At BHNFT we take pride in ensuring that the patient is at the heart of everything we do.  We 
believe that our patients and their families deserve the highest quality service and care and 
that every patient cared for in our hospital is treated with respect, dignity and compassion. 
 
By focussing on these beliefs we believe that we can achieve our aim of being, “the best, 
integrated healthcare organisation of choice 
for our local communities and beyond.”   
 
The continuous delivery of quality relies on 
the achievement of key goals and this 
strategy will help us to do that.  This 
strategy will ensure that quality becomes an integral part of our daily business. It will be the 
driver for all our future improvement and it is the route for the achievement of our aim. 
 
Our strategy explains what we want to achieve, it defines what our goals and priorities are 
for quality improvement over the next three years and it defines what success will look like. 
It explains why we want to make these improvements and also shares how we have 
engaged and will continue to engage with key stakeholders in the development of the 
strategy.  

 
BHNFT is committed to the delivery of the goals, priorities and 
targets as outlined in this strategy.  We want to bring quality to 
the forefront of all we do. We are confident that over the next 
three years, or earlier, we will deliver on all aspects of quality 
improvement as outlined in this strategy. 
 
 

4.0 Our quality vision                  

BHNFT is committed to ensuring that quality drives our clinical strategy and our future and 
that this remains at the heart of our core business.  For our hospital quality means we will 
successfully deliver on our core objectives: 

• We will ensure all our patients experience safe care; all care will be provided with 
compassion and respect. 

“PATIENTS’ WILL 
EXPERIENCE SAFE 
CARE.” Care will be 
provided with 
compassion and 
respect. 
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• We will live up to our commitment that partnership will be our strength; investing in 
relationships will improve the quality of care and wider health outcomes of our local 
communities.  

• People will be proud to work for us; everyone who works for us will receive the best 
opportunities for development to fulfil their potential.      

• Performance matters to us; our business-like approach to efficiency and effectiveness 
will drive our sustainability.  

In addition to our objectives the Trust has also identified four goals for quality 
improvement. Against each goal a number of priorities and a number of targets have been 
identified.  

Our priorities and targets are: 

Specific:  We are clear about what we are tying to achieve. 

Measurable: We have established clear targets that will help us measure our progress 
towards achieving the goal. 

Achievable: Our priorities and targets are agreed in the knowledge that with hard work, 
focus and planning we will achieve these. 

Realistic: Although we have set ourselves stretch targets which are aspirational, we 
have assured ourselves that they are also realistic. 

Timely: We have set agreed timescales for all our priorities and targets. 

Our four quality goals are: 

• Delivering patient centred care; 
• Delivering consistently safe care; 
• Delivering consistently effective care; 
• Building on capacity and capability. 

5.0 Methods of measurement  

5.1 National 

The Trust will continue to meet and report the National measures of quality in relation to 
the Department of Health (DH) and the Care Quality Commission (CQC) essential standards 
for quality and safety. We will continue to participate and report the outcomes of the 
National Patient Survey Programme and the National Staff Survey Programme.  
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5.2 Quality Accounts 
 
Each year there is a mandatory requirement for the Trust to publish its quality accounts. The 
purpose of the quality account is to enable: 
• Boards of provider organisations to focus on quality improvement as a core function. 
• The public to hold providers to account for the quality of healthcare services they provide. 
• Patients and their carers to make better informed choices about the care they can receive. 
 
Each quality account demonstrates our performance over the previous year based on our 
achievements and performance against defined quality targets and indicators and 
importantly highlights the trusts priorities for improvement for the coming year. There will 
be a clear alignment between the quality account priorities and those identified within this 
strategy. 
 

5.3 Local measurement 

In agreement with our main commissioners we have a programme for commissioning for 
quality and innovation (CQUINs). We have worked with our commissioners to agree our 
CQUIN framework for the year. The framework makes a proportion of our income 
conditional on achieving quality goals and outcomes. The Trust holds joint monthly quality 
and performance meetings with the Clinical Commissioning Group where performance 
against the agreed CQUINs is monitored.  

 
5.4 Internal measurement 
 
Internal performance monitoring plays a pivotal role in the cycle of measurement where 
quality is concerned. Here at BHNFT we undertake continuous internal performance 
monitoring in a number of ways. If we are to be a truly effective organisation we can not 
judge our performance solely on external and national requirements and assessments. It is 
vital that we drive internal performance and have strong and robust systems to measure 
and report our performance throughout the year. Internally we have a range of 
measurements that we use to determine quality within our organisation. These include: 
• Clinical audit programme. 
• Nursing Quality metric programme. 
• Incident reporting. 
• Quality and Safety Assurance Visits. 
• Patient feedback mechanisms. 
• Medicines safety audits. 
• Infection control audits. 
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These are not exhaustive but reflect some of the more patient focussed monitoring that is 
undertaken. Results from all of the above are fed back through appropriate groups and 
committees within the organisation and form part of the clinical business unit action plans 
which are monitored on an on-going basis.  

 
6.0 Our approach to quality   

Our Quality Strategy was first introduced in 2014. In order to develop this strategy we 
consulted widely with patients, carers, the public, our governors, our volunteers, our staff 
and our partners. To ensure the strategy received the focus it deserved the organisation 

held a ‘Quality Strategy Day’.  Together we identified and analysed 
what quality meant to us as individuals and ultimately what quality 
meant to our organisation.  We identified those areas that we knew 
we delivered well on and highlighted those areas where collectively 
we believed there was room for improvement. We reviewed our 
current performance against a range of quality standards and 
agreed specific goals and targets as a Trust and Trust Board.  

Throughout the entire development of the strategy we have 
consulted, we have discussed and we have listened. We believe this 

strategy reflects the aims and objectives of all those who attended the quality strategy day 
and all those for whom they were representing.  
 

7.0 Making the strategy a reality   

BHNFT wants to bring our quality strategy to life and make it a reality. In doing this we have 
defined four quality goals and against each have identified the areas of priority for quality 
improvement over the next three years. 

Appendix 1.0 of this document identifies our goals and priorities for the next three years 
together with our targets for quality improvement during 2014/15. The Quality Strategy will 
be launched in April 2014 and throughout 2014/15 we will continuously monitor our 
performance against these priorities and targets.   
Whilst this is a three year strategy it will be reviewed 
annually to ensure our priorities and  
targets remain appropriate and to ensure the  
strategy continues to reflect the organisations strategic aim and objectives.  
 
The Trust is committed to providing excellent clinical care and education to improve the 
health of the population we serve. This drive to deliver excellence must be underpinned by 
a strong emphasis on quality. Quality means getting things right first time, every time, for all 
patients who use our services, their carers, families and our staff. We have developed this 
strategy in conjunction with our patients, staff and stakeholders to enable us to understand 

“PERFORMANCE 
MATTERS.” Our 
business-like 
approach to 
efficiency and 
effectiveness will 
drive our 
sustainability. 

“Delivering patient 
centred care” 
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what quality means to each of these groups and incorporate these key priorities within this 
strategy.    
 
This strategy is a framework that will enable us to monitor the services we provide through 

a series of goals, priorities and targets. It will support us in 
identifying how we are doing, what we are doing well and most 
importantly how and where we can do better. The objective of this 
strategy is to ensure that essential standards of quality are 
maintained and that we strive for continuous improvement.  

The strategy is planned over a three year cycle to ensure the 
goals, priorities and targets are realistic and achievable in both 
the short and long term. Each year key priorities will be 
developed, delivered and monitored to ensure we can 
demonstrate continual improvement. 

7.1 Communicating our strategy 

The effective communication of our quality strategy is imperative if as an organisation we 
are to succeed in its delivery. Internal communication will support us in delivering the 
strategy by ensuring all staff are clear about what our quality improvement initiatives are 
and what is expected of them. External communication will provide our stakeholders with 
the reassurance that that their views and opinions on what constitutes a high quality service 
has been listened to and considered and that quality is high on the agenda of this 
organisation.  
 
The strategy will be shared externally with our key stakeholders together with on-going 

consultation and feedback as we continue our journey of 
quality improvement over the next three years. 
 
 

Internally we will share our strategy with staff through: 
• Governance meetings. 
• Staff Forums. 
• Induction and mandatory training. 
• Staff meetings. 
• Patient experience groups. 
• Council of Governors meetings. 
 
We will also ensure that there is regular feedback to all of the above on our progress and 
performance throughout the year. 
 

“Delivering 
consistently safe 
care” 

“Delivering 
consistently effective 
care” 

“Building on capacity 
and capability” 



Appendix 1.0 
 

Draft Quality Strategy 2014-17 v1.0 

 

To be the best,  
integrated healthcare organisation of choice 

for our local communities and beyond. 
 

 
 
 Patients' will 

experience safe care. 
 

Partnership will be our 
strength. 

People will be proud to 
work for us. 

Performance matters.  
 

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. 
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Goal 1: Delivering patient centred care 

How we will 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 safe care for patients and to ensure they 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 on the delivery of patient and family centred care.   We will ensure that staff are 
supported and trained to deliver excellent patient centred care and they respect patients’ 
values, preferences and expressed needs. 
 
Our priorities 2014-17

 

 

 

 

 

 

How we will 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 
and triangulation of feedback we receive from patients and staff. 

Targets for 2014/15 

 • Implement improvements to our complaint investigation processes ensuring that 
actions and lessons learnt from complaints are integrated into the governance 

• 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 

• To implement the NHS Friends & Family Test throughout the 
hospital. 
 

• Integrate systems for patient and staff feedback and triangulate 
reporting to ensure this leads to service improvement 

• Improve people’s experience of integrated care through the 
development of integrated care pathways and collaborative 
working with key partners. 

 
 

• Multi-agency collaboration (or partnership working) on the 
development of care plans for patients with a long term 
condition. 

 

 

 

2014-15 
priorities 

2015-16 
priorities 

2016-17 
priorities 
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structures of our Clinical Business Units and lead to improvements in service 
delivery. 

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

 • 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 findings for at least 90.0% 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 90.0% are appropriately assessed; 
and ensuring that, where appropriate, patients with dementia are referred onto 
specialist services. 
 

Goal 2: Delivering consistently safe care 

How we will 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. 
 

Our priorities 2014-17 

 

 

 

 

 

 

• To reduce hospital acquired harms in relation to Venous Thromboembolisms 
(VTEs), Falls, Catheter Acquired Urinary Tract Infections (CAUTIs) & Pressure 
Ulcers  

• To reduce inpatient falls  
• To improve clinical note keeping standards thereby ensuring robust patient 

assessments and plans of care 

 

• To eliminate Grade 3 & Grade 4 pressure ulcers 
• To eliminate 95.0% of drug omissions without a valid reason recorded 
• To reduce harm to patients who are having elective surgical procedures in our 

hospital  

Maintain focus on reduction of harm to patients Maintain focus on reduction of harm 
to patients 

2014-15 
priorities 

2015-16 
priorities 
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How we will 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 (QSIEB) 
in the monthly Safety and Quality Report.  Information and data will also be monitored at 
local clinical specialty level and at Clinical Business Unit (CBU) level to ensure lessons are 
learnt, improvements to care are identified and implemented and best practice is shared. 
 
Targets for 2014/15 

• 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. 

• To reduce the number of inpatient falls by 50.0%. 
•  To achieve 75.0% compliance with 2014/15 clinical note keeping standard audits by April 2015.

 

Goal 3: Delivering consistently effective care 

How we will 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 
and through the development of an infrastructure to drive seven day services across our 
hospital. 

Our priorities 2014-17 

 

 

 

 
• To reduce Hospital Standardised Mortality Ratio (HSMR) 
• Improve recognition and management of the adult 

deteriorating patient 
• To improve sepsis recognition and response 
• To ensure scrutiny of all in hospital deaths to ensure learning is 

achieved where possible 
 

• To deliver length of stay reductions and reduce readmission 
rates 

• To consistently identify those patients at risk of dehydration 
and take actions to address this 

• To ensure compliance with best practice (or evidence-based) 

2016-17 
priorities 

2014-15 
priorities 

2015-16 
priorities 

• To deliver zero healthcare associated infections 
• To maintain focus on the reduction of harm to patients and maintain 

improvements in all aspects of patient safety 
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How we will measure progress 

The Trust will use Summary Hospital-level Mortality Indicator (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 Trusts 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 
 
• To reduce the Trusts HSMR value to 105.0 by January 2015 and 100.0 by January 2016. 
• To demonstrate 95.0 % compliance with the implementation of NEWS in the adult 

patient. 
• To demonstrate 95.0% compliance with the implementation of the Sepsis Six Bundle. 
• To formally review 95.0% of all applicable in-hospital deaths within 15 working days of 

the death occurring. 

Goal 4: Building on capacity and capability 

How we will 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. 

 

2016-17 
priorities 

• To ensure consistency in the provision of care provided 
• To maintain compliance with the metrics associated with 

high quality stroke services 
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Our priorities 2014-17 

 

 

 

 

 

 

 

 

 

 

 

 

How we will 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 six 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 
 
• To reduce sickness absence to 3.5%. 
• To demonstrate 90.0% compliance with staff appraisals 
• To demonstrate 90.0 % compliance with mandatory training. 
 

• 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 

• Identify and implement competency based training for 
non registered staff 
 

• Review leadership requirements at all grades 
• Implement nurse revalidation processes 
• Review the corporate curriculum to ensure robust 

learning and development for all staff to support them in 
their role 

 

• Develop new roles as required by service need 
• Ensure that all staff have the opportunity to access 

education and training appropriate to their needs 

2014-15 
priorities 

2015-16 
priorities 

2016-17 
priorities 
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STRATEGIC CONTEXT 2-3 sentences 

The delivery of NHS services will radically change over future years.  This is to ensure that NHS Trusts 
consistently improve the care of patients across seven days.  The National 7 Day Services (7DS) 10 
Standards developed by Sir Bruce Keogh were issued on 17th December 2013.  All NHS Trusts will be 
expected to meet them, along with the provision of demonstrable evidence and datasets.  The lines of 
enquiry/evidence and datasets are awaited nationally at the time of writing this report. 

QUESTION(S) ADDRESSED IN THIS REPORT  

1. As a Trust, what work has been undertaken since Sir Bruce Keogh’s 7 Day Services (7DS) paper was 
presented to the Board of NHS England on the 17th December 2013? 

2. Have we an agreed approach to progress the agenda? 
3. What does achieving ‘compliance’ against the 10 Keogh Standards look like?  
4. What is BHNFT’s current position? 
5. What are the gaps? 
6. What are the planned actions/ next steps required to take us to ‘compliant’? 
7. Have we engaged with our lead commissioner (BCCG)? 

CONCLUSION AND RECOMMENDATION(S)  
A preliminary self-assessment exercise against the 10 Keogh Standards has been completed internally in 
order to understand what achieving compliance may look like, given that we do not have the agreed 
national lines of enquiry nor the dataset.  Our current position indicates that although we have undertaken a 
number of initiatives to move us towards full seven day services, we have further work to undertake over 
the next three years. 
 

It is recommended that; 
• For 2014/15, the immediate priority is to establish and extend the clinical services detailed within 

Appendix C of the attached paper, in order to better support the Consultant-led patient care pathway, 
and some of the requirements contained within Keogh’s 10 Standards; 

• A 7 Day Service (7DS) Delivery Group is held in April 2014 with representation from relevant CBU 
General Managers, Heads of Nursing and Clinical Directors; 

• A detailed ‘Achieving the 10 Keogh Standards Action Plan’ is developed by the responsible Clinical 
Directors/General Managers and monitored by the Director of Operations and reported to the Medical 
Director.  This will also identify specific support required from non-clinical services; 

• Progress on delivery against action plans is presented to the board every six months; 
• The NHS Improving Quality Agency dataset is completed by the 7DS Delivery Group supported by 

Information once it is released nationally; and 
• The paper is approved for external discussion with our partners. 
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1. EXECUTIVE SUMMARY 
There is a growing body of evidence to suggest that where there is a lack of access to 
Consultant-led care and the associated clinical services over a seven day period, patients do 
not always experience parity of access to the optimum treatment, diagnostic test or 
medication. 
 
In December 2013, Sir Bruce Keogh set out expectations based on 10 Keogh Standards for 
Trusts, to improve 7 Day Services (7DS). See Appendix A.  Trusts will, in due course, be 
assessed by the CQC for compliance and also incentivised via CCG NHS provider contracts 
such as CQUIN goals. 7DS, where appropriate, is the aspiration for BHNFT and recognised as 
the direction of travel. 
 
In anticipation of this direction of travel during 2013/14, BHNFT has made significant progress. 
As part of the Consistency in Care and Urgent Care Programmes key services such as 12/7 
extended AMU Consultant cover and a 12/7 extension in Imaging/Radiology services are now 
in place. 
 
A self-assessment exercise against the 10 Keogh Standards has been completed internally in 
order to understand what achieving compliance may look like, given that we do not as yet 
have the agreed national lines of enquiry or the dataset.  Our current position indicates that we 
have further work to undertake over the next three years.  
 
The exercise, at a high level, has determined what we have already and what some of our 
gaps are. See Appendix B. A detailed ‘Achieving the 10 Keogh Standards Action Plan’ 
articulated by the new Clinical Business Unit (CBU) leaders early in 2014/15 will ensure 
activities are focused on achieving full compliance by year three and provide assurance to the 
Board of Directors that preparations for any future external assessments are underway. 
 
Some areas for additional recurrent investment have been identified however unanswered 
questions remain regarding the full financial impact of meeting the 10 Keogh Standards and 
successfully recruiting to specialised clinical posts. 
 
Extension of service delivery times in some cases does not automatically equate to better 
patient outcomes or meeting the standards therefore in order to meet the 10 Keogh Standards 
there will be a requirement to proactively work with the Health and Wellbeing Board, Working 
Together Programme, our lead Commissioner, our health, social care and ambulance provider 
partners and potentially the NHS Commissioning Board.  

2. PURPOSE 
This paper is intended to answer the following questions to the Board of Directors; 
 
1. As a Trust, what work has been undertaken since Sir Bruce Keogh’s 7 Day Services 

Paper was presented to the Board of NHS England on the 17th December 2013? 
2. Have we an agreed approach to progress the agenda? 
3. What does achieving ‘compliance’ against the 10 Keogh Standards look like?  
4. What is BHNFT’s current position? 
5. And what are the gaps? 
6. What are the planned actions/ next steps required to take us to ‘compliant’? 
7. Have we engaged with our lead commissioner (BCCG)? 

 
This paper aims to highlight; the impact of Keogh, the internal readiness of BHNFT to meet the 
standards, and our corporate approach to achieving success working with partners. It relates 
to the financial years (0) 2013/14, (1) 2014/15, (2) 2015/16 and (3) 2016/17 in the first 
instance. 
 
The longer term plan for BHNFT requires additional consideration and an appropriate 
response after the next scheduled Autumn 2014 Keogh Report which is expected to set out 



     

 
 

proposals for the creation of a fully integrated service delivering high quality treatment and 
care seven days a week. 
 

3. INTRODUCTION 
There is a growing body of evidence to suggest that where there is a lack of access to clinical 
services over a seven day period, patients do not always experience parity of access to the 
optimum treatment, diagnostic test or medication. This can result in delays to their treatment 
that can then contribute to less favourable clinical outcomes.  This view is supported by Health 
Education England, the Academy of Medical Royal Colleges, the Royal College of Physicians, 
and the Royal College of Surgeons. 
 
Keogh has established an NHS England 7DS Forum (‘The Forum’) that includes national and 
local commissioners, providers and regulators to identify how there might be better access to 
health services seven days a week. 
 
7DS at BHNFT is expected to reduce patient mortality rates, improve patient satisfaction and 
maximise efficient patient flow; thereby aligning the operational and strategic intentions of 
BHNFT, BCCG and NHS England.  

 
4. RATIONALE FOR TRANSFORMATION 

It clear that the lack of many 7DS have an adverse effect on measurable outcomes in each of 
the five domains of the NHS Outcomes Framework: mortality amenable to healthcare, 
treatment of long term conditions, outcomes from acute episodes of care, patient experience, 
and patient safety.  

Everyone Counts: Planning for Patients 2013/14, signalled that the NHS would move towards 
routine services being available seven days a week.  

The 7DS Forum was established in February 2013 in order to consider how NHS services can 
be improved to provide a more responsive and patient centred service across the seven day 
week. However, it is now known that; 

• reduced service provision throughout hospitals, including fewer Consultants working at 
weekends, is associated with higher weekend mortality rates; 

• some patients do not always experience equity in access to assessment, optimum 
treatment, diagnostic test or medication. This can result in delays to their treatment that can 
contribute to less favourable clinical outcomes; 

• support services, both in the hospital and in primary, community and mental health settings 
must be available seven days a week to ensure that the next steps in the patient’s care 
pathway, as determined by the daily Consultant-led review, can be taken; and 

• significant variations exist in patient outcomes and service arrangements, both between 
hospitals and also within hospitals depending on whether the patient is admitted on a 
weekday or weekend. 

 
5. CURRENT STATE 

Through the Consistency in Care and Urgent Care Transformation Programmes there are 
initiatives in place which will support achievement of the 10 Keogh Standards. These are; 12/7 
extended AMU Consultant Cover, 12/7 extended Imaging/ Radiology services, establishing 
safer handover via the Hospital at Night Project, extended Therapy Services pilot and the 
Inpatient Automation (robotic Inpatient Dispensary) Project. There is also additional activity 
ongoing in the Emergency Pathway Action Plan led by our Chief Operating Officer. 
 
The Business Planning exercise carried out with the CSUs in Q3 2013/14 identified clinical 
aspirations in some areas for extension of service delivery. However, revenue investments in 
the expansion of service delivery portfolios and/or extension of service hours are 
recommended to be coordinated and prioritised corporately. 
 

 



     

 
 

6. KEY DOCUMENTS TO DATE 
Those with the most up to date information and use of application are considered to be; 
• 7 Day Services (7DS)- Sir Bruce Keogh’s paper to the Board of NHS England- 17 

December 2013; and 
• 4 levels of Provision- Equality for All – Delivering Safe Care Seven Days a Week- Summer 

2013.  
 

7. THE 10 KEOGH STANDARDS 
Keogh’s 10 Standards, developed in partnership with the Academy of Medical Royal Colleges 
will be applied to NHS Trusts. These high level standards can be found in more detail at 
Appendix A, however the key lines of enquiry/ standards/ dataset will relate to; 
 
1. Patient experience;  
2. Time to first Consultant review; 
3. Multidisciplinary Team review (the MDT will vary by specialty but as a minimum will 

include Nursing, Medicine, Pharmacy/MM, Physiotherapy and for medical patients: OT); 
4. Shift handovers; 
5. Diagnostics Services; 
6. Interventions/ key services (Hospital inpatients must have timely 24 hour access, seven 

days a week, to Consultant-directed interventions that meet the relevant specialty 
guidelines, either on-site or through formally agreed networked arrangements with clear 
protocols); 

7. Mental Health Services; 
8. On-going review; 
9. Transfer to community, primary and social care (Support services, both in the hospital and 

in primary, community and mental health settings must be available seven days a week to 
ensure that the next steps in the patient’s care pathway, as determined by the daily 
Consultant-led review, can be taken. Services include Pharmacy/MM, Physiotherapy, OT 
and timely and effective communication of on-going care plan from hospital to primary, 
community and social care); and 

10. Quality improvement. 
 

8. 7DS APPROACH 
BHNFT’s 7DS approach is being viewed as one large umbrella case for change 
operationalised through a 7DS Delivery Group and the CBUs. This is because there will be 
interdependencies that will rely on prioritised services being in place. For example, a lack of 
investment in Critical Care (separate business case), Nursing and/or Pharmacy staff could 
result in non-compliance. In reality, implementation of each of the service changes will be 
staggered based on prioritisation of services and the investment available. 
 
It is acknowledged that BHNFT’s approach to the 7DS agenda should be clinically led and 
owned by the newly formed CBUs; therefore any action plans will require review and 
alignment to the new CBUs and the performance framework. 
 
Our Year three to longer term 7DS approach will be dependent on Keogh’s expected Autumn 
2014 Report which is antcipated to set out proposals for the creation of a fully integrated 
service delivering high quality treatment and care seven days a week as well as non-
emergency and planned care services. 
 
The impact on key corporate services will require consideration in 2014/15.  It is expected that 
there will be an impact on corporate services such as HR, IM&T and Audit in particular. 
 
In October 2013, a baseline audit of service provision against the Keogh 4 assessment levels 
was conducted, see Appendix D. This was a helpful exercise however it must be triangulated 
with the 10 Keogh Standards Action Plan not read in isolation. Extension of service delivery 
times does not automatically equate to better patient outcomes. 

 



     

 
 

 
9. PARNERSHIP WORKING 

As the paper highlights, 7DS is not just about hospitals; it is about the whole system. It is 
expected that the Keogh Action Plan details internal and external actions required toward 
achieving compliance.  
 
It is anticipated that Executive level engagement with the Health and Wellbeing Board and the 
Working Together Programme will support BHNFT in unblocking parts of the patient pathway 
to allow us to move to a financially viable seven day services model in due course. 
 
BCCG have been engaged formally in terms of our intentions, and this was well received.  
 
Led by our Chief Executive and Chairman, BHNFT is committed to working with the Health 
and Wellbeing Board, Working Together Programme, our lead Commissioner and our health, 
social care and ambulance provider partners in order to provide excellent care to the patients 
of Barnsley and District. 
 

10. EVIDENCE AND DATASETS 
As the 10 Keogh Standards will be assessed by the CQC, evidence to support our Action 
Plans will be required.  The Clinical Governance Team/function will support our Medical 
Director in the collation of this.  There are synergies with Francis and Berwick evidence.  
 
It is also expected that NHS Improving Quality (NHSIQ) will request datasets in the near 
future.  The Interim Programme Lead has registered the Trust with the NHSIQ in order to 
receive the ‘test/pilot’ datasets once released nationally.  This will give us an opportunity to 
adjust Action Plans if necessary.  A Trust-wide return will be coordinated by a nominated 
Information Analyst. 

 
11. INCENTIVES, REWARDS AND SANCTIONS 

It is acknowledged that NHS England will drive through the CCGs a range of incentives, 
rewards and sanctions to support the scale of change required and incorporate them into 
2014/15 NHS planning guidance.  This will of course impact BHNFT as a Provider. 
 
This is likely to manifest as a combination of the following; 
• Year 1 (2014/15) - local contracts to include a Provider Action Plan to deliver the 10 clinical 

standards within the Service Development and Improvement Plan Section. Use of local 
CQUIN scheme is currently being agreed with BCCG which is based on the clinical 
standard for time from arrival to initial Consultant assessment. For the Trust in 2014/15 this 
equates to 10% which is circa £300k; 

• Year 2 (2015/16) - those clinical standards which will have the greatest impact will move 
into the national quality requirements section of the NHS Standard Contract; 

• Year 3 (2016/17) - all clinical standards will be incorporated into the national quality 
requirements section of the NHS Standard Contract with appropriate contractual sanctions 
in place for non-compliance, as is the case with other high priority service requirements;  

• Use of published data to monitor performance via the Quality Accounts; 
• Increasing access to the Better Care Fund for CCGs and Providers; 
• CQC assessment of Providers against the 10 standards as part of Hospital Inspections; and 
• Health Education England to ensure that education contracts include Consultant availability 

to supervise Junior Doctors. 
 

12. CONSULTATION AND CLINICAL ENGAGEMENT 
On-going monitoring of actions and feedback from the clinical teams will occur at the 7DS 
Delivery Group, chaired by BHNFT’s Medical Director. 
 

13. COST ESTIMATES AND SERVICE SPECIFICATIONS 
There are some clinical services that have been extended from 2013/14 and some that are 
newly required.  Both require recurrent investment to be confirmed in order to extend or in 



     

 
 

some cases begin successful recruitment.  At the time of writing this paper BHNFT are 
awaiting confirmation of 7DS investment from BCCG.  Related service specifications and cost 
can be found in detail at Appendix C, with the overview below;  

 
Service Specifications 
 

£(000’s) FYE 

C1- 12/7 AMU extended Consultant cover 
 

£361k 

C2- 12/7 Radiology/ Imaging extended services 
 

£865k 

C3- 12/7 Therapy Services  
 

£801k 

C4- 12/7 AMU and ED ring-fenced Pharmacy and Medicines Management 
Service 
 

£389k 

C5- All inpatient wards/ areas seven day Pharmacy and Medicines 
Management Service 
 

£559k 

C6- Hospital at Night enhanced arrangements 
 

£249k 

Total £3.2M 
Consultant contract and Nursing workforce costs in development based on 
CBU plans 
 

/ 

 
14. EXPECTED HIGH LEVEL BENEFITS 

High level benefits are expected to be;  
• achievement of the 10 Keogh Standards; 
• reduced HSMR at weekends; 
• improved weekend discharges; 
• improved patient care; 
• improved patient satisfaction survey; 
• increased weekend discharges; 
• improved timeliness of senior review; 
• reduced readmissions and associated savings;  
• reduced unnecessary diagnostic requests; 
• increased reputation; and 
• increased optimum patient flow. 

 
15. CONTRIBUTION TO LOCAL AND NATIONAL PRIORITIES 

National Priorities 
• reduce preventable deaths; 
• 7DS Forum Development Plans (expected Autumn 2014); 
• the 4 hours Accident and Emergency Waiting time target, along with the other A&E 

Indicators are a national priority and are supported by this work; and 
• Francis Report Outcomes. 

 
Regional Priorities 
• aligns with the CCG Business Plan objectives;  
• aligns with Health and Wellbeing Board; and 
• aligns with Regional Working Together Programme. 

 
BHNFT Priorities 
• during 2014/15 – 2016/17 the EPR/Lorenzo Programme is expected to enable elements of 

the 7DS to be achieved; 
• aligns with Strategic ambition, Business Planning cycle and Business Plan objectives; 



     

 
 

• supports the Emergency Pathway Action Plan (EPAP), Consistency in Care Programme 
and the Urgent Care Programme; and 

• supports the re-invigorated approach to improving patient flow and the associated financial 
position. 

 
16. RELATED RISKS 

Initial risks for consideration are below. These risks will be accompanied with the proposed 
mitigation in the CBU action plans; 
a. That the cost of 7DS cannot be met by the CCG and Trust; 
b. That refusal of Consultant non-emergency out of hours work, plain time and premium time 

payments are not addressed nationally; 
c. That staff consultation will be a huge impact on our HR team, time consuming and/or 

unsuccessful; 
d. That there are issues with recruitment of key staff across key clinical disciplines; 
e. That BHNFT are penalised financially for non-delivery against national 10 standards; 
f. That investment is non-recurrent which would result in an inability to recruit staff; 
g. That enabling IT systems cannot be tendered for and introduced to the business in time to 

allow action plans to be progressed; and 
h. That the services provided outside of BHNFT are simply not commissioned, or ineffectual, 

which will afford no alternative to improve our patient flow and 7DS discharge e.g. no sub-
acute beds in the patch. 

 
17. NEXT STEPS 

A 7DS Delivery Group will be arranged for April 2014 led by the Medical Director and 
supported by the Director of Operations.  The Chair will be the Medical Director.  The interim 
Programme Lead will remain for one day per week until the new CBU structure is in place.  As 
stated 7DS is an operational CBU change in the main which requires quality oversight and 
intelligent investment.  Immediate focus of the 7DS Delivery Group will be on the development 
of a detailed plan supported by the Performance and Information team. 

 
18. COMMUNICATION PLAN 

The Director for Communications and Engagement will arrange representation at the 7DS 
Delivery Group along with a stakeholder matrix with an associated targeted communication 
plan to support the Director of Operations. 

 
 
 
Jugnu Mahajan  Andrea Gaukroger 
Medical Director  Interim Programme Lead 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



     

 
 

APPENDIX A: REF: KEOGH DECEMBER 2013 PAPER 
Appendix A 
No Standard Adapted from source 

1 Patient Experience  

 

 

 Standard:  

Patients, and where appropriate families and carers, must be actively 
involved in shared decision making and supported by clear information 
from health and social care professionals to make fully informed 
choices about investigations, treatment and on-going care that reflect 
what is important to them. This should happen consistently, seven 
days a week.  

Supporting information:  

• Patients must be treated with dignity, kindness, compassion, 
courtesy, respect, understanding and honesty at all times. 

• The format of information provided must be appropriate to the 
patient’s needs and include acute conditions. 

• With the increasing collection of real-time feedback, it is expected 
that hospitals are able to compare feedback from weekday and 
weekend admissions and display publically in ward areas. 
 

 

NICE (2012): Quality 
standard for patient 
experience in adult 
NHS services (QS15)  

RCS (2011): 
Emergency Surgery, 
Standards for 
unscheduled surgical 
care  

2 Time to first consultant review  

 

 

 Standard:  

All emergency admissions must be seen and have a thorough clinical 
assessment by a suitable consultant as soon as possible but at the 
latest within 14 hours of arrival at hospital.  

Supporting information:  

• All patients to have a National Early Warning Score (NEWS) 
established at the time of admission. 

• Consultant involvement for patients considered ‘high risk’ (defined 
as where the risk of mortality is greater than 10%, or where a patient 
is unstable and not responding to treatment as expected) should be 
within one hour. 

• All patients admitted during the period of consultant presence on the 
acute ward (normally at least 08.00-20.00) should be seen and 
assessed by a doctor, or advanced non-medical practitioner with a 
similar level of skill promptly, and seen and assessed by a 
consultant within six hours. 

• Standards are not sequential; clinical assessment may require the 
results of diagnostic investigation. 

• A ‘suitable’ consultant is one who is familiar with the type of 
emergency presentations in the relevant specialty and is able to 
initiate a diagnostic and treatment plan. 

• The standard applies to emergency admissions via any route, not 
just the Emergency Department. 

• For emergency care settings without consultant leadership, review 
is undertaken by appropriate senior clinician e.g. GP-led inpatient 
units. 
 

NCEPOD (2007): 
Emergency 
Admissions: A journey 
in the right direction?  

    RCP (2007): Acute 
medical care: The 
right person, in the 
right setting – first time  

    RCS (2011): 
Emergency Surgery, 
Standards for 
unscheduled surgical 
care  

RCP (2012): 
Delivering a 12-hour, 
7-day consultant 
presence on the acute 
medical unit 

3 Multi-disciplinary Team (MDT) review  

 

 

 Standard:  

All emergency inpatients must be assessed for complex or on-going 
needs within 14 hours by a multi-professional team, overseen by a 

RCP (2007): Acute 
medical care: The 
right person, in the 



     

 
 

competent decision-maker, unless deemed unnecessary by the 
responsible consultant. An integrated management plan with estimated 
discharge date and physiological and functional criteria for discharge 
must be in place along with completed medicines reconciliation within 24 
hours.  

Supporting information:  

• The MDT will vary by specialty but as a minimum will include 
Nursing, Medicine, Pharmacy, Physiotherapy and for medical 
patients, Occupational Therapy. 

• Other professionals that may be required include but are not limited 
to: dieticians, podiatrists, speech and language therapy and 
psychologists and consultants in other specialist areas such as 
geriatrics. 

• Reviews should be informed by patients existing primary and 
community care records. 

• Appropriate staff must be available for the treatment/management 
plan to be carried out.  
 

right setting – first time  

   RCS (2011): 
Emergency Surgery, 
Standards for 
unscheduled surgical 
care  

NICE (2007): 
Technical patient 
safety solutions for 
medicines 
reconciliation on 
admission of adults to 
hospital 

4 Shift handovers  

 

 

 Standard:  

Handovers must be led by a competent senior decision maker and take 
place at a designated time and place, with multi-professional 
participation from the relevant in-coming and out-going shifts. Handover 
processes, including communication and documentation, must be 
reflected in hospital policy and standardised across seven days of the 
week.  

Supporting information:  

• Shift handovers should be kept to a minimum (recommended 
twice daily) and take place in or adjacent to the ward or unit. 

• Clinical data should be recorded electronically, according to 
national standards for structure and content and include the 
NHS number. 
 

RCP (2011): Acute 
care toolkit 1: 
Handover  

RCP (2013): Future 
Hospital Commission  

5 Diagnostics  

 

 

 Standard:  

Hospital inpatients must have scheduled seven-day access to diagnostic 
services such as x-ray, ultrasound, computerised tomography (CT), 
magnetic resonance imaging (MRI), echocardiography, endoscopy, 
bronchoscopy and pathology. Consultant-directed diagnostic tests and 
completed reporting will be available seven days a week: 

• Within 1 hour for critical patients 
• Within 12 hours for urgent patients 
• Within 24 hours for non-urgent patients  

 
Supporting information:  

• It is expected that all hospitals have access to radiology, 
haematology, biochemistry, microbiology and histopathology 

• Critical patients are considered those for whom the test will alter 
their management at the time; urgent patients are considered those 
for whom the test will alter their management but not necessarily 
that day. 

• Standards are not sequential; if critical diagnostics are required they 
may precede the thorough clinical assessment by a suitable 
consultant in standard 2. 

• Investigation of diagnostic results should be seen and acted on 

RCP (2007): Acute 
medical care: The 
right person, in the 
right setting – first time  

       RCS (2011): 
Emergency Surgery, 
Standards for 
unscheduled surgical 
care  

     AOMRC (2012): 
Seven day consultant 
present care  

       RCR (2009): 
Standards for 
providing a 24-hour 
radiology diagnostic 
service  

NICE (2008): 
Metastatic spinal cord 
compression 



     

 
 

promptly by the MDT, led by a competent decision maker. 
• Where a service is not available on-site (e.g. interventional 

radiology/endoscopy or MRI), clear patient pathways must be in 
place between providers. 

• Seven-day consultant presence in the radiology department is 
envisaged. 

• Non-ionizing procedures may be undertaken by independent 
practitioners and not under consultant direction.  
 

6 Intervention / key services  

 

 

 Standard:  

Hospital inpatients must have timely 24 hour access, seven days a 
week, to consultant-directed interventions that meet the relevant 
specialty guidelines, either on-site or through formally agreed networked 
arrangements with clear protocols, such as:  

• Critical care 
• Interventional radiology 
• Interventional endoscopy 
• Emergency general surgery  

 
Supporting information:  

• Standards are not sequential; if an intervention is required it may 
precede the thorough clinical assessment by a suitable consultant in 
standard 2. 

• Other interventions may also be required. For example, this may 
include: 

o Renal replacement therapy  
o Urgent radiotherapy  
o Thrombolysis  
o PCI  
o Cardiac pacing 

 

NCEPOD (1997): Who 
operates when?  

   NCEPOD (2007): 
Emergency 
admissions: A journey 
in the right direction?  

   RCP (2007): Acute 
medical care: The 
right person, in the 
right setting – first time  

      RCS (2011): 
Emergency Surgery, 
Standards for 
unscheduled surgical 
care  

  British Society of 
Gastroenterology  

AoMRC (2008): 
Managing urgent 
mental health needs in 
the acute trust 

7 Mental health  

 

 

 Standard:  

Where a mental health need is identified following an acute admission 
the patient must be assessed by psychiatric liaison within the 
appropriate timescales 24 hours a day, seven days a week: 

• Within 1 hour for emergency* care needs 
• Within 14 hours for urgent** care needs  
 
Supporting information: 
• Unless the liaison team provides 24 hour cover, there must be 

effective collaboration between the liaison team and out-of-hours 
services (e.g. Crisis Resolution Home Treatment Teams, on-call 
staff, etc.)  

 
* An acute disturbance of mental state and/or behaviour which poses a 
significant, imminent risk to the patient or others.  
** A disturbance of mental state and/or behaviour which poses a risk to 
the patient or others, but does not require immediate mental health 
involvement. 
 

RCPsych PLAN 
(2011): Quality 
Standards for Liaison 
Psychiatry Services  

 

8 On-going review  

 

 

 Standard:  RCS (2011): 
Emergency Surgery, 



     

 
 

All patients on the AMU, SAU, ICU and other high dependency areas 
must be seen and reviewed by a consultant twice daily, including all 
acutely ill patients directly transferred, or others who deteriorate. To 
maximise continuity of care consultants should be working multiple day 
blocks.  

Once transferred from the acute area of the hospital to a general ward 
patients should be reviewed during a consultant-delivered ward round at 
least once every 24 hours, seven days a week, unless it has been 
determined that this would not affect the patient’s care pathway.  

Supporting information: 

• Patients, and where appropriate carers and families, must be made 
aware of reviews. Where a review results in a change to the 
patient’s management plan, they should be made aware of the 
outcome and provided with relevant verbal, and where appropriate 
written, information. 

• Inpatient specialist referral should be made on the same day as the 
decision to refer and patients should be seen by the specialist within 
24 hours or one hour for high risk patients (defined as where the risk 
of mortality is greater than 10%, or where a patient is unstable and 
not responding to treatment as expected). 

• Consultants ‘multiple day blocks’ should be between two and four 
continuous days. 

• Ward rounds are defined as a face-to-face review of all patients and 
include members of the nursing team to ensure proactive 
management and transfer of information. 

• Once admitted to hospital, patients should not be transferred 
between wards unless their clinical needs demand it. 

• The number of handovers between teams should be kept to a 
minimum to maximise patient continuity of care. 

• Where patients are required to transfer between wards or teams, 
this is prioritised by staff and supported by an electronic record of 
the patient’s clinical and care needs.  

 
Inpatients not in high dependency areas must still have daily review by a 
competent decision-maker. This can be delegated by consultants on a 
named patient basis. The responsible consultant should be made aware 
of any decision and available for support if required.  
 

Standards for 
unscheduled surgical 
care  

   AOMRC (2012): Seven 
day consultant present 
care  

RCP (2013): Future 
Hospital Commission 

9 Transfer to community, primary and social care  

 

 

 Standard:  

Support services, both in the hospital and in primary, community and 
mental health settings must be available seven days a week to ensure 
that the next steps in the patient’s care pathway, as determined by the 
daily consultant-led review, can be taken.  

Supporting information: 

• Primary and community care services should have access to 
appropriate senior clinical expertise (e.g. via phone call), and where 
available, an integrated care record, to mitigate the risk of 
emergency readmission. 

• Services include pharmacy, physiotherapy, occupational therapy, 
social services, equipment provision, district nursing and timely and 
effective communication of on-going care plan from hospital to 
primary, community and social care. 

• Transport services must be available to transfer, seven days a 
week. 

• There should be effective relationships between medical and other 
health and social care teams.  

AOMRC (2012): 
Seven day consultant 
present care  

 



     

 
 

10 Quality improvement  

 

 

 Standard:  

All those involved in the delivery of acute care must participate in the 
review of patient outcomes to drive care quality improvement. The 
duties, working hours and supervision of trainees in all healthcare 
professions must be consistent with the delivery of high-quality, safe 
patient care, seven days a week. 
  
Supporting information:  

• The review of patient outcomes should focus on the three pillars of 
quality care: patient experience, patient safety and clinical 
effectiveness. 

• Attention should be paid to ensure the delivery of seven day 
services supports training that is consistent with General Medical 
Council and Health Education England recommendations and that 
trainees learn how to assess, treat and care for patients in 
emergency as well as elective settings. 

• All clinicians should be involved in the review of outcomes to 
facilitate learning and drive quality improvements.  

 

GMC (2010): Generic 
standards for specialty 
including GP training 

 

 
 
 
 
 
 
 
 
 



 
APPENDIX B: SELF ASSESSMENT AGAINST THE 10 KEOGH STANDARDS  

 

7DS Session
Discussion at ET 
on
18/03/14

Relates to What have we got in place now? What is the gap?
What do we require in order to achieve compliance?

How will we address the gap? When will this 
be in place?

What is the 
level of 
investment 
required?

What are the 
barriers?

Accountable 
Lead for each 
Standard

Responsible 
Manager(s)

Keogh 1
PATIENT 
EXPERIENCE

ALL INPATIENT 
AREAS

- Patient Experience Questionnaires
- Specific E2 training programmes
- Patient information leaflets to support consent
- Consent policy
- Provision of interpreting & translation services 
- All About Me, Abbreviated Mental Test (AMT)
- Decision support aids

a- Patient information leaflets to support the consent process
b- Improvement to the management of patient information resources and 
consideration of the purchase of a web based resource
c- Improved training in communication skills for clinical staff

Work currently being scoped.   Looking at 
governance procedures and will work 
with procurement to explore solutions.

April - June 2014 To be 
determined

Financial 
resources

Medical Director Head of Patient 
Experience

Keogh 2
TIME TO FIRST 
CONSULTANT 
REVIEW

EMERGENCY 
ADMISSIONS

-NEWS at point of admission
-SEPSIS 6 assessment in place
-Consultant clinical assessment is provided within 
(at the latest) 14 hours of arrival at hospital
- AMU 12/7 Consultant cover in place
-Respiratory, cardio, ward base consultant
- Surgical Decisions Area (SDA)
-Inreach

a- Require Consultant 'involvement' where patient is defined as 'high risk' (where 
the risk of mortality is greater than 10% or where the patient is unstable and not 
responding to treatment as expected) should be seen within 1 hour 

b- Require all patients to be seen within 1 hour at AMU and SAU within 6 hours 
between 8am to 8pm

c- Require an electronic record/time stamp would support the monitoring and 
auditing of this standard. This functionality will be afforded with EPR/Lorenzo

d- Require 'Vital Signs' IT investment as this would enable this standard to be met 
by improved response times to patient intervention.

e- Recurrent funding required for AMU 12/7 Consultant cover

a- Baseline audit  required and 
enforcement of standard

b- Baseline audit requires but expected 
to highlight cannot be met on weekends

c- Via Lorenzo and EPR

d- Funding request gone to CCG

e- Request to CCG submitted in Feb 2014

a- Complete by 
end of April

b- Complete by 
end of April

c- March 2015

d- June 2015

e- Immediately 
once 
confirmation of 
funding is 
received

a- Possible 
admin support 
(depending on 
outcome of 
audit)

b- Possible 
admin support 
(depending on 
outcome on 
audit)

c- EPR Business 
Case

d- Partial 
funding £1M 
(£500,000 gap) 

e- FYE of £361k 
(see service 
specification C1)

a- Funding 
applied for from 
CCG/staffing, 
Human 
Resources

b- Consultant 
contract, cost, 
Staffing/Human 
Resources

c- Business 
Change/staffing, 
Human 
resources

d- Costs, 
staffing, Human 
Resources 
Business Change

e- Cost, staffing, 
Human 
Resources

Medical Director a- CBU 
Management 
team

b- CBU 
Management 
team

c- Director of ICT

d- Director of ICT

e- CD, GM, HoN 
for CBU 3

Keogh 3 
MDT REVIEW

EMERGENCY 
INPATIENTS

-All emergency inpatients are assessed for complex 
or on-going needs within 14 hours by an MDT 
overseen by Consultant or nominated competent 
clinical decision-maker
- Pilots have been run with increased Therapists and 
Pharmacy/Medicine Management (MM) staff agreed 
with CCG (winter monies)
- Recurrent investment requested Feb 2014  (as part 
of 7D contract discussions) from CCG in order to 
allow successful recruitment for Therapy and 
Pharmacy/Medicine Management staff (ring-fenced 
for ED and AMU areas only)

a- Require confirmation of recurrent funding for Therapies to ensure provision of 
Physio and Occupational Therapy (OT) in ED and AMU (8am - 8pm over 7 days)

b- All emergency inpatients require medicines reconciliation within 24 hours of 
admission. Trust aims for 12 hours. Require confirmation of recurrent funding for 
Pharmacy and Medicines Management staff dedicated for ED and AMU (8am - 8pm 
over 7 days) 

c- Require the introduction and regular use of an integrated management plan 
with an estimated discharge date (EDD)

d- Require Summary Care Record (SCR) and System1 (S1) issue to be resolved re 
reviewing primary care records for medication

Standard requires us to meet as a minimum Nursing, Medicine, Pharmacy and 
Physio for medical patients initially. Other gaps may be identified in Speech and 
Language Therapy (SALT) and/or geriatrics for example at a later stage

a- Request to CCG submitted in Feb 2014

b- Request to CCG submitted in Feb 2014

c- Look for examples, integrated care plan 
to be put in place and be monitored, 
estimated date of discharge  Name of 
consultant at the end of the bed to be 
introduced

d- Approval from Primary care and QSIEB 
for access

a- Maximum of 
4/12 after 
confirmation of 
funding is 
received

b- Maximum of 
4/12 after 
confirmation of 
funding is 
received

c- End of April 
EDD and June 
2014 for 
remainder

d- Depending on 
permissions 
Sept 2014

a- FYE of £801k 
(which is 
investment to 
boost various 
clinical areas- 
see service 
specification C3)

b- FYE of £389k 
(12/7 dedicated 
ED and AMU 
Pharmacy and 
MM service- see 
service 
specification C4)

c- to be 
confirmed

d- Internal 
resource

a- Recruitment

b- Recruitment

c- Culture 
change

d- Permissions

Medical Director a- CD, GM, HoN 
for CBU 1 & 3

b- Chief 
Pharmacist

c- Director of 
IT/COO

d- Director of 
IT/Chief 
Pharmacy



 

 
 

 

Keogh 4
SHIFT 
HANDOVERS

ALL INPATIENT 
AREAS

- Trust has 'old' Policy in place however according to 
Medical Education there have been previous 
inconsistencies in shift handovers that have been 
reported therefore achieving standardisation quickly 
is unlikely. 

- Require shift handovers to be kept to a minimum & 
recommended twice daily (30 minutes handover) 

-the AMU have a coordinated handover in place that 
strengthens in the weekend to ensure review of all 
patients including those on the base wards

a- Require the Trust Handover Policy to be updated from 2010, approving and 
disseminating, then auditing

b- Require clinical data to be recorded electronically to national standard and 
include NHS number (minimum info required- NHS and hospital number)

c- Require clinical data and IT systems available for handovers

d- Require clinical audit to create a rolling programme based on new policy

a- Develop a  new policy

b- Standard minimum contained EPR

c- EPR

d- Audit programme

a- End of Oct 
2014

b- June 2015

c- June 2015

d- Immediately 
after the policy

a- Internal 
resource

b- EPR and 
subject paper

c- EPR

d- Internal 
resource

a- Clarity of 
definition on 
senior decision 
maker. 
Consultation 
period for the 
new policy

b- Culture and 
business change

c- Culture and 
business change

Medical Director 
& Chief Nurse

a- Head of 
Quality and 
Performance

b- Director of IT

c- Director of IT

d- Audit 
Manager

Keogh 5
DIAGNOSTICS

ALL INPATIENT 
AREAS

Essentially in 2 parts; 
1. Access to a diagnostic service; x-ray, Ultrasound, 
CT Pathology are available 7 days a week
2. Consultant directed test interpretation 

- Non-recurrent Investment in Radiology/ Imaging in 
place for 2013-14

a- Require recurrent Investment in Radiology/ Imaging

b- Require a list of access to diagnostics services that BHNFT Consultants can 
request, then split into provided by us or formal arrangements in place with other 
Providers

c-Relates to B and requires all CBUs to assess themselves against these standards. 

d- Requires triage system of all inpatients into 3 groups which will determine 
Consultant-directed diagnostic tests; within 1 hour, 12 hours and 24 hours

*The impact on the Nursing workforce must also be considered by the 7DS 
Delivery Group

a- Request to CCG submitted in Feb 2014

b- List of what diagnostic services we 
have internally and externally to ensure 
they are in line with the clinical pathway. 
CBU's diagnostics

c- CBU's to develop a gap analysis against 
these standards

d- CBU's to develop Standard Operating 
Procedures (SOP)

a- Immediately 
once 
confirmation of 
funding is 
received

b- Oct 2014

c- Oct 2014

d- August 2014

a- FYE of £865k 
(see service 
specification C2)

b- Depends on 
results

c- Depends on 
results

d- Resource to 
be determined

a- cost

b- Cost, 
workforce and 
Human resource, 
and strategic 
plan

c- relates to B

d- Cost, 
workforce and 
Human resource 
and strategic 
plan

COO a- CD, GM HoN 
for CBU 5

b- CBU Teams  

c- relates to B

d- CBU Team

Keogh 6
INTERVENTION/ 
KEY SERVICES

ALL INPATIENT 
AREAS

- Network arrangements in place for Critical Care, 
Trauma and General Surgery
- Active participation in Operational Delivery 
Networks (OBN's)
- Consultant directed interventions as follows:D7
Cardiac pacing – Delivered here Wednesday and 
Thursdays 0900 - 1700
PCI – not delivered at BHNFT – patients are referred 
to Sheffield
Radiology – Yes delivered at Barnsley Monday to 
Friday 0900 – 1700.  At present Out of hours there is a  
consultant on-call who the referrer would  discuss 
case with. Consultant radiologist would recommend 
what diagnostics are required or agree to 
intervention to take place
Endocrinology – Endoscopy 7 days a week. Patients 
referred to Sheffield  only if required

a- Clearly defined protocols for support of clinical pathways

b- Require the list of interventions to be agreed then arrangements to be 
formalised for 12/7 access.  And auditable

a- A gap analysis around the protocols

b- formalising of arrangements already 
present

c- Partnership working via Working 
Together Programme and ODN's

a - Sept 2014

b- Sept 2014

a - exact cost to 
be determined

b- exact cost to 
be determined

a- Cost

b- Cost

COO a- CBU team

b- CBU Team

c- ODN, Clinical 
Leads, Rep on 
Working 
Together 
Programme

Keogh 7 
MENTAL HEALTH

ACUTE 
ADMISSIONS

- Referral pathway in place to refer to SWYPFT 
(Mental Health Services)

a- Require evidence of a robust referral pathway for psychiatric liaison services. 
We can achieve this by working with our partners and ensuring contractual 
arrangements are clear

a- A baseline audit required and to 
review contractual arrangements

a- Pathway in 
place, audit of 
compliance June 
2014

a- exact cost to 
be determined

a- Cultural 
change

COO a- Contracts 
Manager, 
CD,GM, HoN for 
CBU 1 & 3



 

 
 

 

Keogh 8 
ON-GOING 
REVIEW

AMU, SAU, 
ICU/HDU AND 
THEN ALL 
INPATIENT 
AREAS

-AMU Consultant available 12/7
-ICU/HDU consultant cover available

a- Require 7 Day twice daily Consultant review for AMU, SAU, ICU/HDU

b- Require 7 Day once daily Consultant delivered ward round

c- Requires electronic record of the patient's clinical and care needs for transfer 
between wards or teams. IT/electronic record required where patients transfer 
between wards or teams, that contains patient's clinical and care needs. 
(Lorenzo/EPR is expected to support achieving this Standard).

d- Require Consultants to be working multiple day blocks (btn 2-4 continuous 
days)

e- multiple transfers of  patients

a- Baseline Audit to be carried out and 
action to be addressed

b- By increasing consultant presence over 
a weekend

c- EPR

d- Relates to B 

e- Awaiting outcome of bed modelling

a - Sept 2014

b- Gap analysis 
required by June 
2014

c- June 2015

d- relates to B

e- Oct 2014

a- Unknown

b- EPR and 
subject paper

c- EPR

d- Unknown

e - Unknown

Possible risk to 
achievement of 
this standard is 
the fact that our 
Consultants do 
not work 
'multiple day 
blocks' as this is 
a different way 
of working and 
returns to 
agreements with 
the Consultants 
on their 
contracted hours 
and job plans. 
Workforce and 
costs

Medical Director 
/ COO

a- CBU teams 
and HR

b- CBU teams 
and HR

c- Director of ICT

d- CBU teams 
and HR  

e- Director of 
Operations

Keogh 9 
TRANSFER…AND 
PATIENT'S CARE 
PATHWAY

BHNFT CLINICAL 
SUPPORT 
SERVICES

ALL INPATIENT 
AREAS

-We have put in a request to the CCG (awaited) for 
re-current funding for Therapies and Pharmacy/MM 
7 day services. Confirm recurrent investment to 
allow recruitment in Therapies and Pharmacy 7 days 
a week to start asap
-Engagement with our partners is occurring via 
Better Care and Working Together to unlock Primary, 
Community Care and Social Care blockages
-Engaging with partners via Health and Wellbeing 
Board and related external transformational 
programmes
-BCCG could mandate more robust communication 
required (digital) to primary care for discharges and 
updating in real time which is 5 days at present
-We have arrangements in place with YAS and 
private ambulances re transfers/discharges 7 day a 
week

a- Require confirmation of recurrent funding for Therapies to ensure 7 day service 
provision of Physio and OT in Medical, GS, ITU, T&O, Orthopaedics, Acute Stroke 
OT,  ED and AMU confirmed (8am - 8pm over 7 days)

b- Require confirmation of recurrent funding for Pharmacy/MM Services to ensure 
provision of a 7 day service; 8:30am - 5:30pm with out of hours arrangements

We will require whole systems approach, with in particular, BCCG supporting us to 
ensure  that services in our area that enable discharge are in place and with 
capacity

*The impact on the Nursing workforce must also be considered by 7DS Delivery 
Group

a- Request to CCG submitted in Feb 2014

b- Request to CCG submitted in Feb 2014

a-  Maximum of 
4/12 after 
confirmation of 
funding is 
received

b-  Maximum of 
4/12 after 
confirmation of 
funding is 
received

a- FYE of £801k 
(which is 
investment to 
boost various 
clinical areas- 
see service 
specification C3)

b- FYE of £559k 
for  Pharmacy 
and MM 7 day 
service for all 
inpatient areas 
(see service 
specification 
C5). 
(ED and AMU 
costs as per 
Standard 3 are 
separate to 
these costs)

a- Consultant 
funding

b- Consultant 
funding

COO a- CD, GM, HoN 
for CBU 1

b- Chief 
Pharmacist

Keogh 10
QUALITY 
IMPROVEMENTS

ALL INPATIENT 
AREAS

-We have clearly identified quality goals and 
priorities which focus on the three pillars of quality 
care: patient experience, patient safety and clinical 
effectiveness
-We review patient outcomes through clinical audit 
and ensure all outcomes are shared to facilitate 
learning
-We ensure that all staff working within the Trust; 
permanent and temporary, are trained and 
competent to undertake their duties

a - Require ongoing continuous audit to evidence compliance with the quality 
goals and priorities of the Trust

b - Ensure systematic process are embedded throughout the Trust to support and 
enable clinicians to be involved in the review of patient outcomes

c - Ensure there is a clear alignment between patient outcomes and the 
continuous monitoring of the quality goals and priorities

d- Monitor mandatory training and appraisal compliance on a monthly basis, as a 
workforce key performance indicator. Ensure systems are in place to review the 
quality of mandatory training and appraisals

a - Ongoing, timely review of the Trusts 
progress in the delivery of the quality 
goals and priorities

b - dissemination of information 
throughout the CBUs 

c - Trust wide and local learning from 
patient outcomes which will be fed 
through the governance and quality 
structure of the Trust, consistently

d - Annual review of Trust’s mandatory 
training                                                                                                                                      
i- New values based and incremental 
progression linked appraisal process to be 
launched                                                
ii- Review of Trust’s recruitment process 
to embed Trust values and behaviours to 
be undertaken                              

a- April 2014 
onwards

b- April 2014 
onwards

c- April 2014 
onwards

d- April and each 
year onwards
i- April 2014

ii- Sept 2014

To be 
determined

Cultural barriers 
in taking 
ownership of 
quality 
improvements 
at CBU level 

Medical Director 
& Chief Nurse

Head of Quality 
and 
Performance



 

APPENDIX C1: 12/7 AMU EXTENDED CONSULTANT COVER 
 

Service Specification 

Service Emergency Medicine 

Service CD/Head Dr Dyfrig Hughes, Emergency Medicine Consultant 

Accountant Mark Fleetwood 

Relating to Meeting the Keogh standards for 7 day services for the Acute 
Medical Unit, Emergency Medicine 
1.   Patient Experience 
2.   Time to First Consultant Review 
3.   Multi-disciplinary Team Review 
8.   On-going Review 
10. Quality Improvement  

Service Model 
Included; 

Medical Consultant led service on the Acute Medical Unit 12 hours 
a day – 8AM – 8PM, 7 days a week -  Monday to Sunday 
 
 
 

Not Included Emergency Department 

DVT Clinics 

Emergency Department clinics 

 

Cost FYE - £361K 

CCG Contract variation in year  

BHNFT – increased cost since Business Case EPAP 2.1.13.  
Going to finance committee 21.01.14 

 

Benefits Improve consultant cover for the Emergency Pathway 
Contribute to achieving compliance against the standard 
 
 
 

 

 
 

 
 
 
 
 



 

 
 

APPENDIX C2: 12/7 RADIOLOGY/ IMAGING 
 

Service Specification 

Service Radiology 

Service CD/Head Dr Stewart Yates, Radiology Consultant 

Accountant Steve Riley 

Relating to Meeting the Keogh standards for 7 day services for Radiology 

1.  Patient Experience 
3.  Multi-disciplinary Review 
5.  Diagnostics 
6.  Intervention/Key Services 
10.Quality Improvement 
 

Service Model 
Included; 

Plain films – ED, AMU and in-patients,  24/7 service 
CT – ED, AMU and in-patients,  24/7 service 
Plain films – GP and out-patients, 7 day service 
CT – Outpatients, 7 day service 
MRI – 7 day service 
Ultrasound, 7 day service 

Not Included Fluoroscopy 
Nuclear Medicine 

Cost FYE - £865K 
Recurrent funding for 2014/15 is required to deliver this service 
which includes; 
Medical – Consultants     -    £191,022 
Nursing                            -    £  51,644 
Radiographers                 -    £258,321 
Sonographers                  -    £  74,970 
Admin & Clerical              -    £  50,988 
Support                            -    £237,944 
TOTAL                             -    £864,889 

Benefits Seven day access to specialised imaging – CT, MRI and 
Ultrasound 
Improved access and reduced waiting times for ED 
Support the Trust 4 hour target 
Same day response for in-patient requests 
Contribute to achieving compliance against the standard 

 

 
 
 
 
 



 

 
 

APPENDIX C3: 12/7 THERAPIES 
 

Service Specification 
Service Therapies 

 
Service CD/Head Philippa Moreno 

 
Accountant Steve Riley 

 
Relating to Meeting the Keogh standards for 7 day services for Therapies 

1.  Patient Experience 
3.  Multi-disciplinary Review 
9.  Transfer to Community, Primary and Social Care 
10.Quality Improvement 

Service Model 
Included; 

Physiotherapy 
Medical , General Surgery wards and ITU 
0800 – 1800  Monday – Friday  
0800 – 1600 Saturday – Sunday 
Physiotherapy and Occupational Therapy – from the approx. 10th 
Feb 
ED and AMU 
0800 – 2000 Monday – Sunday  
Occupational Therapy 
Medical wards, Trauma & Orthopaedics and General Surgical wards 
0800 – 1600 Monday – Sunday 
Extended Services  
Physiotherapy and Occupational Therapy  - Orthopaedics 
0800 – 1600 – Monday – Friday 
Physiotherapy – Orthopaedics  
Saturday and Sunday - planned as demand requires the services, paid 
as overtime 
Acute Stroke  
Physiotherapy and Occupational Therapy 
0830 – 1700 Monday – Friday 
Saturday and Sunday - planned as demand requires the services, paid 
as overtime  

Not Included SALT – to be reviewed in the future for 7 day service delivery 
Dietetics and Orthotics 

Cost FYE - £801K 
Funding for the Medicine landings were agreed 2013/14 by Director of 
Finance 
Recurrent funding for 2014/15 has gone to the CCG for; 
Emergency Department         -   £205,071 (cost pressure) 
Medicine Inpatients                -   £153,126 
Stroke/Neurology inpatients     -   £ 82,031 
Medicine Landings                 -   £154,023 
Orthopaedic inpatients           -   £206,425 
Total                                       -   £800,676 

Benefits Reduction in delays in D/C2 
Improved support of patient pathway 
Stroke guidelines met (24h target) 
Improved patient flow 
Contribute to achieving compliance against the standard 

 



 

 
 

APPENDIX C4: 12/7 AMU & ED RING-FENCED PHARMACY & MEDICINES 
MANAGEMENT SERVICE 

 
Service Specification 

Service Dedicated ED and AMU 12/7 Service  
Pharmacy and Medicines Management 
 

Service CD/Head Michael V Smith, Chief Pharmacist 

Accountant Steve Horton 

Relating to Meeting the Keogh standards for 7 day services for Pharmacy and 
Medicines management (MM) 
1.    Patient Experience 
3.    Multidisciplinary Team Review 
9.    Transfer to Community, Primary and Social Care 
10.  Quality Improvement  

Service Model 
 

Dedicated ED and AMU 12/7 Service 8AM – 8PM with out of hours 
arrangements to include; 
Dispensary services with dedicated discharge dispensing (TTOs) 
All AMU and ED based MM activities such as; 
Medicines Information 
7 day medications reconciliations 
Drug history 
Discharge counselling 
Venalinks 
Clinical pharmacy interventions 
Inpatient prescription reviews 
Formulary adherence 

Not Included All other wards - the extension of services to all in-patient areas 7 
day services to be included in Board of Directors paper for April 
meeting  

Cost FYE - £389K 

Service requires recurrent investment (similar to Radiology and 
Therapies staff investment) in order to be able to recruit to posts.  

Benefits Improved medicines governance, patient safety and quality of 
prescribing. 
Reduced waiting times 
Early discharge 
Patient experience 
Reduced waiting times for staff 
Contribute to achieving compliance against the standard 

 

  



 

 
 

APPENDIX C5:  INPATIENT 7 DAY PHARMACY AND MEDICINES MANAGEMENT 
SERVICES 

 
Service Specification 

Service Extension of Pharmacy and Medicines Management Service to all 
remaining in-patient areas 7 days per week (8:30am – 5:30pm with 
enhanced out of hours arrangements)  
Pharmacy and Medicines Management 
 

Service CD/Head Michael V Smith, Chief Pharmacist 

Accountant Steve Horton 

Relating to Meeting the Keogh standards for 7 day services for Pharmacy and 
Medicines management (MM) 
1.    Patient Experience 
3.    Multidisciplinary Team Review 
9.    Transfer to Community, Primary and Social Care 
10.  Quality Improvement  

Service Model 
 

Extension of Pharmacy and Medicines Management Services to all 
remaining in-patient areas 7 days per week (8:30am – 5:30pm with 
out of hours arrangements) providing the ‘usual’ Monday to Friday 
services of; 
Dispensary services with dedicated discharge dispensing (TTOs) 
District wide Medicines Information 
7 day medications reconciliations 
Drug history 
Discharge counselling 
Venalinks 
Clinical pharmacy interventions 
Inpatient prescription reviews 
Formulary adherence 
Aseptic Services 
Clinical Trials 

Not Included 8am – 8pm full service 

Cost FYE - £559k Recurrent 
 
*(AMU and ED are on top of this costs as that dedicated workforce 
is ring-fenced for 12/7 8am – 8pm service provision). 

Benefits Improved medicines governance, patient safety and quality of 
prescribing 
Reduced waiting times 
Early discharge 
Patient experience 
Reduced waiting times for staff 
Contribute to achieving compliance against the standard 

 

 
  



 

 
 

APPENDIX C6- Hospital at Night 
 

Service Specification 

Service Hospital at Night 

Service CD/Head Heather McNair, Chief Nurse & H@N Project Executive Sponsor 

Accountant Steve Horton 

Relating to Meeting the Keogh standards for 7 day services out of hours at 
night 
1.  Patient Experience 
2.  Time to First Consultant Review 
3.  Multi-disciplinary Team Review 
4.  Shift Handovers 
10.Quality Improvement  

Service Model 
Included; 

Acute Medical Unit, General Medical, General Surgery and Trauma 
& Orthopaedic in-patient areas. Medical and Nursing mobile 
provision for  out of hours, 7 days a week, 8pm - 9am 

Not Included Obstetrics and Gynaecology 
Neonatal and Children’s wards 
Diagnostics 
Pathology 
Therapies 
Anaesthetic, Critical Care and ITU 
Radiology 
Out-patients 
Clinical Support Services 
Non Clinical Support Services 

Cost FYE - £249K 

Recurrent funding required for the delivery of the H@N Team out 
of hours at night and the rostering of an Advanced Nurse 
Practitioner 24/7 service; 
Generic ANP                             £308,880 
H@N Sister                               £59,721 
H@N Healthcare Assistant        £0, will rotate through AMU 
Total                                          £249,159 

Benefits Improve HSMR 
Improve Quality 
Protect Revenue 
Increase patient safety 
Protect BHNFT Reputation 
Improve response times to see patients 
Contribute to achieving compliance against the standard 

 

 



 

APPENDIX D: BHNFT SERVICE PROVISION AGAINST THE KEOGH 4 LEVELS OF PROVISION 
 

            7 DAY SERVICES AUDIT  
Completed in October 2013 by Project 
Manager, at the request of Interim 
Programme Lead 

   
 

 
 

     
            
             

 
 

           

            

            

             

           
 

            

 
 

           

            

            

            

            

            

            

            

There is a growing body of evidence to suggest that where there is a lack of access to clinical services over a seven day period, patients do not 
always experience parity of access to the optimum treatment or diagnostic test.  This can result in delays to their treatment that can contribute 
to less favourable clinical outcomes.   
Within the "Equality For All – Delivering Safe Care Seven Days a Week” report by Sir Bruce Keogh,  the following levels of assessment for 
providing services over a seven day period are highlighted below.  We have conducted an assessment against those levels of service that all the 
clinical services and most non-clinical services are currently delivering. 



 

 
 

            

           

Key  

Mon - Fri Out Of Hours H @ N 7 day 
working H24/7 

 
Level 1 
  

 
Level 2 

 
Level 
3 

 
Level 4 

Which 

√ - Services/Depts to be included in the H@N 
Project  
N/A - Not applicable to H@N Project 
implementation 
FS - Full staff cover delivering the service 
RS - Reduced staff delivering the service 

(daytime 
working 
hours) 

(daytime 
working 
hours, Sat - 
Sun & night 
time working 
hours Mon - 
Sun) 

Phase 2 
 

(daytime 
working 
hours Mon - 
Sun) 

          

Level 
Should  
be 
Delivering 
to 

  Current Current Future Current Current           
In-Patient Departments                     
CBU 1                     
Emergency Department*     N/A               
Ward 19 + 20 - C 0 E*   RS - 1945 - 0745 √ FS - 0715 - 2015             
Ward 33 - T & O*   RS - 2000 - 0800 √ FS - 0730 - 2030             
Ward 34 - T & O*   RS - 2000 - 0800 √ FS - 0730 - 2030             
Fracture & GP Referrals Clinic* 0800 - 1600                   
Plaster Room Service 0800 - 1600                   
Physiotherapy - out-patients 0830 - 1700   N/A               
Physiotherapy - Medicine & Surgery 0800 - 2000 2000 - 0800 - on 

call                 
Physiotherapy - Neuro 0830 - 1630 S-S 0800 - 1200                 
Physiotherapy - Trauma & 
Orthopaedics 0830 - 1700 S-S 0800 - 1600                 
Occupational Therapy 0800 - 1700   N/A               
Dietetics 0800 - 1700   N/A               
Speech and Language Therapy 0800 - 1700   N/A               
 

           
 

          



 

 
 

 

Key  

Mon - Fri Out Of Hours H @ N 7 day 
working H24/7 

 
Level 1 
  

 
Level 2 

 
Level 
3 

 
Level 4 

Which 

√ - Services/Depts to be included in the H@N 
Project  
N/A - Not applicable to H@N Project 
implementation 
FS - Full staff cover delivering the service 
RS - Reduced staff delivering the service 

(daytime 
working 
hours) 

(daytime 
working 
hours, Sat - 
Sun & night 
time working 
hours Mon - 
Sun) 

Phase 2 
 

(daytime 
working 
hours Mon - 
Sun) 

          

Level 
Should  
be 
Delivering 
to 

  Current Current Future Current Current           
CBU 2                     

Anaesthetics* FS -  0800 - 1800 
RS - 1800 - 0800 
S - S 0800 - 1800 N/A               

Intensive Care/High Dependency *     N/A   FS - 24 hours           
Obstetric Theatres*     N/A   FS - 24 hours           

Theatre Recovery*   

RS -  
M-F 2400 - 0800 
 S-S 2100 - 0930 N/A 

FS 
M-F 0800 - 
2400 
S-S 0930 - 2100             

Theatres*     N/A   FS - 24 hours           
Critical Care Out Reach & Pain Service     N/A 0800 - 1600             
PICC Line Service* 0800 - 1600                   

Pre-Assessment Unit 
0800 - 1730 M-T 
0800 - 1630  F                   

Pain Service - Acute Out Reach      N/A 0800 - 1600             
Medical Investigations Unit* 
Endoscopy M-0800 - 2100 

T-F 0800 - 1800 

M-F 1800-0800 
S- S 0800 - 0800 
on-call N/A               

Day Surgery* 0830 - 2000                   

Planned Investigation Unit* 
08:15 - 2000 M 
0815 - 1800 T-F                   

  
 
 
                     



 

 
 

 

           

Key  

Mon - Fri Out Of Hours H @ N 7 day 
working H24/7 

 
Level 1 
  

 
Level 2 

 
Level 
3 

 
Level 4 

Which 

√ - Services/Depts to be included in the H@N 
Project  
N/A - Not applicable to H@N Project 
implementation 
FS - Full staff cover delivering the service 
RS - Reduced staff delivering the service 

(daytime 
working 
hours) 

(daytime 
working 
hours, Sat - 
Sun & night 
time working 
hours Mon - 
Sun) 

Phase 2 
 

(daytime 
working 
hours Mon - 
Sun) 

          

Level 
Should  
be 
Delivering 
to 

  Current Current Future Current Current           
CBU 3                     
Ward 18 - Respiratory*   RS - 1945 - 0745 √ FS - 0715 - 2015              
Ward 21 & 22 AMU*   RS - 1945 - 0745 √ FS - 0715 - 2015             
Ward 23 - Stroke Unit*   RS - 1945 - 0745 √ FS - 0715 - 2015             
Ward 24 - Haematology*   RS - 1945 - 0745 √ FS - 0715 - 2015             
Ward 24 - Chemotherapy Unit* 0800 - 1700   N/A               
Ward 27 - Endocrinology*   RS - 1945 - 0745 √ FS - 0715 - 2015             
Ward 28 - Gastroenterology*   RS - 1945 - 0745 √ FS - 0715 - 2015             
Ward 29 - General Medical & 
Escalation   

RS - 2000 - 0800 
√ 

FS - 0730 - 2030 
            

Rheumatology Department* 0800 - 1800                   

Cardiology Department* 
0830 - 1645 M-T 
0830 - 1600 - F                   

CBU 4                     

Ward 29 - Surgery*   
 
RS - 2000 - 0800   FS - 0730 - 2030             

Ward 36 - Surgical Decisions Area   RS - 2000 - 0800 √ FS - 0730 - 2030             

Ward 30 - Surgical Admission Unit* 
FS - 0700 - 2000 

2000 - 0700  
Medical 
Escalation √               

Ward 31 - General Surgery, Urology, 
ENT*   

 
RS - 2000 - 0800 √ FS - 0730 - 2030             



 

 
 

Ward 32 - Gen Surgery,  Head & Chest   
 
RS - 2000 - 0800 √ FS - 0730 - 2030             

Ward 32 - Surgical High Dependency*   
 
RS - 1900 - 0730 √ 

FS - 0700 - 1930             

Oral & Maxillofacial Surgery* 

Oral 
0830 - 1700 
Maxillofacial 
0830 - 1700 

Maxillofacial on-
call cover by  
Sheffield 
M-F 1700 - 0830 
S-S 24 hours N/A               

Key  

Mon - Fri Out Of Hours H @ N 7 day 
working H24/7 

 
Level 1 
  

 
Level 2 

 
Level 
3 

 
Level 4 

Which 

√ - Services/Depts to be included in the H@N 
Project  
N/A - Not applicable to H@N Project 
implementation 
FS - Full staff cover delivering the service 
RS - Reduced staff delivering the service 

(daytime 
working 
hours) 

(daytime 
working 
hours, Sat - 
Sun & night 
time working 
hours Mon - 
Sun) 

Phase 2 
 

(daytime 
working 
hours Mon - 
Sun) 

          

Level 
Should  
be 
Delivering 
to 

  Current Current Future Current Current           
CBU 5                     
Radiology - plain films* Planned M-F 

0800 - 1700 
+ T & T 1700 - 
2000 

Emergency 
 on-site  
M- F 1700 - 0800 
+ S-S 24 hours N/A               

Radiology - MRI* 0800 - 2000   N/A               
Radiology - CT* 0800 - 2000   N/A               
Radiology - Ultrasound* 

0830 - 1700 

M-F 1700 - 0830 
S- S 0830 - 0830 
on-call N/A               

Pathology Services *     N/A   FS - 24 hours           
Pharmacy - In-pt Clinical Pharmacy  0900 - 1715   N/A               
Pharmacy - In-pt dispensing Service  

  on-call N/A 

M-F 0800 - 
2000 
S-S 0900 - 1300             

Pharmacy - Inflammatory Bowel 
Disease  0900 - 1715   N/A     x         
Pharmacy - Anticoagulant Service 0900 - 1715 day via phone N/A               



 

 
 

Pharmacy - Quality Assurance  0830 - 1700 on-call N/A               
Pharmacy - Aseptic Services 0900 - 1715   N/A     x         
Pharmacy - Medicines Information 0900 - 1715 on-call N/A               
Pharmacy Stores 0830 - 1700   N/A     x         
Phlebotomy - in-patients 0800 - 1700 ward staff N/A               
Appliances 0830 - 1630                   
Assessment & Rehabilitation Unit* 0930 - 1700 M 

0900 - 1630 T & 
T 
1000 - 1630 W 
0900 - 1215 F                   

Audiology Department* 0830 - 1700                   
Breast Services (Screening)* 0900 - 1630                   

Key  

Mon - Fri Out Of Hours H @ N 7 day 
working H24/7 

 
Level 1 
  

 
Level 2 

 
Level 
3 

 
Level 4 

Which 

√ - Services/Depts to be included in the H@N 
Project  
N/A - Not applicable to H@N Project 
implementation 
FS - Full staff cover delivering the service 
RS - Reduced staff delivering the service 

(daytime 
working 
hours) 

(daytime 
working 
hours, Sat - 
Sun & night 
time working 
hours Mon - 
Sun) 

Phase 2 
 

(daytime 
working 
hours Mon - 
Sun) 

          

Level 
Should  
be 
Delivering 
to 

  Current Current Future Current Current           
CBU 5 continued                     
Cancer Services* 0830 - 1730                   
Chest Clinic* 0830 - 1700                   
Children’s Outpatients* 0830 - 1800                   
Dermatology Department* 0830 - 1700                   

Diabetes & Endocrinology* 
0930 - 1700 M-T 
0830 - 1600 F                   

Dietetics & Nutrition 0900 - 1700                   
Thrombosis Clinic/DVT 0830 - 1730 M-F 0900 - 1200 S-S                 
ENT Outpatients* 0830 - 1800                   
Eye Assessment Unit* 0830 - 1800                   



 

 
 

Eye Clinic* 0830 - 1800                   
Retinal Screening* 0830 - 1800                   
Fracture Clinic 0830 - 1700                   
Main Outpatients 0800 - 1800                   
Urology Investigation Unit* 0800 - 1715                   
Medical Outpatients* 0800 - 1800                   

Pharmacy BHSS 0845 - 1730 
opens based on  
demand driven                 

Assistive Technology 0800 - 1800                   
Ophthalmic Outpatients * 0830 - 1800                   
Orthopaedic Outpatients* 0830 - 1800                   
Outpatient Reception 0800 - 1800                   
Phlebotomy 0800 - 1700                   
Surgical Outpatients * 0800 - 1600                   
Colorectal & Stoma Care Unit* 0800 - 1600   N/A               

Key  

Mon - Fri Out Of Hours H @ N 7 day 
working H24/7 

 
Level 1 
  

 
Level 2 

 
Level 
3 

 
Level 4 

Which 

√ - Services/Depts to be included in the H@N 
Project  
N/A - Not applicable to H@N Project 
implementation 
FS - Full staff cover delivering the service 
RS - Reduced staff delivering the service 

(daytime 
working 
hours) 

(daytime 
working 
hours, Sat - 
Sun & night 
time working 
hours Mon - 
Sun) 

Phase 2 
 

(daytime 
working 
hours Mon - 
Sun) 

          

Level 
Should  
be 
Delivering 
to 

  Current Current Future Current Current           
CBU 6                     
GU Medicine* Mon 0800 - 1730 

Tue - 0800 - 1900 
Wed - 0800 - 
1530 
Thur - 0800 - 
1700 
Fri - 0800 - 1600                   

Labour Suite*     N/A   FS - 24 hours           



 

 
 

Ward 11 - Antenatal ward     N/A   FS - 24 hours           
Ward 11 - Antenatal day unit FS - 0715 - 1945  seen by ward 11 N/A               

Ward 12 - Maternity  

 
FS - 0715-1945 S-S 0715 - 1945 

M-S 1915 - 0745 N/A               
Ward 14 - Early Pregnancy  
& Gynae Assessment  

 
FS -  0800 - 2000 

RS S-S 1000 - 
1730 N/A               

Ward 14 - Gynaecology*   
RS - 2045 - 0845 

N/A 

 
 FS - 0715 - 
2015              

Ward 15 - SCBU*     N/A   FS - 24 hours           

Ward 37 - Children's*   
 
RS - 1945 - 0745 N/A FS - 0715 - 1915             

Children's Assessment* 1000 - 2000                   
 Ward 13 - Building work being carried 
out 0900 - 1700                   
    Antenatal Clinic 0800 - 1800                   
    Breast Services Unit* 0830 - 1700                   
    Colposcopy* 0830 - 1700                   
    Gynaecology Outpatients* 0830 - 1730                   
    Gynaecology Pre-Assessment 0830 - 1700                   
    Hysteroscopy* 0830 - 1700                   
    Urogynaecology* 0830 - 1730                   
Ward 35 - Termination of Pregnancy 0900 - 1700                   

  Mon - Fri Out of Hours H @ N 
7 day 
working H24/7 

Level 
 1 

Level  
2 

Level  
3 

Level 
4 

Which 
Level 
Should be 
Delivering 
to 

Patient Support Services     Phase 1               

  Current Current Future Current Current           
Bed Managers +    (hold 219)     N/A               
Site/Bed Managers       (hold 219)   2015 - 0745 √ 0715 - 2030             
Domestic Services Departments 

1700 - 2000 
Wards 
2000 - 0630 N/A 

Wards  
0700 - 1945             



 

 
 

Infection Control Department* 

0800 - 1700 

on call Cons  
shared 
with RGH Cons N/A               

Linen 0730 - 1400   N/A               
Medical records 0830 - 1700 main reception N/A               
Discharge Lounge 0900 - 2200                   
Porters & Waste     N/A   FS - 24 hours           
Restaurant 

    N/A 
0730 - 1930 
2330 - 0230             

Sterile Services  M-T 0600 - 2400 
F 0800 - 1900 on-call N/A               

Medical Illustration - Photography     N/A               
                      
 

          

  Mon - Fri Out of Hours H @ N 
7 day 
working H24/7 

Level 
 1 

Level  
2 

Level  
3 

Level 
4 

Which 
Level 
Should be 
Delivering 
to 

Non Clinical Departments      Phase 1               

  Current Current Future Current Current           
Chaplaincy 0800 - 1700 on-call N/A               
Finance  0830 - 1700   N/A     x         
General Office  0830 - 1700   N/A     x         
IT & Communication Department 0830 - 1700 on-call N/A               
Main Reception  0830 - 1700   N/A     x         
Mortuary   0800 - 1600 on-call N/A               
Occupational Health Department 0830 - 1630   N/A     x         
Patient Advice & Liaison Service   0900 - 1700   N/A     x         
Patients Relatives Office 0830 - 1700   N/A     x         
Risk Management  0830 - 1700   N/A     x         
Supplies Department 0830 - 1700   N/A     x         
Human Resources 0830 - 1700   N/A     x         
Learning and Development 0830 - 1700   N/A     x         



 

 
 

Estates 

0600 - 1800 

on-call 
S-S 0600 - 1800 
M-S 1800 - 0600 N/A               

Security      N/A   FS - 24 hours           
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SUBJECT: HOSPITAL STANDARDISED MORTALITY RATIO (HSMR) 
SUMMARY HOSPITAL MORTALITY INDICATOR (SHMI) 

DATE: APRIL 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 Jugnu Mahajan, 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  

To present to the Board of Directors: 
SHMI 
• BHNFT’s latest position 
• Latest 12 Months position 
• Latest six 12 Months positions 
HSMR 
• BHNFT’s latest position 
• Rolling 12 Months 
• Actions taken to reduce HSMR, SHMI and avoidable deaths 
CODING 
• BHNFT’s position in the region in relation of coding 
• Effect of coding on HSMR 

CONCLUSION AND RECOMMENDATION(S)  

Conclusion:  
1.1 The Trust’s position for SHMI remains in the ‘as expected’ range 

1.2 HSMR for the rolling 12 months has shown an increase 

1.3 Crude Mortality rates have remained below the mean 
 
Recommendation: 
The Board is kindly requested to note the Trust’s performance on Hospital Mortality and to note 
the progress against the priorities set to achieve the goals to reduce avoidable deaths and 
HSMR. 
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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

Governors 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
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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: 14/04/P-07 

 
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 July 2012 – June 2013 
as published by the Health & Social Care Information Centre. 

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

2.3 Hospital’s Crude Mortality Rate including the latest month’s data for February 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) is from 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 in the ‘as expected’ band 

 

 
 
 
 
 
 

3.3.1 The Trust’s position in relation to other Trusts has also been reasonably 
consistent.  The next SHMI release is due in April 2014. 
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4 HOSPITAL STANDARDISED MORTALITY RATIO 
 

4.1 Latest Rolling 12 Months December 2012 – November 2013, Yorkshire and Humber 
Non Specialist Trusts.  The 12 Month rolling HSMR up to the month of Nov 2013 is 
114.  This remains the highest in the region.  The reason for the increase is that 
although since May 2013 the crude mortality has remained low however as HSMR is 
presented as a twelve months rolling figure the figure reported this month is high 
because we have lost a low HSMR month while the two months of high mortality 
(December 2012  and April 2013) are still in this period.  Analysis of crude mortality 
rates suggests that HSMR will fall from next month. 

 
 

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 114.2 20651 868.9 992 107.2 121.5 4.80% 
Doncaster & Bass  NHS FT 109.5 36052 1566.9 1716 104.4 114.8 4.76% 
Calderdale & Hudds NHS FT 107.3 36829 1328.5 1426 101.8 113.1 3.87% 
North Lincs & Goole  NHS FT 103.5 37037 1365.4 1413 98.2 109.0 3.82% 
Harrogate & District NHS FT 103.3 15775 551.9 570 95.0 112.1 3.61% 
Rotherham NHS FT 103.1 19804 934.3 963 96.7 109.8 4.86% 
York Teaching  NHS FT 101.2 46935 1853.9 1876 96.7 105.9 4.00% 
Sheffield Teaching  NHS FT 98.5 81563 2395.0 2359 94.6 102.6 2.89% 
Bradford Teaching  NHS FT 98.5 35769 1109.2 1092 92.7 104.5 3.05% 
Leeds Teaching  NHS Trust 97.3 58205 2460.5 2394 93.4 101.3 4.11% 
Mid Yorks  NHS Trust 94.4 47607 1880.9 1776 90.1 98.9 3.73% 
Hull & East Yorks  NHS Trust 90.0 56064 2237.6 2013 86.1 94.0 3.59% 
Airedale NHS FT 82.9 18438 739.8 613 76.4 89.7 3.32% 

 
4.2 Effect of Palliative Care and co-morbidity coding on HSMR 

These charts below show the variation in the prevalence of Palliative Care and Co-
Morbidity coding in the HSMR Group.  It is clear that Rotherham and Hull Hospitals are 
delivering and coding more Palliative Care than other Yorkshire and Humber hospitals.  
Variation is also seen in co-morbidity coding. 
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2 3 4 5 6 7

Airedale NHS FT

North Lincs & Goole  NHS FT

Hull & East Yorks  NHS Trust

Harrogate & District NHS FT

York Teaching  NHS FT

Gr& total

Leeds Teaching  NHS Trust

Doncaster & Bass  NHS FT

Calderdale & Hudds NHS FT

Mid Yorks  NHS Trust

Rotherham NHS FT

Barnsley  NHS FT

Sheffield Teaching  NHS FT

Bradford Teaching  NHS FT

Average Comorbidities per Spell
HSMR Group Dec 2012 - Nov 2013

1.0% 1.5% 2.0% 2.5% 3.0% 3.5%

Rotherham NHS FT

Hull & East Yorks  NHS Trust

Airedale NHS FT

Mid Yorks  NHS Trust

Barnsley  NHS FT

North Lincs & Goole  NHS…

Gr& total

Doncaster & Bass  NHS FT

Leeds Teaching  NHS Trust

York Teaching  NHS FT

Calderdale & Hudds NHS FT

Harrogate & District NHS FT

Sheffield Teaching  NHS FT

Bradford Teaching  NHS FT

Palliative Care Coding %
HSMR Group Dec 2012 - Nov 2013

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
4.3 This table below shows the HSMR with and without the effect of Palliative Care coding 

for the latest rolling 12 month period December 2012 – November 2013.  Palliative 
Care coding increases the expected number of deaths.  Rotherham’s and Barnsley’s 
crude mortality % and HSMR without adjusting for Palliative Care are very similar.  
Rotherham’s higher Palliative Care coding % may contribute to a lower HSMR. 

 
Trust Name Mortality 

% 
 

Expected 
Mortality % 
(adjusting 

for palliative 
care) 

HSMR HSMR (without 
adjusting for 

palliative care) 

Palliative 
Care Coding 

% 

Rotherham NHS FT 4.86% 4.72% 103.07 112.88 3.1% 
Barnsley  NHS FT 4.80% 4.21% 114.17 113.77 1.8% 
Doncaster & Bass  NHS FT 4.76% 4.35% 109.51 108.03 1.6% 
Leeds Teaching  NHS Trust 4.11% 4.23% 97.3 93.43 1.5% 
York Teaching  NHS FT 4.00% 3.95% 101.19 99.8 1.5% 
Calderdale & Hudds NHS FT 3.87% 3.61% 107.34 106.42 1.5% 
North Lincs & Goole  NHS FT 3.82% 3.69% 103.49 101.23 1.8% 
Mid Yorks  NHS Trust 3.73% 3.95% 94.43 94.92 1.8% 
Harrogate & District NHS FT 3.61% 3.50% 103.27 101.54 1.3% 
Hull & East Yorks  NHS Trust 3.59% 3.99% 89.96 90.38 3.0% 
Airedale NHS FT 3.32% 4.01% 82.86 84.27 2.0% 
Bradford Teaching  NHS FT 3.05% 3.10% 98.45 94.41 1.0% 
Sheffield Teaching  NHS FT 2.89% 2.94% 98.5 93.61 1.2% 

 
4.3.1 This table shows the latest rolling 12 Months HSMR.  This is a stable indicator of 
 long term trends. 
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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 Feb 2014 943 38868 24.3 
* excludes Day cases unless a death     

 
5.2 Statistical Process Control (SPC) Chart, Crude Mortality Rate, BHNFT 
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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 2012 and April 2013.  
However, since May 2013 the Crude Mortality rates are below the mean average. 

 
6. OVERARCHING MORTALITY DRIVER DIAGRAM 
 

       
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Aim Primary Devices Secondary Devices 

 
 

To reduce avoidable 
deaths 

 
Reduce HSMR to 
105.0 by January 

2015 
 

Clinical Care 

Reliable Care Systems 

Leadership 

Documentation and 
Informatics 

End of Life Care 
 

• Implement evidence base 
care pathways 

• Strategies to reduce harm 
• Ensure scrutiny of all deaths 

• Implement 7 Day Services 
Keogh Standards 

• Robust escalation systems 
• Reliable reporting and acting 

on Never Events 

• Effective communication of 
mortality statistics 

• Clinicians take responsibility 
for processes – monitored by 
Performance Meetings 

• New CBU structures to 
prioritise mortality as CBU 
business 

• Improvement of 
competences of coding 

• Improvement in Clinician – 
coder interface 

• Improvement in 
documentation in notes 

• Ensuring skill mix adequate 
in Clinical Coding 

• Improve opportunities for 
people to die in preferred 
place 

• Review of End of Life Care 
extension to 7 Day Service 
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 6.1 Presented here is an overarching Mortality Driver diagram which outlines the primary 
and secondary drivers which influence mortality.  In the part year we have focused on 
improving care provisions in all these areas however the main priorities have been 
‘Clinical Care’, implementing ‘Reliable Care Systems’ and documentation and 
informatics’. 

 
 6.2 With the new Clinical Business Unit (CBU) structure it is anticipated that clinical 

leadership will be strengthened and organisational ‘buy in’ into this area will further 
improve.  Further plans to improve End of Life care will also be developed in this year. 

7. GOALS AND PRIORITIES TO REDUCE AVOIDABLE DEATHS IN THE TRUST 

7.1 Goal 1:- 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? 
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. 

 

• 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. 

• Reduce Avoidable  
Deaths 

 
• Measured by Reduction 
 in HSMR to 105.0 by  
 January 2015 
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 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% 
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. 

7.2 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, VenousThrombo-Embolism (VTE), 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 (QSIEB) 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. 

• Reduce Hospital 
acquired harms, VTE, 
Falls, CAUTIs & 
Pressure Ulcers to 
national average 
 

• Reduce inpatient falls by 
50% by January 2015 

• 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 VTE, Falls, Catheter-Associated 

Urinary Tract Infection (CAUTI) & 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. 

 
7.3 Goal 3:- Enhancing Clinical Leadership 
  
 How will we do it? 

Embedded clinical leadership at service delivery level with a focus on improved quality 
of care prevents avoidable deaths.  Both nursing and medical leadership along with 
General Manager at Clinical Business Unit (CBU) level will ensure effective and safe 
care is delivered. 
 
What are our priorities? 
 
 
 
 
 
 
 
 
 
 
 
 
Target for 2014 
Yet to be defined currently in consultation with Director of Nursing and Director of 
Human Resources. 
 

7.4 Goal 4:- Documentation and Informatics 
 

 How will we do it? 
We will work with each CBU to review the quality of documentation and the associated 
quality of coded data.  The rolling programme of clinical coding audits at a 
specialty/department level will continue.  Audit processes for the quality of 
documentation will be introduced.  A restructure of the Clinical Coding team is planned 
within the next 6 – 12 months this will introduce senior posts that can provide improved 
audit and training functions. 
 

• Adequate nursing 
members and skill mix 

• New CBU structure 
• Supervisory Band 7 
• Extended AMU 

consultant cover to 16 
hours (8am – mid night) 
by March 2015 

• Regular daily reporting of 
nursing members and skill mix 

• Review of skill mix and team 
structure to ensure that we have 
the right people with the right 
skills at the right time  

• Recruitment of AMU consultants 
to full establishment 
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What are our priorities? 
 
 
 
 
 
 
 
 
 
 
 
 
 
Target for 2014/15 
Increase average number of co-morbidities per spell to at least the regional average. 
Improve documentation quality, objectives to be set after ample audits completed. 
Whilst this target has been set there is still an expectation that we will see a continuous 
increase in engagement between CBUs, Clinicians and coders throughout the year. 
Compliance will be identified through re-audits any lessons that can be learnt will be 
shared with the CBU’s. 

 

7.5 Goal 5:- End of Life Care 
 
 How will we do it? 
 End of Life care in BHNFT is being developed in accordance with the Barnsley End of  

Life Care Strategy and Vision.  The strategy is inclusive of all life limiting illness and 
recognises that delivery of compassionate and high quality care is everybody’s 
business.  The district wide end of life care strategy group provides strategic direction 
for the local developments. 

 
 What are our priorities? 
 
  
 
 
 
 
 
  
 
 
 
 Target for 2014/15 

Measurable targets for 2014/15 are in the process of being set.  Amber Care Bundles 
have been introduced on four wards and the plan to roll out on a further two wards.  
Last days of life care pathway is to be developed in the next six months.  Work has 
started on End of life care pathways and further national guidance is awaited. 
 
 
 
 
 

• Improve documentation 
of primary conditions 
and co-morbidities 
 

• Appropriate clinical 
coding team skill mix 
 

• Implement documentation 
reviews this will be implemented 
within 6 months by working 
closly with the CBUs 

• Improve depth of coding for each 
clinical area 

• Implement trainee posts in 
clinical coding 

• Implement senior posts in 
clinical coding to include training 
and audit roles 

• Identification of end of 
life care needs 

• Care planning 
• Coordination of care 
• Development of high 

quality care 
• Last days of life care 
• Care after death 

• Introduction of AMBER Care 
Bundles 

• Last days of life care 
• Last days of life care pathways 
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8. OUR NEXT STEPS 
 
8.1 Mortality Reviews 

Patient deaths are being reviewed within Clinical Service Units (CSUs) however there 
has not been a standardised approach to this throughout the Trust to date.  The 
hospitals revised Mortality Review Process will ensure that the review of all patient 
deaths is standardised throughout the Trust.  There will be a clear review structure that 
meets the duty of candour and ensures the process is open and transparent.  Any 
lessons that can be learnt will be shared throughout the Trust, with action plans 
developed as required.  The review process has been launched with a ‘go live date of 
1st April 2014. 
 
A Mortality Case Note Review will be performed by the Consultant responsible for the 
patient’s care, within 15 working days of death.  The Mortality Review Group, who 
meets on a weekly basis, will review all Mortality Case Note Reviews. Where there is 
any cause for concern relating to the patients’ death, the death will be referred for a 
‘Clinical Business Unit Multi-disciplinary Mortality Review’.  The Clinical Business Unit 
(CBU) Multi-disciplinary Mortality Review will be conducted by the consultant 
responsible for the patient’s care and the Lead Nurse from the ward/clinical area where 
the patient died.  This will be completed within 15 working days of referral from 
Mortality Review Group.  This review will be presented to the CBU by the Consultant 
and Lead Nurse. This will constitute a peer review of the patient’s death.  Lessons 
learnt from the mortality review will be shared across the CBU. 

The Mortality Steering Group will review all Mortality Case Note Reviews and Clinical 
Business Unit (CBU) Multi-disciplinary Mortality Reviews.  Any lessons learnt from the 
mortality reviews will be shared through exception reporting to QSIEB.  

8.2 The Deteriorating Patient 
 

8.2.1 National Early Warning Score (NEWS) 
Following completion of a pilot of the National Early Warning Score (NEWS), it 
was decided in January 2014 to implement NEWS across BHNFT for all adult 
patients. An escalation pathway was formulated to reflect national and local 
requirements.  This has been incorporated into ‘Recognising and responding to 
the Acutely Ill Adult Patient: Including Sepsis Recognition and Treatment’ 
document. 
 
In order to ascertain that our hospital has implemented NEWS effectively a 
clinical audit is to be undertaken at the end of April 2014.  The audit will initially 
cover 60 sets of patient healthcare records: 30 from medicine, 20 from surgery 
and 10 from the Emergency Department.  This will be a retrospective audit of 
healthcare records from discharged patients and will include records of 
deceased patients.  The outcome of this audit will be communicated through the 
quality and governance structures of the organisation.  The outcomes of the 
audit will direct and focus further efforts in ensuring good levels of 
implementation and compliance.  There will be an additional audit, the timeframe 
for which will be determined by the outcome of this initial audit. 
 
The Trust has a target to demonstrate 95.0% compliance with the 
implementation of NEWS by April 2015.  Whilst this target has been set there is 
still an expectation that we will see a continuous increase in compliance 
throughout the year.  Compliance will be identified through re-audits and the 
results of these will be reported accordingly. 
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8.2.2 Sepsis Recognition and Management Tool incorporating Sepsis Six Care 

Bundle 
The adult observation chart incorporates NEWS and the associated Escalation 
Pathway, also includes the Sepsis Screening and Management Tool. 
 
A number of patients who deteriorate in the acute hospital settings have an 
infection and develop sepsis. Sepsis is a recognised and under identified cause 
of deterioration in adult patients in acute hospital settings.  The Sepsis Six Care 
Bundle has been demonstrated to reduce mortality from sepsis. 
 
All patients identified as having sepsis should be commenced on the Sepsis Six 
bundle of care within an hour of recognition. The timings of this should be 
documented on the FABULOS sticker (Fluids, Antibiotics, Blood Cultures, Urine, 
Lactate, Oxygen, Sepsis Six) and page four of the Observation Chart. 
 
A pilot audit completed in February 2014 demonstrated poor compliance with 
the Sepsis Six Care Bundle.  An audit of 49 sets of healthcare records 
demonstrated 8.0% compliance with the Care Bundle. 
 
A number of immediate measures are being taken to address this; (reference 
Appendix 3). 
 
Patient Safety Champions from both the nursing and medical teams are to be 
nominated in clinical areas to support the implementation of initiatives such as 
NEWS and Sepsis Recognition and Management Tool. 
 
Whilst this is a Trust-wide re-launch of the Sepsis Six Care Bundle there will be 
an initial focus on three defined clinical areas; Emergency Department (ED), 
AMU and Surgical Decision Area (SDA).  An audit will be undertaken in these 
three areas at beginning June 2014 to confirm there has been a successful re-
launch of the Sepsis Six Care Bundle.  Assuming the audit provides the level of 
assurance required the roll out of implementation will continue in 8 weekly 
cycles across individual clinical areas.  Each cycle of change will be supported 
by a re-audit.  We believe that by supporting the re-launch and implementation 
of the Sepsis Six Care Bundle with the PDCA process; plan–do–check–act, the 
continuous improvement of the implement of this process will be effective and 
sustainable throughout the organisation. 
 
The Trust has a target to demonstrate 95.0% compliance with the 
implementation of Sepsis Six Care Bundle by April 2015.  Whilst this target has 
been set there is still an expectation that we will see a continuous increase in 
compliance throughout the year. 
 

8.2.3 Community Acquired Pneumonia (CAP) Care Bundle 
During March 2014 the CAP Care Bundle has been implemented in the 
Emergency Department (ED) and Acute Medical Unit (AMU).  Plans are to 
implement for an additional eight weeks and then audit levels of implementation.  
Feedback of the audit will be reported to the Mortality Steering Group where a 
process of continuous audit will be monitored and actions to improve levels of 
compliance will be agreed. 
 
Appendix three is a table of recommendations and the actions to be taken. 
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Appendices: 

• Appendix 1 – Time Line of actions completed  

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

• Appendix 3 – Table of actions 
 
 



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 successfull 
Triggering pathways agreed 

Medical Examiner process to be researched by Phil 
McAndrew 

Jane Masterson to represent Mortality Steering 
Group at  BHNFTS Palliative Care meeting.  Jane  visit 
to Rotherham NHSFT coding team 

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

August 2013: Final HSMR for 2012/13 released 

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 

Appendix 1



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 sucessfull Development of Pneumonia 
Bundles

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

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 

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 

Septicemia 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 outlie in two of these, 

External Review of HSMR deaths in April to begin: 
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 QSIEB required, system should go live  in April 2013 

75% of Septicemia Bundle compliance audit completed: 
results expected in February/March. 

Early Warning Score now deployed in all relevant areas 

Pneumonia Bundles: Dr Rajiv & Respiratory Nurse are 
finalising the care pathway documents. Once completed, 
implementation will commence. 

Sepsis Audit: Poor compliance. Sepsis  bundles to be 
relaunced across the trust. 

Pneumonia Bundles: Now commenced and being 
implemented in relevant clinical  areas including ED. 

Report commisioned from Prof Mohammed at 
Bradford University reviews our HSMR, focusing on 
our expected mortality % 

AQuA Review commenced 

Review of deaths in CCS groups,Acute Bronchitis and 

Acute Renal  failure: Reports expected in April 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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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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Septicemia Compliance Chart1 
To be determined after clinical audit 



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 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 

Appendix 3 

Recommendations Actions Lead Person Implementation Date 

Present the audit results at 
various meetings and 
committees 

Present at the Medical Staffing Committee Dr P McAndrew March 2014 

Present at the Monthly Leaders – Clinical Summit 
meeting 

Dr P McAndrew 7 March 2014 

Present at QSIEB Dr H Pochron & 
Dr P McAndrew 

12 March 2014 

Present at the Senior Nurses Forum Mr J Newell March 2014 

Re-launch ‘sepsis six’ 
management and pathway 

Design and launch the ‘sepsis six’ screen saver, with 
support from the Comms Team 

Mr J Newell 1 April 2014 

Raise awareness at CBU (and CSU level) meetings Mr J Newell 1 April 2014 

Discuss feasibility of ‘sepsis’ management and 
pathway to be included as part of mandatory training 
with Medical Education Manager 

Mr J Newell 1 April 2014 

Identify members of both the nursing and medical team 
to become Patient Safety Champions 

Mr J Newell 1 April 2014 

Design and develop promotional material to be used in 
public areas and clinical areas 

Mr J Newell & 
Miss J Mathieson 

1 April 2014 

Design alert posters to be wall mounted in all clinical 
areas 

Mr J Newell & 
Miss J Mathieson 

1 April 2014 

Introduce ‘sepsis six’ boxes onto 
all clinical areas Identify costings for each box Mr J Newell 1 April 2014 

Re-audit levels of compliance Initiate the re-audit in three months time Miss J Mathieson 1 June 2014 

 



 
 

 
 

 
REF: 

 

14/04/P-08 
 
REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 

 
 
 
SUBJECT: 

 
CLINICAL GOVERNANCE COMMITTEE (CGC) 
-  HIGHLIGHT ASSURANCE REPORT 

 
DATE: 

 
APRIL 2014 

 

 
 
PURPOSE: 

Tick as 
applicable 

For decision/approval 
For review  
For information 

 Tick as 
applicable 

Assurance  
Governance 
Strategy 

 

 
  

PREPARED BY: Suzy Brain England, Non-Executive Director and CGC Vice Chair 
SPONSORED BY: Linda Christon, Non Executive Director and CGC Chair 
PRESENTED BY: Suzy Brain England, Non-Executive Director and CGC Vice Chair 
STRATEGIC CONTEXT 2-3 sentences 

 
 
 
This  highlight  assurance  report  is  presented  following  the  recent  meeting  of  the  Clinical 
Governance Committee (CGC) held on 20 March 2014.   
 

 

QUESTION(S) ADDRESSED IN THIS REPORT  

 
 
 
Are the matters from the Board being appropriately reported to and actioned by the CGC? 
 
Is the Committee enforcing sufficient overview of clinical governance arrangements? 

CONCLUSION AND RECOMMENDATION(S)    
 
 
 
The report shows progress on actions delegated from the Board (and the Audit Committee) and 
a number of issues being actively pursued by the Committee.   
 
The Board is asked to review and endorse the highlight assurance report of the meeting of the 
CGC held on 20 March 2014. 
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REFERENCE/CHECKLIST 
• Which business plan 

objective(s) does this report 
relate to? 

The work of the CGC 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   
 
• Has this report 

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

  CGC  
 

 Not applicable 
 

 NCGRC 
 

 To be developed 
 

 Audit Committee 

  

 Finance Committee 
 

 ET 

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

 

The work of the CGC 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: Clinical Governance Committee (CGC) Highlight 
Assurance Report 

 

Ref: 
 

14/04/P-08 
 
 

1. INTRODUCTION 
The Clinical Governance Committee (CGC) receives exception reports from its reporting 
Committees and 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. 

2. MATTERS TO NOTE 
 
2.1 Matters delegated from the Board or Board Committees 

 
2.1.1 “Right People, Right Skills, Right Time” – national guidance  

The Committee agreed to pursue the actions requested by the Board, including 
an assessment of the Trust’s position with regard to the 10 expectations 

2.1.2 Medication Errors: a detailed analysis and review has been requested to be 
presented to the CGC as soon as possible 

2.1.3 Patients’ stories: actions resulting from patients’ story to be pursued and 
reported back to Board 

2.1.4 C.Difficile: Further assurance requested  
2.1.5 Infection rates for hip and knee surgery: correlation with theatre lists to be 

reviewed (follow up on work led by Director of Infection Prevention & Control). 
2.1.6 Report to the Committee: the Committee noted the Board’s support for the 

proposal to increase the frequency of its meetings, to develop the quality 
dashboard proposed by the Committee and to review its Terms of Reference 
(subject to outcome of the ongoing governance structure review). 

2.1.7 Audit Committee requests: Committee agreed to pursue recommendations 
from two recent completed reports - (i) compliance with NICE guidance and  
(ii) DNA CPR, largely regarding lack of resuscitation committee meetings.  
Further reports scheduled for future meetings 

 
2.2 Board Assurance Framework (BAF) 

The Committee reiterated its concerns regarding the lack of update to the BAF; this will 
be highlighted with the Trust Chairman. 
 

2.3 Medical Examiner (ME) System 
The Committee received a useful update on the ME system to be introduced in BHNFT 
shortly. The Committee requested that the Medical Director liaise with communications 
team to raise awareness internally of the new system. 
 

2.4 Quality Framework/Strategy 
The draft document had been developed with input from the recent Quality event 
(January 2014), discussion at Board and with plans for further review at the March 
Board workshop.   The draft was widely supported, subject to correction of grammatical 
and typing errors. 
 

2.5 Compassion in Practice  
The action plan was reviewed and discussed.  For completeness, end dates were 
requested for all actions.  

 



BoD April 2014: 08_CGC Highlight report Page 2  

2.6 Assistant Director of Nursing (ADoN) reports   
The new style reports continue to evolve.  Further developments will be aligned with 
the restructuring proposals for the Clinical Business Units to ensure regular and 
comprehensive reporting.  Items of note included plans to establish Ward 27 as a 
permanent ward; pilot work ongoing on Ward 29 regarding dementia; agreed actions to 
support reduction in pressure ulcers (with funding from CCG for purchase of more 
ulcer mattresses – and effect to be subject to audit, reporting to the Committee in July). 
 

2.7 Stroke Performance 
This continues to be an area requiring further improvements and an action plan was 
requested for the next meeting. 
 

2.8 Reporting Changes 
The Committee noted the proposed new style reporting for the CQC leads meeting, 
which would be shared with the CGC.  The Committee welcomed the changes to the 
report and agreed that the new process for the CQC leads meeting is positive as it 
would highlight gaps in assurance. 
 

2.9 Research & Development (R&D)  
The Committee reviewed the draft R&D Strategy, due to be presented to the Executive 
Team in April prior to wider consultation.  R&D continues to be an asset to the Trust 
and it was recommended that this should be featured in recruitment material to help 
attract more candidates.   
 

3. EXCEPTION REPORTS 
 

3.1 A number of exception reports were considered. 
 

3.2 In the report on Infection Prevention and Control (IP&C), an increase in surgical site 
infections during caesarean sections was noted.  The Maternity and IP&C teams are 
working together to address this; early work has included trialling of new dressings. 
 

4. POLICIES FOR RECOMMENDATION/APPROVAL 

There were no policies requiring amendment or approval at this meeting. 
 
5. OTHER MATTERS FOR CONSIDERATION 

a) Trustwide Records Keeping Audit – Medical  
Work had been progressed in light of audit outcomes; a re-audit is planned to monitor 
improvements.  The Committee requested a further report in six months time. 

b) Quality and safety assurance visits  
The Committee reviewed the information gleaned from these visits.  Work will continue to 
define what data would be most beneficial to the Committee (to include timescales).  
Some of the issues identified were already noted and being progressed and the 
Committee would not wish to duplicate work.   
The Committee welcomed assurance that feedback is shared with the CQC leads group 
and to the relevant areas direct. 

 
 



 
REF: 14/04/P-09 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 

 

SUBJECT: AUDIT ASSURANCE REPORT 

DATE: APRIL 2014  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance √ 

For review √  Governance  
For information   Strategy   

PREPARED BY: Paul Spinks Non Executive Director 
SPONSORED BY: Paul Spinks Non Executive Director 
PRESENTED BY: Paul Spinks Non Executive Director 
STRATEGIC CONTEXT 2-3 sentences 

Integral to the Trust’s governance arrangements 

QUESTION(S) ADDRESSED IN THIS REPORT  

Are the Trust’s Internal and external auditors satisfied with the current governance 
arrangements? 
 
Is the Committee assured by the reports received and considered? 
 
Has the Committee identified any issues to report to bring to the attention of the Board? 

CONCLUSION AND RECOMMENDATION(S)  

The Board is asked to note this report.   
 
The Committee and auditors have raised queried some aspects of the Trust’s governance 
arrangements but also acknowledged the ongoing work to ensure improvements.   
 

 



 
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”  



Subject Audit Assurance Report Ref: 14/04/P-09 
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1 PURPOSE  
The committee continues to convene bi-monthly to review trust-wide audit assurance 
processes established to support and monitor delivery of the trust’s corporate objectives as 
well as comply with statutory requirements.  

2 INTERNAL AUDIT PROGRESS REPORT 

2.1 The Committee received and noted the Internal Audit progress report.  The progress 
report included details of four audit reports that had been finalised since the previous 
Committee meeting.  One of the finalised audit reports had been allocated a split 
assurance rating of significant / limited, with a second allocated significant assurance.  
The two remaining reports related to follow-up reviews that are not allocated an 
assurance ratings. These reports covered the following:    

• Complaints – Significant / Limited Assurance 

• Information Governance Toolkit – Significant  Assurance 

• GP Letters Follow-up – Assurance Rating N/A 

• Patient Experience Follow-up – Assurance Rating N/A  

2.2 The Committee sought assurance on completion of the 2013/14 Internal Audit Plan, 
noting that a number of reports were still outstanding. We received assurance from 
Internal Audit that their work would be completed as part of their Head of Internal 
Audit Opinion. We requested a further progress report by email in April ahead of the 
May Committee meeting.   

2.3 Internal Audit’s recommendation tracker was received and noted.  The Committee 
thanked Internal Audit for preparing the tracker.  We were pleased to note that action 
is now being taken in relation to the Medical Devices audit that had previously been 
shown as outstanding.    

3 INTERNAL AUDIT 2014/15 PLANNING 

3.1 The Committee received a planning document highlighting audits undertaken 
historically.  A number of Directors had identified risk areas for inclusion in the audit 
plan for 2014/15.  Where input had not been received, Internal Audit were requested 
to make further contact with the relevant Director.  It was agreed that the Draft 
Internal Audit plan would be shared with the Chairs of both the Non-Clinical 
Governance and Risk Committee and Clinical Governance Committees.   

4 LOCAL COUNTER FRAUD (LCFS) UPDATE 

4.1 The Committee received and considered the LCFS’s progress report.  The Committee 
were assured that significant work is on-going to maintain the embedded anti-fraud 
culture across the Trust. 

4.2 The crime awareness sessions held jointly with the Local Security Management 
Specialist had enabled the Local Counter Fraud Specialist to interact with a significant 
number of staff. A local proactive exercise has also commenced. 
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5 EXTERNAL AUDIT PROGRESS REPORT 

5.1 The Committee received and noted the external audit progress report.  The key issue 
identified related to system access, where a member of staff’s password had been 
shared and used in their absence (whilst on secondment). 

5.2 External Audit also provided an update on the financially challenging environment 
faced particularly by small Trusts.  Whilst the Trust had performed reasonably well up 
until month 9, (the period reviewed by external audit), External Audit had been made 
aware of the deficit position in month 10. PwC noted that the financial position will be 
monitored as part of their going concern review during the year end audit.   

5.3 The scope of external audit’s proposed work in relation to the Quality Account was 
presented to the Committee and agreed to be appropriate.  The process had 
previously been discussed with key stakeholders at the Trust.  

6 ANNUAL REVIEW OF GOVERNANCE 

6.1 The Quality Governance Framework assessment was received by the Committee.  It 
was noted that Monitor’s authorisation criteria required the Trust to demonstrate a 
Quality Governance score of less than 4 with an overriding rule that none of the 
categories can be entirely amber/red rated.   The Trust’s self- assessment score of 
3.5 was noted, although the Committee challenged the scores in relation to 
capabilities and culture, noting gaps in relation to the need for a non-executive 
director with clinical skills.  It was also noted that the action plan required timelines.   

6.2 The Audit Committee requested that the Annual Report makes reference to their 
review of the self-assessment.  

6.3 The Committee also received an update in relation to the Code of Governance for 
2013/14 and acknowledged the changes since this was last prepared. The 
Committee, however, requested clarification on the Trust’s responses in a number of 
areas.  We also noted that the governance arrangements around committees needed 
strengthening. 

6.4 Members of the Committee were becoming increasingly concerned that the Board 
Assurance Framework had not been updated.  The implications of this were 
considered significant and the Committee requested that the issue be addressed 
immediately. 

7 PROGRESS ON ANNUAL REPORT   

7.1 The Committee received an early draft of the Annual Report, acknowledging that the 
document was still a work in progress and that the financial information was not 
available for insertion at this stage.  The Committee welcomed the early draft this 
year and noted that the contents checklist would be very useful in facilitating review of 
compliance with Monitor’s requirements. 

8 REVISED MONITOR ANNUAL REPORTING MANUAL 

8.1 Monitor published their revised NHS Foundation Trust Reporting Manual on 14th 
March 2014.  The Committee received assurance that Finance had reviewed the 
guidance and communicated the changes to key stakeholders across the Trust. 
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SUBJECT: SIX MONTHLY DIRECTOR OF NURSING & QUALITY REPORT 

DATE: APRIL 2014  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review √  Governance  
For information   Strategy   

PREPARED BY: Alison Bielby  
SPONSORED BY: Heather McNair 
PRESENTED BY: Heather McNair 
STRATEGIC CONTEXT 2-3 sentences 

To provide the Board with a six monthly update on nursing and midwifery activity. 

QUESTION(S) ADDRESSED IN THIS REPORT  

What are the nursing developments and achievements in the last 6 months? 

CONCLUSION AND RECOMMENDATION(S)  

To note and support future work plans. 
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REFERENCE/CHECKLIST 

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

Objective 1: Providing high quality and safe services  
(sub-objective 1.2: Meeting national, regional and local regulatory and 
service standards) 

• 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: Six Monthly Director of Nursing & Quality Report Ref: 14/04/P-10 
 
 
1. INTRODUCTION  

1.1 This report will provide an update to the Trust Board on nursing and midwifery activity 
of the last six months of 2013/14 from 1 October to 31 March.  

1.2 It will detail Trust wide initiatives and provide links to the specific clusters of medicine, 
surgery and midwifery based on the areas identified within the nursing strategy. It will 
identify achievements in practice and any risks that have been identified that may be 
impact on the delivery of high quality and safe care in the clinical areas. 

1.3 Future developments will also be discussed as part of the paper with timescales for 
implementation. 

2. TRUST WIDE 

2.1 A review of the nursing structure has been undertaken alongside the new structure for 
the Clinical Business Units (CBUs). It has been agreed that the voice of nursing will 
be strengthened at senior management level within the CBU through the appointment 
of five Heads of Nursing into each CBU where nursing is delivered. The Heads of 
Nursing will deliver on CBU business and also be responsible for taking a lead on 
strategic nursing issues. 

2.2 The Heads of Nursing will be supported by a matron structure within the CBU 
however this will be leaner than the current structure due to the implementation of the 
supervisory lead nurse role within wards and departments. New job descriptions for 
both roles have been developed to reflect this change.  

2.3 Prior to the implementation of the CBUs the Head of Midwifery has taken over 
responsibility for paediatric services. 

2.4 Following the launch in December 2012 of Compassion in Practice by the Chief 
Nurse for NHS England a Trust action plan was developed.  This is on track to deliver 
against the actions and is being monitored by the Clinical Governance Committee. 

2.5 The current Trust nursing strategy was a two year strategy over the years 2012-14.  
This is currently being reviewed and a three year strategy will be developed to be 
delivered in conjunction with the Trust Quality and Safety Strategy and Business 
Plan. The following details achievement and risks against the current nursing 
strategy. 

2.6 Getting staffing right 

2.6.1 As part of ongoing work to ensure the correct staffing levels in the Trust, the 
staff undertook a week of acuity assessment in January using the safer nursing 
care tool. This information was benchmarked against previous assessments 
and will be used to inform the nursing workforce requirements. It will be 
repeated again in July 2014. 

2.6.2 As identified on the Compassion in Practice action plan the Trust has reviewed 
the PANDA (Paediatric Acuity Nursing Dependency Audit) acuity tool for 
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paediatrics and is progressing a six month trial to aid assessment of staffing 
requirements.  

2.6.3 Within Midwifery services the Trust currently uses the NPSA (National Patient 
Safety Agency) intrapartum scorecard to assess acuity on the Labour and 
Delivery Suite, the national recommended tool for midwifery services is 
Birthrate plus and the Trust is currently in the process of purchasing this tool. 

2.6.4 The Director of Nursing and Quality is attending an event on 25 March 2014 
with NHS England regarding the National Quality Board requirements for 
implementing the staffing guidance. 

2.6.5 Recruitment has been undertaken of both registered and unregistered nursing 
staff for the elderly care wards to ensure that staffing meets national guidance. 

2.6.6 A recruitment campaign was undertaken across all specialities in quarter three 
of the year in order to ensure that new and current vacancies were recruited to 
and that extra beds could be opened over the winter period in order to support 
patients being admitted within 4 hours of assessment in the emergency 
department. 

2.6.7 Further detailed information about nurse staffing will be presented to the Board 
in a separate paper. 

2.7 Delivering high quality safe patient care  

2.7.1 The safeguarding adults team has had a vacancy since the resignation of the 
Named Nurse in December 2013. The role has been reviewed and a Named 
Professional has been appointed to commence in post 24 March 2014.  

2.7.2 Following the CQC safeguarding children assessment in August 2012, work 
has continued to focus on delivery of the action plan to ensure that the 
pathways for the care of children and young people presenting with alcohol or 
substance misuse issues are fully embedded in practice. A pre birth pathway 
has also been jointly developed and implemented in conjunction with Social 
Care colleagues to ensure early identification and intervention with mothers 
who need extra support. 

2.7.3 The Corporate Matron has jointly led the pilot of the implementation of the 
National Early Warning Score (NEWS) in the Acute Medical Unit and the 
subsequent roll out Trust wide following training and education.  An audit will 
be undertaken in Quarter 1 of 2014/15 to ensure that the policy is being 
appropriately followed.  A new post of Corporate Matron, Patient Safety has 
been developed and will continue with the roll out. 

2.8 Measuring the impact of care 

2.8.2 Commencing in October 2013 a set of monthly nursing metrics audited in the 
wards and departments. These are monitored by the Assistant Directors of 
Nursing and action plans implemented for those areas that are not showing a 
month on month improvement. 

2.8.3 The Trust has signed up to participate in the national Open and Honest 
initiative that is being led by NHS England. This includes monitoring falls, 
pressure ulcers and infection control and undertaking mini root cause analysis 
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(RCA) investigations into each episode of harm. A patient and staff satisfaction 
survey is undertaken at the time of each harm to triangulate information. Each 
month the data is uploaded to the Open and Honest website along with a 
patient story and an improvement story. The results are available to patients 
through NHS Choices. 

2.9 Patient Experience 

2.9.1 The clinical areas have all embraced the implementation of the Friends and 
Family Test (FFT) with response rates incrementally increasing over the 
months as it becomes embedded. The Maternity Friends and Family Test was 
implemented in October 2013 as per national guidance.  

2.9.2 The Emergency Department has found this particularly challenging however 
from January 2014 a token system has been implemented in the department 
that is showing an increased response rate. This is being utilised along side 
“Have your say” cards to ensure that qualitative as well as quantative feedback 
is received. 

2.9.3 As part of the Open and Honest implementation a patient experience 
questionnaire has been implemented across all areas to gain qualitative 
feedback on a monthly basis alongside the FFT information. 

2.10 Staff Experience 

2.10.1 The Trust continues to work closely with the local Higher Education Institutes 
to deliver training for both pre-registration and post registration training of 
nurses and midwives and has successfully moved onto a new system of 
monitoring and audit to deliver this. Following the introduction of a new system 
of funding for non medical student education the Trust will be appointing to a 
new post of Quality Placement Lead to support both mentors and trainees in 
practice ensuring a good quality placement for both. 

2.10.2 Following work undertaken in conjunction with the University of Sheffield a 
development programme has been developed to support the move to 
supervisory band 7 role as identified in the Francis report. This has been 
implemented from February 2014. 

2.10.3 In November 2013 the Trust held a nursing conference focused on “A passion 
for compassion”, whereby good practice was shared by novice speakers from 
all areas of practice across the Trust to approximately 80 of their colleagues. 
The key note speaker was Margaret Kitching, Director of Nursing and Quality, 
NHS England South Yorkshire and Bassetlaw. A number of poster 
presentations were also delivered. 

3. FUTURE WORK PLANS 

3.1 There are a number of initiatives that nursing is planning to deliver over the next six 
months, in the second part of the financial year. 

3.1.1 Implementation of supervisory Lead Nurses 
Work continues following the nursing review to implement the supervisory lead 
nurse, this will be implemented as part of the Trust restructure. 
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3.1.2 Non Registered Nursing Staff Conference 
The Trust is planning a Non Registered Nursing conference on 28 May 2014 
that aims to highlight and share the good practice across the Trust and also 
look at future competence and opportunities for staff. 

3.1.3 Patient information Boards 
The Trust has invested in information boards for patients for each ward that will 
detail the daily staffing levels. These will be implemented by the 1 April 2014. 
Open and Honest Boards have also been purchased to ensure that patients 
get information about quality and safety on a daily basis. 
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SUBJECT: THE NURSING AND MIDWIFERY STAFFING LEVELS AND SKILL 
MIX REPORT 

DATE: APRIL 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 

There is a requirement for the Trust Board to review nursing and midwifery staffing levels every 
6 months. 

QUESTION(S) ADDRESSED IN THIS REPORT  

Are nursing and midwifery staffing levels meeting minimum safe standards? 
 
Are the right people with the right skills in the right place at the right time? 

CONCLUSION AND RECOMMENDATION(S)  
The current nursing and midwifery establishments are meeting safe minimum standards.  Ward 
28 requires further in depth analysis of the acuity work to inform future staffing requirements. 
 
Ward 19, 20 and AMU (Acute Medical Unit) continue to have unfilled vacancies against funded 
establishment but are actively recruiting.  The staffing shortages are being mitigated by the use 
of bank staff and redeployment of staff from Ward 29 which has now closed. 
 
Recommendations 
To endorse current staffing levels and support on-going review and monitoring through Clinical 
Governance Committee. 
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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: THE NURSING AND MIDWIFERY STAFFING LEVELS 
AND SKILL MIX REPORT Ref: 14/04/P-11 

1. INTRODUCTION  

1.1 Following the publication of the Francis (2013) and Keogh (2013) reports, safe 
nursing staffing levels have been ever more highlighted as being of critical importance 
in delivering high quality, safe and effective care.  

1.2 In addition to providing appropriate numbers of staff it is also necessary in line with 
action area 5 of compassion in practice (2013), the Chief Nursing Officer’s vision for 
nurses, midwives and care givers, to ensure that the “right staff with the right skills are 
in the right place.”  Therefore while this report focuses on ensuring that our numbers 
and ratios of staff are safe and appropriate, further work on supporting our nursing 
staff to have the right skills, education and training must continue.  

1.3 On 20
 
November 2013 the paper “how to ensure the right people, with the right skills 

are in the right place at the right time – a guide to nursing, midwifery and care staffing 
capacity and capability” by the National Quality Board (NQB) was published which 
has provided much needed guidance and clarity on expectations of provider and 
commissioner organisations on setting safe staffing levels. As previously reported to 
the Board, the report sets out 10 clear expectations regarding the roles and 
responsibilities of boards in ensuring firstly that safe staffing levels are set and 
consequently that appropriate staff are in place to meet these levels.  

1.4 There are several nurse staffing tools in existence, many of which are based on 
acuity and dependency measurement and whilst there is no absolutely objective tool, 
the importance of setting staffing levels supported by such tools was recognised by 
the Keogh report (2013); ambition 6 - “nurse staffing levels and skill mix will 
appropriately reflect the caseload and the severity of illness of the patients they are 
caring for and be transparently reported by trust boards”. This is further supported by 
the aforementioned compassion in practice (2013) which specifically asks trusts to 
use such evidence based tools and to publish through trust boards staffing levels and 
their impact on care on a six monthly basis. The staffing guidance by the NQB 
identifies specific tools that are advised for use within different specialities. 

1.5 More detailed guidance is provided by the Royal College of Nursing (RCN) who 
identify the impact that registered nurse:bed ratios can have on quality and safety of 
care.  Review of the evidence found that it is likely that care will be compromised if 
these ratios climb above 1:8, although there is an absence of clarity on the suggested 
requirements for night shift staffing, which historically has been lower than daytime 
staffing largely due to lower activity levels. Due to this widely recognised issue, very 
few wards would require the same ratio across a 24 hour period; however in some 
cases such as 24 hour assessment areas and intensive therapy units this may be 
indicated. 

1.6 This paper will set the current position of nurse staffing within Barnsley Hospital NHS 
Foundation Trust (BHNFT) and detail the on-going work that is being undertaken to 
ensure that clinical areas are safely staffed. 

2. TRUST WIDE NURSING STATISTICS 

2.1 The profile for the trust for nursing and midwifery staff in post in March 2014 
compared with November 2013 including both registered and non registered support 
staff to nursing by band is as follows: 



 

SMT:\Board\Templates & Agenda\11_Nurse Staffing  Page 2  
 

 
Table 1 
 
Pay Band March 2013 WTE March 2014 WTE Difference WTE 
Band 2 138.89 160.70 +21.81 
Band 3 137.11 139.14 +2.03 
Band 4 31.25 35.76 +4.51 
Band 5 453.00 450.30 -2.7 
Band 6 279.67 274.59 -5.08 
Band 7 125.89 120.01 -5.88 
Band 8a 23.94 23.30 -0.64 
Band 8b 2.00 2.00 0 
Band 8c 3.00 3.00 0 
Band 8d 1.00 1.00 0 
Director of 
Nursing 1.00 

 
1.00 

                        
0 

Total 1196.85 1210.80 +13.95 

2.2 The Trust overall ratio of registered to non-registered staff in post in March 2013 was 
74:26%; in March 2014 this is 72:28%. This includes all nursing staff within the Trust 
taken from the electronic staff record not just inpatient staff. 

2.3 When viewed as a Christmas tree diagram it can be seen that the greatest number of 
staff in the nursing and midwifery workforce is in the band 5 registered nurse role.  
This is to be expected as these are the registered staff who are delivering the clinical 
care in the clinical areas supported by senior staff at band 6 and band 7. 

2.4 The smallest number of non registered posts is at band 4; again this is to be expected 
as band 4 posts are not widely implemented across the NHS and it is usually 
recommended that these staff are qualified to foundation degree level.  The Trust has 
seen an increase in band 2 non-registered posts over the last year.   

Table 2 
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2.5 The turnover of registered staff over the year February 2013 to February 2014 can be 
seen in the table on the next page: 
 
Table 3 
Nursing and midwifery staff in post February 2013 – February2014 (Permanent 
and fixed term only) 
 

 Feb 
13 

March 
13 

April 
13 

May 
13 

June 
13 

July 
13 

Aug 
13 

Sept 
13 

Oct 
13 

Nov 
13 

Dec 
13 

Jan 
14 

Feb 
14 

Total 

Starters 
WTE 4.80 3.00 3.12 2.03 4.00 6.45 3.00 8.80 9.00 8.84 5.00 15.57 4.00 77.61 

Leavers 
WTE 6.60 5.80 7.60 5.43 9.23 6.27 9.79 9.76 5.00 5.43 10.23 8.77 5.03 94.93 

Total in 
post 894.24 890.96 889.20 882.19 881.16 876.58 873.26 874.61 877.53 881.61 882.62 887.00 888.91  

2.6 As can been seen from the data despite the investment made by the Trust into nurse 
staffing levels and a large recruitment campaign commencing in September 2014 the 
number of registered staff leaving has been higher than those recruited over the past 
12 months with a difference of 17.32 WTE. This is illustrated in the tables below: 

Table 4 

 
 
 
 
 
 
 
 
 
 
 
 
 Table 5 
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3. GENERAL NURSING BENCHMARKING 

3.1 Using data on iView, BHNFT staffing can be benchmarked against over similar sized 
Trusts, the benchmarking data is from December 2013 (latest available) and is 
illustrated in the tables on the table below. This includes all nursing staff and does not 
represent just ward based ratios. 

Table 6 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Table 7 
 
  Staff percentage 
  Registered Unregistered Band 5,6,7 
Airedale 27.32 72.68 68.85 
Rotherham 27.39 72.94 67.66 
Harrogate & District 26.92 73.08 70.94 
Barnsley 26.07 73.50 71.37 

 
3.2 Using this data it can be seen that BHNFT has similar ratios of registered to non-

registered nurses as other comparable local small trusts and also a similar 
percentage of nurses within the bands of 5, 6 and 7 as a whole. However we have a 
greater percentage of registered staff at band 5 and less percentage at band 7 than 
our peers. 

3.3 BHNFT non registered staffing is made up differently to other similar trusts as we 
have a greater percentage of band 3 staff in post and less band 2 staff however the 
whole of the non registered staffing percentage is equivalent. We also have a greater 
percentage of band 4 posts than the other trusts. 

3.4 Within the Trust the band 3 and 2 roles are very different. Band 3 staff are Healthcare 
Support Workers trained to NVQ level three and undertake care such as 
observations, simple dressings etc, whereas band 2 staff are Nursing Auxiliaries that 
only undertake personal care such as washing, dressing and feeding patients.  

 

 Band  
Acute - Small 

Airedale Rotherham 
Harrogate 
& District Barnsley  

1 0.00% 0.00% 0.00% 0.00% 
2 16.39% 18.81% 20.51% 11.54% 
3 10.38% 6.93% 5.56% 11.97% 
4 0.55% 1.65% 0.85% 2.56% 
5 37.16% 32.01% 35.47% 38.46% 
6 19.67% 24.42% 24.36% 23.08% 
7 12.02% 11.22% 11.11% 9.83% 
8a 2.73% 3.96% 2.14% 1.71% 
8b 1.09% 0.66% 0.00% 0.00% 
8c 0.00% 0.33% 0.00% 0.43% 
8d 0.00% 0.33% 0.00% 0.00% 

Total 100.00% 100.00% 100.00% 100.00% 
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3.5 The Care Quality Commission risk rating for nurse staffing (February 2014) defines 
the Trust as not at risk, it identifies qualified staff to bed ratio for BHNFT as 2.09 
against an expected of 1.82. 

3.6 For staff supervision/support for nursing again the CQC has not identified a risk as 
defined below: 

 
Table 8 

 
Indicator Observed Expected Risk rating 

Ratio of band 6 nurses to band 5 nurses 0.49 0.42 No evidence of risk 
Ratio of ward sister (band 7) to band 5/6 nurses 0.14 0.19 No evidence of risk 
Proportion of all ward staff who are registered 0.69 0.72 No evidence of risk 

4. NURSING ESTABLISHMENTS 

4.1 Present budgeted establishments are based on a skill mix of registered: non 
registered 60:40 for a general surgical and medical ward with the aim to move to 
65:35. The Lead Nurse is budgeted to be surplus to the clinical rota 40% of the time 
until the move is made to supervisory status. All BHNFT budgets have 22.5% on 
costs which include annual leave, sickness and maternity leave. 

 
Table 9 

 
  All Staff Registered staff 

Ward 
Available  

beds 

Budgeted 
Establish

ment 
Payroll  
In Post Vacancy 

Budgeted 
Establish

ment 
Payroll  
In Post Vacancy 

As At: 
 

28.02.14 28.02.14 
 

28.02.14 28.02.14 28.02.14 28.02.14 
Coronary Care Unit 7 21.6 20.56 1.04 19.00 18.22 0.78 
Ward 17 Cardiology 23 29.80 24.36 5.44 17.00 13.35 3.65 
Ward 18 Respiratory 23 30.5 32.04 0.00 18.00 19.44 0.00 
Acute Stroke Unit 22 33.49 29.93 3.56 20.44 18.01 2.43 
Elderly Care Ward 
19 28 38.47 34.69 3.78 21.92 15.40 6.25 
Elderly Care Ward 
20 28 38.28 28.73 9.55 21.72 15.47 6.32 
Acute Medical Unit 45 88.20 69.35 18.85 54.50 42.95 11.55 
Ward 27 
Diabetology 26 32.08 25.92 6.16 18.80 14.55 4.25 
Ward 28 
Gastroenterology 28 31.08 29.18 1.9 18.20 15.81 2.39 
Chemotherapy Unit 
(Ward 24) 12 27.96 25.68 2.28 21.2 20.39 0.81 
Ward 31 General 
Surgery 28 29.34 26.67 2.67 17.76 14.98 2.78 
Ward 32 General 
Surgery 21 27.76 25.43 2.33 16.71 16.99 0.00 
Ward 33 
Orthopaedics 28 35.73 29.77 5.96 18.38 15.84 2.54 
Ward 34 
Orthopaedics 28 30.99 26.81 4.18 18.20 14.74 3.46 
Ward 14 
Gynaecology 20 38.24 36.46 1.78 26.43 24.61 1.82 

TOTALS 350 533.52 465.18 70.15 328.26 280.75 49.03 
 

4.2 The following table details the inpatient ward areas by ratio of registered to non 
registered staff. 
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4.3 The more specialist areas such as the coronary care unit and the chemotherapy unit 

have a higher registered to non registered staff due to the complexity of the 
treatments and care administered. 

 
4.4 For the rest of the in patient areas the ratio of registered to non registered staff varies 

from 57:43% to 69:31% with the majority of a ratio of 59:41, this is against the trust 
standard of 60:40%; therefore most areas are very close to this standard.  

 
4.5 The wards with the largest vacancies for registered nurses currently are ward 19, 20 

and the Acute Medical Unit (AMU). Ward 19 has over established on non registered 
nurses and is currently recruiting to their vacancies. Ward 20 are currently actively 
recruiting to posts. AMU are also recruiting into band 5 and 6 posts and are 
interviewing in the next two weeks however this includes student nurses who will not 
qualify until September 2014.Following the closure of extra capacity beds on Ward 29 
on 31.03.14 six band 5 staff have been redeployed from ward 29 to AMU rather than 
back to their base ward for a 3 month period to help mitigate this shortfall. This will be 
reviewed following the 3 month period and a decision made about whether to 
continue their redeployment. 

Table 10 
 
    Budgeted Establishment Skill Mix 

Ward Beds Available 
WTE 
REG 

WTE NON 
REG % Reg. 

% Non-
Reg. 

Coronary Care Unit 7 19.00 2.6 88 12 
Ward 17 Cardiology 23 17.00 12.80 57 43 
Ward 18 Respiratory 23 18.00 12.50 60 40 
Acute Stroke Unit 22 20.44 13.05 61 39 
Elderly Care Ward 19 28 21.92 16.55 57 43 
Elderly Care Ward 20 28 21.72 16.56 57 43 
Acute Medical Unit 45 54.50 33.70 62 38 
Ward 27 Diabetology 26 18.80 13.28 59 41 
Ward 28 Gastroenterology 28 18.20 12.88 59 41 
Chemotherapy Unit (Ward 24) 12 21.20 6.76 76 24 
Ward 31 General Surgery 28 17.76 11.58 61 39 
Ward 32 General Surgery 21 16.71 11.05 61 39 
Ward 33 Orthopaedics 28 18.38 17.35 52 48 
Ward 34 Orthopaedics 28 18.2 12.79 59 41 
Ward 14 Gynaecology (including 
EPAU) 20 26.43 11.81 69 31 

Totals 350 328.26 205.26 62 38 
Trust standard    60 40 
Best Practice       65 35 
∗ This includes minimum of 2 qualified staff on a night shift 

 
4.6 The Board agreed that we would work towards a 1:7 registered nurse to patient ratio 

in the general in patient areas during the day time shifts as research has shown that a 
ratio above 1:8 compromises care.  
 

4.7 In a 28 bedded ward 18.98 WTE registered nurses are required to staff the ward on a 
1:7 ratio on the day shift and two registered nurses on a night shift. In a 23 bedded 
ward 16.52 WTE are required. 
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4.8 In the majority of our general in patient wards the budgeted establishment of 
registered nurses allows for a roster of 1:7 over the seven day period. In the surgical 
areas this is slightly less as the skill mix has a band 4 support worker currently in the 
establishments but does not exceed the 1:8 ratio. Therefore our current budgeted 
establishments support care that is minimum safe as opposed to optimum. This 
currently includes the band 7 Lead Nurses as we move to supervisory status the skill 
mix will be reviewed to ensure the appropriate establishment and skill mix. As is 
explored further below the Trust currently has issues recruiting registered nurses 
therefore on a daily basis this ratio may be compromised. 

5. SPECIALIST AREAS 

5.1 In the two paediatric areas there is a greater ratio of registered staff to non registered 
staff to reflect the complexity of caring for children.  For the Neonatal Unit the ratio is 
80:20% and in the paediatric ward this is 90:10. 
 

5.2 Critical care and theatre areas work to national guidance and within outpatients there 
is no guidance, therefore staffing is undertaken regarding the type of clinic that is 
running and the need for nurse intervention and support. 

 
5.3 The emergency department has a greater ratio of registered staff to non registered 

staff with an established ratio of 84:16%. There are no band 2 nursing auxiliary staff 
within the department.  The non registered staff are Healthcare Assistants at band 3 
and 4 who have completed NVQ training. 

6. MATERNITY 

6.1 The Head of Midwifery has a statutory responsibility to ensure the Trust remains 
compliant with the recommended midwifery staffing levels.   

 
6.2 Currently national recommendations within Safer Childbirth (2007) outline the 

standard of midwives to birth ratio of 1 midwife per 28 births per year. Birth-rate Plus 
suggests a mean national ratio of 1:29.5 midwives to birth, however this is variable 
between 1:27 -32 clinical midwives. 

 
6.3 Birth-Rate Plus measures the workload for midwives arising from the needs of women 

starting from initial contact in pregnancy until the final discharge from midwifery care 
to the health visitor in the puerperium. 

 
6.4 Birth-Rate Plus calculates the number of midwives required to meet the needs of 

women including: 

• All antenatal and postnatal care, including parent education 

• Antenatal outpatient activity, including clinics and day units 

• Antenatal inpatient activity and ward attenders 

• Delivery in all settings, dependant upon type of birth (including inductions, 
escorted transfers and non registered births). 

• All post natal care in hospital including readmissions and ward attenders, 
transitional care and the neonatal examination of the new-born. 

 
6.5 Midwives working in caseload practices, giving total care and attending the majority of 

their births should aim for a caseload of 1:35. Community midwives working in 
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caseload practices but who do not attend and provide intrapartum care to the 
caseload should have a caseload of approx. 1:98.  

 
6.6 It is important to remember individual trusts should determine their own staffing 

requirements dependant upon the understanding the complexity of local case load 
mix as per the 5 categories identified in the Birth-rate plus data. 

6.7 Current Clinical Midwifery Staffing Levels March 2014 
 
Table 11 
 
Budgeted Clinical 
Midwifery Staffing 

Total Clinical 
Midwifery Staffing 

Actual Clinical Available 
Midwifery Staffing due to 
mat leaves/ long term 
sick leave and 
employment break 

No of births 2012- 
13 2975 = 

Midwife to birth 
ratio 

112.69 112.68 101.68  1:29.2 
 

6.7.1 The current actual clinical midwife to woman ratio within BHNFT is 1:29.2 wte 
based upon the birth rate of 2975.  The budgeted ratio is 1:26.69 wte 
however current maternity leaves, employment break and long term sickness 
has increased the ratio to 1:29.2 wte.  
 

6.7.2 Quality of care and the safety of mothers and babies should also be 
considered in calculating the required ratio with consideration to: 

• 1 to 1 care in labour 

• % of women booked by 10 completed weeks of pregnancy 

• The degree of continuity of care women receive in the ante and post 
natal period 

• Supernumerary ward coordinators on every shift 

• The number of women who deliver their baby in the hospital but live 
outside the local area 

• The number of women who receive ante and post natal care but choose 
to deliver their baby at another hospital 

• Clinical incidents/ serious incidents 

• Complaints 

• Patient experience 

• Staff experience – sickness and absence levels etc. 
 

6.8 Acuity 
 
6.8.1 At present the NPSA Intrapartum Score Card is used as a tool for 

understanding the acuity of patients on the labour suite; however this has 
proven problematic for several reasons. A decision has been taken with the 
support of the Director of Nursing & Quality to purchase the Birth Rate Plus 
Intrapartum Acuity tool with a representative from Birth-rate Plus attending 
the Trust on 27th March 2014 to present the tool and to discuss its 
implementation, data capture and analysis.  
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6.8.2 The on-going review of hospital and community midwifery staffing has led to 
opportunities for more midwives to work in community midwifery from the 
hospital service due to changes in current service provision in order for 
community to become more efficient i.e. increased numbers of early 
discharge home from labour suite, changes in place of ante and post natal 
visiting.  

 
6.8.3 The home birth rate remains at approximately 2%.  

 
6.9 Support Staff - Health Care Assistants (Maternity Support Workers) 

 
6.9.1 The introduction of the maternity support worker/ HCA role is to support 

midwives and women, within a clear framework which define their role, 
responsibilities and arrangements for supervision.  

 
6.9.2 The HCA (term used instead of maternity support worker at Barnsley) has a 

valuable role in supporting women and assisting healthcare professionals as 
integral members of the maternity services team in all settings where 
maternity care is provided. Including HCA’s in the maternity team can 
improve continuity of care, avoid unnecessary duplication of activities and 
increase the satisfaction of service users.  
 
Table 12 
 
Budgeted No of Support Staff 
across all maternity care settings 

Actual No of available Support Staff 
(maternity leaves and long term sick) 

31.3 wte 27.1 wte 
 

6.10 Conclusion 
 
6.10.1 It is important to be aware that across all of Yorkshire & the Humber births 

have reduced, however the complexity of women’s health and need has 
increased i.e. obesity, increase in diabetes, older mothers, IVF etc. The 
ratio also does not account for the increasing public health role midwives 
are required to undertake i.e. seasonal flu, smoking cessation advice and 
carbon monoxide testing; additionally the statutory requirement of 
Supervision of Midwifery is included however this is also increasing with a 
recommendation in 2013 from the Chief Nurse of England advocating for 
Trust support in releasing more time for Supervisors of Midwives.     

 
6.10.2 It is also important to consider the age profile of midwives at Barnsley who 

will be seeking early retirement at 55. This has become apparent this year 
with a significant proportion considering early retirement and a return to 
work on reduced hours. This will require careful managing and balance to 
maintain experience within the unit but also balanced to ensure the future of 
the unit with newly qualified midwives.  

7. ASSESSMENT OF ACUITY 

7.1 The National Quality Board expects evidence based tools to be used to inform 
nursing midwifery and care staffing capacity and capability (Expectation three). 
However it also states that acuity tools should not be used in isolation but should be 
used in conjunction with professional judgement and scrutiny. 
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7.2 Within the guidance there are a number of tools that are recommended; for acute 

settings the NQB suggests the use of the Safer Nursing Care Tool (SNCT), for 
maternity services it recommends the use of Birth-rate Plus and for paediatric areas it 
recommends the use of the Great Ormond Street Paediatric Acuity and Nursing 
Dependency Assessment Tool (known as PANDA).  

 
7.3 At BHNFT the SNCT was used for the third time in January 2014. The tool has been 

refined in 2013 and the multipliers that are used to calculate the WTE from the acuity 
have changed therefore this assessment cannot be benchmarked against the 
previous assessments. 

 
7.4 There are only a small number of areas that are showing a significant difference WTE 

to the current establishments and further work is being done to review ward 28 which 
shows the greatest difference in acuity levels from previous assessments.  

8. FLEXIBLE STAFFING 

8.1 BHNFT runs an in house nurse bank to deliver flexible workers to support the 
permanent staff and cover any shortfalls in shifts due to either vacancy or sickness. If 
a shift is unable to be covered by the nurse bank then agency staff are sourced 
through an external agency contract. 
 

8.2 The nurse bank currently has 1096 staff on a contract; this is mixture of registered 
and non registered staff and a mixture of staff that have a substantive contract as well 
as a bank contract and a number of staff who have bank only contracts as detailed on 
below.  

Table 13 
 

Staff type Substantive and bank contract Bank only contract 
Registered 492 63 
Healthcare assistant 134 13 
Nursing auxiliary 190 204 
Total 816 280 

9. RECRUITMENT ISSUES 

9.1 The areas that are currently carrying the most vacancies are ward 19, 20, the 
Emergency Department and the Acute Medical Unit. The Matrons and Assistant 
Directors of Nursing are working together to ensure that the vacancies are recruited 
to as soon as possible. All areas have a risk assessment in place and are on the CSU 
risk register. 

 
9.2 Unfortunately there are currently issues with the numbers of nurses that are available 

to recruit when other Trusts across the region are also trying to recruit. In quarter 3 in 
order to recruit to vacancies and staff extra beds on ward 29 a recruitment campaign 
using local and national press was held, at the same time student nurses from the 
local Higher Education Institutes qualified in January 2014 and we were able to recruit 
from this pool of staff, this is illustrated in table 3 where there were 15.57 WTE new 
starters in January 2014.   
 

9.3 Student nurses who qualify in September 2014 are currently applying for jobs and the 
Trust is attending a careers fair at Sheffield Hallam University on April 9 2014 to try to 
attract students to apply to work at BNHFT. 
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9.4 There have a number of new initiatives across the Trust to support the transformation 

programmes. Staff have been attracted into some of these posts and this has 
compounded on the vacancies on the wards. 

10. OTHER RISKS 

10.1 There have been large numbers of staff on maternity leave especially in the last six 
months. This was identified as a risk and escalated to the Clinical Commissioning 
Group who supported backfill into these shifts through extra finance to employ bank 
and agency staff.  

 
10.2 A peer review of stroke services was undertaken in January which identified nurse 

staffing as requiring review to ensure appropriate skill mix. The skill mix review was 
undertaken by the Assistant Director of Nursing for medicine cluster which showed 
that the Trust currently meets the staffing requirement to support the one hyper acute 
stroke bed however if the Trust wants to support two hyper acute stroke beds then 
further skill mix review will be required to be undertaken. 

 
11. FUTURE REQUIREMENTS 

 
11.1 From April 2014 the Trust is required to publish staffing levels on a daily basis to 

patients and the public. This should show the numbers and skill mix of staff that 
should be on duty and also the numbers and skill mix actually on duty. In order to do 
this the Trust has purchased ward boards that will be updated on a shift by shift basis. 

 
11.2 The Board is also required to review this information therefore a system of collection 

has been developed and a reporting tool is currently being designed that will highlight 
the exceptions. 

12. CONCLUSIONS 

12.1 The current establishments across the inpatient areas of the Trust show that wards 
have an average of approximately 60:40% ratio of registered to non registered staff. 
 

12.2 In the more specialist areas there is a greater ratio of registered staff to non 
registered staff due to the specialist nature of the healthcare delivered. 

 
12.3 The current budgeted establishments in the majority of inpatients areas are currently 

able to support a 1:7 ratio of registered nurse to patient however the orthopaedic 
wards require a skill mix review. 

 
12.4 The staffing levels of midwives and support staff within the maternity unit at Barnsley 

do meet current recommended national levels.  The reduction in the birth rate 
requires close monitoring for midwifery ratios to be calculated and to understand if 
this is sustained a trend or not. 

 
12.5 The Trust is currently struggling to recruit to registered nursing vacancies despite 

recruitment campaigns held over quarter three. Work is on-going with the HEI’s to 
ensure that we recruit newly registered nurses in to the Trust. 
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Development  

STRATEGIC CONTEXT 2-3 sentences 

To provide an overview of the Trust’s performance in terms of quality, activity, workforce and 
finance for March 2014. 
 
To provide positive Assurance against the following Trust business objectives: 1a, 1b, 2c, 3c, 
5b. 
To provide an update on the Trust’s Emergency Care 4 Hour Pathway Action Plan. 

QUESTION(S) ADDRESSED IN THIS REPORT  

How has the Trust performed in month 11 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”  
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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 11 is 2.5 
rounding to a 3. It is however expected that this position will deteriorate as we approach the year 
end.  Operating cash is less than 10 days of operating expenses triggering one of the indicators 
of forward financial risk with a liquidity rating of 1.  This is balanced by the revenue available for 
capital service which gives an overall rating of 3. 

 
The outturn for capital expenditure is 88.9% of plan.   
 

 
Appendix 1 

 
Statement of 

Comprehensive 
Income 

   
The consolidated overall position for month 11 is a £2.367m deficit, against plan position of 
£1.37m surplus. (The previous month’s position was a £1.276m deficit against £1.325m plan 
surplus.) EBITDA is 59% of plan.  The decline is attributable in the main to the year to date 
adverse pay position which is being driven by a significant increase in agency run rate.  In 
addition, further decline in month 11 is due to a re-assessment of in month income accruals.  
Appendix 2a reviews the in month performance against the average position over the first 10 
months of the year. 

 
Appendix 2 

 

 
 Income  

 

 
 
 
 
 
 

  
Contract income 
£3.6m ahead of plan at month 11 (Month 10 £3.57m ahead).  A CQUIN update is provided within 
Appendix 2. 
 
Other Income 
£3.83m ahead of plan at month 11, (£2.07m at month 10). 

 
Appendix 2 

Amber 

Green 

Red 
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Key Issue RAG Trend Financial Performance Summary Appendix 

 
Transformation 
Programme - 
Efficiencies  

   
 
Achievement at month 11 is £0.234m which is £1.139m behind 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. 
 

 
Appendix 3 

 
Business As 

Usual 
Efficiencies 

 
 
 
 

  
Achievement at month 10 is £1.453m which is £1.766m 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. 

 

 
Appendix 3a  

 
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 £1.81m 
achieved to date.   

 
Appendix 3b 

 
Pay 

 
 
 

  
As explained above, total pay expense is showing an adverse variance of £9.3m.   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 11, 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 £5.1m behind plan due to a combination of agency pay pressures and significant 
expenditure on capital   

 
 

 
Capital  

 
 
 

 
 

 
Capital expenditure is £13.28m year to date, £1.65m 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 
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Appendix 1 
 

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 continuity of service rating (COSR) may be less than 3 in the next 12 months Yes

Working capital facility used in pervious quarter No

Debtors > 90 days past due account for more than 5% of total debtor balances No 4.45%

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 4

Capital expenditure < 75% of plan for the year to date No 88.94%  
 
 
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 -16.0 1

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 2.5
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Appendix 2

Performance against plan @ Month 11

Cumulative Cumulative
Plan Plan Actual Variance

Full Year YTD YTD YTD
£'000 £'000 £'000 £'000

NHS Clinical Income
Elective Long Stay 11,418 10,474 10,118 -356
Non Elective 49,268 44,950 44,560 -390
Planned Same Day 14,808 13,577 13,336 -241
Out-patients 25,326 23,228 23,267 39
A & E 7,883 7,183 6,728 -455
Other 34,129 31,302 36,309 5,007

Total 142,832 130,714 134,318 3,604

Non NHS Clinical Income
Private patients 13 11 3 -8
Other Non Protected Clinical Income (RTA) 1,088 997 971 -26

Total 1,101 1,008 974 -34

Other income
Research and development 876 729 824 95
Education and Training 3,731 3,420 4,120 700
Other income 14,534 13,510 16,574 3,064
Donation to purchase PPE 0 0
PFI specific income 29 27 27 0

Total 19,170 17,686 21,545 3,859

Total income 163,103 149,408 156,837 7,429

Costs
Employee benefits expenses (Pay) -106,127 -97,085 -99,204 -2,119
Agency costs -6,976 -6,976
Total pay costs -106,127 -97,085 -106,180 -9,095
Drug costs -10,485 -9,694 -10,069 -375
Clinical supplies and services -13,096 -11,999 -12,801 -802
Misc other operating expenses (excl Dep'n) -22,840 -21,080 -22,152 -1,072

Total costs -152,548 -139,858 -151,202 -11,344

EBITDA 10,555 9,550 5,635 -3,915

Profit / loss on asset disposals 0 0 0 0
Fixed Asset Impairments 0 0 0 0
Depreciation & Amortisation - owned assets -6,562 -5,865 -5,778 87
Depreciation & Amortisation - PFI assets -45 -42 -42 0
Restructuring Costs -350 -321 -180 141
Interest Income 93 85 28 -57
PFI Interest Expense -149 -77 -77 0
PFI Specific Costs -79 -132 -114 18
Total interest payable on Loans and leases 0 0 0 0
PDC Dividend expense -1,875 -1,825 -1,839 -14

Net Surplus/(Deficit) 1,588 1,373 -2,367 -3,740

Net  I & E Margin 0.97% 0.92% -1.51%
Net  I & E Margin risk rating 2 2 2

EBITDA 10,555 9,550 5,635
EBITDA MARGIN 6.5% 6.4% 3.6%

EBITDA Margin risk rating 3 3 2

Revenue Available for debt service 10,648 9,635 5,663

Consolidated Statement of Comprehensive Income
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Appendix 2a 
 

Review of Month 11 Performance

In Month Average 
(months 1 - 
10)

Variance from 
average (minus 
= adverse)

£000s £000s £000s
Income
NHS Clinical Income 11,473 12,285 -812 
Non NHS Clinical Income 89 89 1
Other Income 1,966 1,958 8
Total Income 13,528 14,331 -803 
Costs
Total Pay -9,663 -9,652 -11 
Other  -4,222 -4,080 -142 
Total Costs -13,885 -13,732 -153 
EBITDA -357 599 -956 
Below line charges -734 -727 -7 
Net Surplus / ( Deficit) -1,091 -128 -963  
 
Poor Performance in month is due to a combination of 

£000s
Increased other costs -142 
Increased payroll costs -11 
Below line charges -7 
Reduced clinical income -812 
Offset by small other increase 9
Total -963 
Note that a re-assessment of clinical income accruals was performed in month 11.

Review on Other Costs
Month 10 Month 11 In Month Average 

(months 1 - 
10)

Variance from 
average (minus 
= adverse)

£000s £000s £000s £000s £000s
Drugs 9,202 10,069 867 920 53
Clinical Supplies & Services 11,562 12,801 1,239 1,156 -83 
Misc Excl depreciation 20,036 22,152 2,116 2,004 -112 
Total Other Costs 40,800 45,022 4,222 4,080 -142  
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CQUIN SUBSECTION PAYMENT Q1
Actual

Q2
Actual

Q3
Submitted

Q4
Estimated 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 £722,375 £1,047,299 2,427,698£      
Medium Risk £0 £0 £63,297 £263,737 327,034£         

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 11 Month 11 Month 11
Target Target Actual Variance

£ £ £ £
Urgent Care - Pay 620,000 414,000 0 (414,000)
Urgent Care - Clinical Supplies 130,000 86,000 0 (86,000)
Planned Care - Pay 1,000,000 666,000 0 (666,000)
Consistency in Care - Drugs 250,000 207,000 234,488 27,488

Total 2,000,000 1,373,000 234,488 (1,138,512)

Transformation Group summary Full Year Month 11 Month 11 Month 11
Target Target Actual Variance

£ £ £ £
Urgent Care 750,000 500,000 0 (500,000)
Planned Care 1,000,000 666,000 0 (666,000)
Consistency in Care 250,000 207,000 234,488 27,488

Total 2,000,000 1,373,000 234,488 (1,138,512)

Pay, Non-Pay summary Full Year Month 11 Month 11 Month 11
Target Target Actual Variance

£ £ £ £
Pay 1,620,000 1,080,000 0 (1,080,000)
Drugs 250,000 207,000 234,488 27,488
Clinical Supplies 130,000 86,000 0 (86,000)
Non-Clinical Supplies 0 0 0 0

Total 2,000,000 1,373,000 234,488 (1,138,512)
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Efficiency Plan 2013-14 

Business as Usual detail Full Year Month 11 Month 11 Month 11
Target Target Actual Variance

£ £ £ £
Strategic Review of Services - Pay 500,000 333,000 32,738 (300,262)
Workforce - Pay 1,000,000 875,528 830,935 (44,593)
Elective Care - Pay 620,000 414,000 0 (414,000)
Elective Care - Clinical Supplies 130,000 86,000 0 (86,000)
Estates, IM&T, Non-Clinical Support - Pay 710,000 568,000 0 (568,000)
Estates, IM&T, Non-Clinical Support - Non-Clinical Supplies 540,000 476,666 352,925 (123,741)
Working together - Clinical Supplies 300,000 200,000 0 (200,000)
Working together - Non-Clinical Supplies 400,000 266,000 0 (266,000)
CSU - Pay 0 0 131,277 131,277
CSU - Non-PAY 0 0 105,473 105,473

Total 4,200,000 3,219,194 1,453,348 (1,765,846)

Business as Usual summary Full Year Month 11 Month 11 Month 11
Target Target Actual Variance

£ £ £ £
Strategic Review of Services 500,000 333,000 32,738 (300,262)
Workforce 1,000,000 875,528 830,935 (44,593)
Elective Care 750,000 500,000 0 (500,000)
Estates, IM&T, Non-Clinical Support 1,250,000 1,044,666 352,925 (691,741)
Working together 700,000 466,000 0 (466,000)
CSU 0 0 236,750 236,750

Total 4,200,000 3,219,194 1,453,348 (1,765,846)

Pay, Non-Pay summary Full Year Month 11 Month 11 Month 11
Target Target Actual Variance

£ £ £ £
Pay 2,830,000 2,190,528 994,950 (1,195,578)
Drugs 0 0 0 0
Clinical Supplies 430,000 286,000 0 (286,000)
Non-Clinical Supplies 940,000 742,666 458,398 (284,268)

Total 4,200,000 3,219,194 1,453,348 (1,765,846)  
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Additional Efficiency Plans 2013-14 

Lead RAG Full Year Month 11 Full Year
Director Rating Target Actual Forecast

£ £ £
Control of additional pay - locum staff Hilary Brearley Green 500,000 445,855 535,026
NHS Professionals service Heather Mcnair Red 93,000 0 0
EPR Janet Ashby/Bob Kirton Green 475,000 751,520 863,120
Transformation programmes - PMO (post reductions) Bob Kirton Green 50,000 44,981 74,969
Pharmacy / Procurement Savings Dave Peverelle Green 300,000 279,332 349,165
Increase car parking charges Janet Ashby/Lorraine Christopher Green 50,000 37,500 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 41,666 50,000

Total 2,037,000 1,804,779 2,198,180
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2013/14 2013/14
Plan Actual Variance

February February
£'000 £'000 £'000

NON CURRENT ASSETS
Tangible & Intangible Assets Net 78,483 76,945 -1,538
PFI Assets Net 1,405 1,405 0
Total Non Current Assets 79,888 78,350 -1,538

CURRENT ASSETS
Inventories 1,651 1,773 122
NHS Trade Receivables Current 5,188 6,636 1,448
Non NHS Trade Receivables Current 590 1,070 480
Other related party receivables (BHSS) 0 0 0
Tax receivables current 9 9 0
Other Receivables Current 1,011 873 -138
Prepayments Current 1,441 696 -745
Cash 6,712 1,616 -5,096
Assets Current Total 16,602 12,673 -3,929

CURRENT LIABILITIES (< one year)
PFI Leases Current -178 -179 -1
Trade Payables Current -3,042 -4,896 -1,854
Other Payables Current -7,671 -7,238 433
Capital Payables Current -3,700 -2,294 1,406
PDC Dividend Payable -819 -842 -23
Accruals Current -2,800 -3,043 -243
Provisions current -1,534 -116 1,418
Deferred Government Grant Income Current 262 262 0
Deferred Income Current -759 -633 126
Total Current Liabilities -20,241 -18,979 1,262

NET CURRENT ASSETS (LIABILITIES) -3,639 -6,306 -2,667
Investment in subsidiary at cost 0
Other Receivables Non current 678 678 0

TOTAL ASSETS LESS CURRENT LIABILITIES 76,927 72,722 -4,205
   Deferred Income Non Current -682 -682 0

Deferred Government Grant Income Non Current 0 0 0
PFI Leases Non Current -546 -546 0
Provisions Non Current -236 -236 0

TOTAL ASSETS EMPLOYED 75,463 71,258 -4,205

TAXPAYERS' AND OTHERS' EQUITY
Public dividend capital 45,855 45,855 0
Retained earnings 13,778 9,628 -4,150
Revaluation reserve 15,830 15,775 -55
Other Reserves 0

TAXPAYERS EQUITY TOTAL 75,463 71,258 -4,205

Consolidated
Statement of Position - plan
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Capital Programme 2013/14 Board Budget Actual Variance
Budget to date to date
£'000s £'000s £'000s £'000s

TOTAL DEFERRED from 2012/13 8,357 8,121 7,736 -385
Critical Backlog Maintenance
Kitchens AB/KL 600 560 334 -226
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 98 -17
Window Replacement Phase 3 245 245 0 -245
Clean Corridor Ventilation Plant 0 0 0 0
ITU Ventilation Plant/Main Chiller Plant 570 375 205 -170
Z Block Roof Covering 196 196 176 -20
Z Block Heat Exchangers 50 35 0 -35
Boiler House Hot Wells 200 150 99 -51
Ward 16/Diabetes Ventilation 0 0 0 0
Theatre Refurbishment 200 200 95 -105
Contingency 64 0 0 0
H&S - Heat Emitter Guards 95 80 93 13
ESTATES Critical Backlog Maintenance Total 2,570 2,116 1,258 -859
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 6 -44
Telephone System Upgrade 50 50 50 0
Switchboard ARK 100 40 0 -40
IM&T 2013/14 827 767 108 -659
Medical & Surgical Equipment 1,714 1,714 1,729 15
M&S Equipment 2013/14 1,714 1,714 1,729 15
PACS 372 222 21 -201
EPR 0 0 0 0
Hospital Street 20 10 13 3
Discharge Lounge 160 160 109 -51
Residential Blocks 400 350 274 -76
Medical Records/Photography/Clincial Coding 15 15 0 -15
O Block 600 592 266 -326
TOPS Refurbishment 350 0 782 782
Stroke Unit 0 0 0 0
Wayfinding 60 60 5 -55
MRI Scanner upgrade 600 500 559 59
ED Trolleys 0 0 0 0
Mobile Working CNN 45 0 35 35
Pharmacy Robot - Inpatients 0 0 146 146
Fire Door Replacement 300 300 257 -43
STRATEGIC SCHEMES 2013/14 2,922 2,209 2,464 255
Contingency 0 0 -18 -18
TOTAL CAPITAL PROGRAMME 16,390 14,927 13,276 -1,651  
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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 306 306 288 -18
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 584 560 461 -99
Tug 14 14 14 0
Electrical Testing 14 14 24 10
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 41 5 -36
2 Ward Upgrade -18 -18 -18 0
Electrical Switching 0 0 0 0
Estates 2012-13 Deferred 2,058 2,019 1,921 -98
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 59 56
Anticoagulant Software 4 4 0 -4
IM & T 2012-13 Deferred 652 638 615 -23
Urgent Care 1,936 1,936 2,070 134
Maternity Birthing Unit 2,237 2,071 1,803 -268
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
Intelligent Drug Cabinets (AMU) 0 0 40 40
Endoscopy Equipment 305 305 292 -13
Endoscopy Building 525 525 526 1
Colposcopy Database 17 0 0 0
Replace Theatre Operating Lights 59 59 58 -1
Mobile Tele-Communication 0 0 0 0
Electronic Medicine Management 105 105 88 -17
Access Control & Security Measures 12 12 12 0
Strategic 2012-13 Deferred 5,647 5,464 5,200 -264
2012-13 Additional costs/savings 0 0 0 0
TOTAL DEFERRED from 2012/13 8,357 8,121 7,736 -385  
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REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 

 

Emergency Care 4 Hour report  
 

SUBJECT: EMERGENCY CARE 4 HOUR PATHWAY ACTION PLAN 

DATE: APRIL 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 development and transformation of the urgent care pathway is a key Trust objective.  This 
report provides progress against the range of projects designed to improve the urgent care 
patient flow and to deliver the 4 hour target. 

QUESTION(S) ADDRESSED IN THIS REPORT  

What is the Trust’s progress in readiness for implementing the agreed plans? 
Are the actions coming on line providing an impact as planned? 

CONCLUSION AND RECOMMENDATION(S)  

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

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

Provide high quality and safe schemes 
1g implement the urgent care pathway. 

• 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 

.Underachievement against the national 4 hour standard could impact 
on the Monitor Governance rating for the Trust. 

• 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: 14/04/P-13 

Appendix 
 
1. STRATEGIC CONTEXT  

1.1 To inform the Board regarding progress in delivering the Trust’s transformation of the 
urgent care pathway through the implementation of the external recommendations 
received by ECIST and the Trust’s own Transformation Programmes. 

 
2. INTRODUCTION  

2.1 As indicated on the Emergency Department (ED) Clinical Indicator Dashboard 
(Appendix 1) performance against the 4 hour target in the Emergency Department 
throughout March saw improved and less variable performance against the four hour 
target 

2.2 On analysis, there are no particular trends to explain this, with ED attendances and 
non-elective admissions remaining high and a continued reduction in direct 
discharges from Acute Medical Unit (AMU) (possibly impacted on by Clinical Decision 
Unit (CDU) throughput). On reflection it would appear that the impact of improved 
staffing levels in relation to the ED Middle Grade post, ED nursing and to AMU is the 
key factor. 

3. ACTIONS 

3.1 The Clinical Decision Unit continues to see around ten patients a day and is being 
monitored in the Daily Sitrep report.  The Urgent Care Therapy Team are seeing an 
increasing number of patients and are valued members of the ED team. 

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: 
pursue continued CCG funding. 

3.2.2 The ED Patient Flow Assistants will cease from 31st March 2014. 

3.3 BHFT will be contracting directly with Care UK for the primary care workstream from 
April 2014.  The ED 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 is agreed will be 
commissioned via BHNFT. Action: Develop a model/proposal for the primary care 
workstream 

3.4 The Full Capacity Protocol has been used a number of times now and is perceived to 
work well.  

3.5 From April 2014 for a period of six months the money from nursing vacancies will be 
used to provide an additional night time receptionist and additional twilight HCA 
support to enable nurses to focus on clinical duties. 

3.6 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. 
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Discussions are ongoing to ensure that the patients managed via the current model 
are picked up by the new community led virtual ward. 

3.7 An assessment of transformation and winter monies schemes is being undertaken to 
support negotiation with the CCG in relation to continued funding for successful 
schemes. 

3.8 Work continues to develop the Ambulatory Care pathways. 

3.9 A teleconference has been held with Plymouth NHS Trust as part of ECIST support. 
This identified that current staffing levels would struggle to support delivery in ED, in 
particular relating to resus staffing ratios. Action: consideration to realistic staffing 
models and optimal impact required to be evidenced by a business case. No further 
update at this stage 

3.10 The substantive Service Manager for ED will commence on April 7th, which will 
provide increased capacity to manage these projects as part of business as usual. 

3.11 The Frail Elderly service will start from May 2014, however there is potential that this 
will impact on AMU consultant cover in order to support the required training to the 
new nursing team. 

3.12 Areas that need attention 

3.12.1 Recruitment is ongoing but remains problematic for the key Emergency 
Pathway Action Plan (EPAP) business cases and Winter funded schemes. 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 in the Emergency Department.  Key areas impacted: 

3.12.2 AMU Chaired Area Service (AMAC) 
3.12.3 Frail Elderly Project 

4. NEXT STEPS 

4.1 Full implementation Frail Elderly Team and AMAC, 

4.2 Securing continued funding for successful schemes, 

5. COMMUNICATION, ENGAGEMENT AND GOVERNANCE 

5.1 The BHNFT Emergency Pathway Action Plan (Appendix 3) continues to be closely 
monitored weekly by the 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 Programme Board and the 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 ongoing 
re: GP Activity data. 
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7. CURRENT PERFORMANCE 

7.1 The performance for February was 92.59% with 5,992 patients attending the 
Emergency Department. This is well below the 95% threshold and below the required 
trajectory. 

7.2 As at 24th March there have been 5451 attendances with performance at 94.92%. 

7.3 At the time of writing, the waiting time performance for Q4 is 94.10%.   

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 April is to expand the operational hours of the AMAC and 
implement ambulatory pathways throughout this area.   

9. CONCLUSION  

9.1 Progress has been made with both the Urgent Care Programme and the Emergency 
Pathway Action Plan and 4-hour performance has improved during March, however 
sustainability is a key objective. 

9.2 Core to achieving this appears to be improved staffing levels in key areas of the 
urgent care pathway. 
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Appendix One: Waiting time Trajectory as of the 24th March 2014 
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ED Clinical Indicators

Indicator 06
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Total Attendances 1,377 1,430 1,411 1,482 1,551 1,484 1,506 1,470 1,592 1,600 
Total Time in ED - 4 hours or less 93.6% 93.9% 93.5% 96.3% 96.3% 92.7% 93.8% 84.7% 91.5% 97.6%
Total Time in ED - 95th Percentile 282 274 279 238 239 291 275 366 309 237
ED - Unplanned Re-attendance Rate 2.54% 1.39% 2.27% 1.82% 2.38.% 2.56% 2.05% 2.24% 1.57% 1.25%
ED - Left Without Being Seen 1.82% 1.05% 0.92% 1.95% 1.67% 2.02% 2.05% 2.92% 2.32% 0.94%
ED - Admitted Patients- 95th Percentile 350 354 371 281 314 426 377 450 366 239
ED - Admitted Patients- Median 211 219 216 193 210 216 227 231 120 202
ED - Admitted Patients - Single Longest Wait 595 555 560 536 632 603 683 784 574 555
ED - Non Admitted Patients- 95th Percentile 234 235 235 231 233 238 236 279 279 230
ED - Non Admitted Patients- Median 116 116 216 102 116 127 134 143 120 118
ED - Non Admitted Patients - Single Longest Wait 490 513 447 485 476 368 548 558 596 432
ED - Time to treatment Decision - 95th Percentile 194 165 183 175 165 178 175 214 213 153
ED - Time to treatment Decision - Median Wait 47 58 56 41 53 64 72 82 68 59
ED - Time to treatment Decision - Single Longest Wait 355 237 288 374 237 254 285 315 406 277
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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)

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 92.96% 193 75 478 68 85 262 37 47 37.79% 49 64
05/08/2013 96.84% 176 60 459 66 82 244 35 47 46.72% 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 95.30% 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 50.20% 66 71
07/10/2013 95.32% 202 79 501 72 97 275 39 47 43.64% 61 69
14/10/2013 92.29% 201 76 503 72 94 264 38 51 41.67% 55 62
21/10/2013 92.57% 187 75 481 69 88 257 37 45 38.13% 52 57
28/10/2013 96.25% 183 71 507 72 85 252 36 44 46.03% 53 59
04/11/2013 96.22% 209 88 498 71 88 290 41 52 40.00% 55 61
11/11/2013 96.64% 201 78 511 73 89 251 36 41 34.66% 50 57
18/11/2013 96.92% 202 75 524 75 103 254 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 84 536 77 96 268 38 48 31.72% 50 58
09/12/2013 89.91% 208 93 622 89 104 284 41 48 32.39% 54 59
16/12/2013 93.86% 200 84 532 76 100 224 32 43 27.68% 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 85 573 82 104 296 42 60 37.16% 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 88 527 75 95 254 36 45 33.86% 61 64
20/01/2014 93.48% 194 72 587 84 102 302 43 53 34.77% 42 53
27/01/2014 96.29% 187 76 527 75 93 254 36 47 34.25% 41 45
03/02/2014 96.26% 190 70 584 83 103 283 40 53 29.68% 43 49
10/02/2014 92.39% 195 79 580 83 101 261 37 46 37.55% 50 56
17/02/2014 93.56% 210 89 560 80 106 280 40 55 27.14% 60 62
24/02/2014 84.69% 218 68 555 79 91 270 39 47 35.93% 56 58
03/03/2014 91.52% 205 72 562 80 98 264 38 44 39.39% 54 60
10/03/2014 97.56% 177 63 559 80 95 262 37 47 34.35% 59 62
17/03/2014 97.57% 194 76 577 82 103 251 36 50 33.47% 60 66

Flow_ology Metrics - Weekly
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SUBJECT: CHAIRMAN’S REPORT 

DATE: APRIL 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: 14/04/P-14 
 
 
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 At the time of writing, interviews are imminent for a new non executive director with 
clinical background/experience, with four candidates attending.  The Nomination 
Committee’s recommendation following interview will be presented to the Council of 
Governors’ next General meeting on 9th April (in private session) and shared with the 
Board and our staff and patients as soon as possible. 

 
3. COUNCIL OF GOVERNORS 

3.1 The two sub-group meetings held this month – Strategy & Performance and Staff & 
Environment – included useful training on effective meetings and resilience and 
security, and the governors’ roles in both issues.   

3.2 The sub-groups also received updates on the Trust’s Business Plan being developed 
for 2014-16, helped to determine the priorities and indicators for the 2014/15 quality 
account, reviewed the outcomes from the recent staff survey and other staff issues 
over the past year and learned about and supported plans for corporate branding.   

3.3 The Staff & Environment meeting was led by its new Chair, Tony Conway, supported 
by the group’s new Vice Chair, Trevor Smith.  Carol Robb was appointed as Vice 
Chair for the Patients Experience sub-group recently too and thanks have been 
extended to Tony, Carol and Trevor for volunteering to take on these roles. 

3.4 Elections for a new Clinical Support Staff Governor are underway, with nominations 
due by 2nd April and the ballot closing on 15th May. 

 
4. NEWS & EVENTS 

4.1 I attended the Foundation Trust Network’s (FTN) Chair and CEO national network 
meeting on 6th March.  The main themes were the difficulties that faced FTs over the 
coming few years. 

4.2 I have appreciated some welcome invitations over the past month: 
4.2.1 As Chairman of the Trust I was invited to the Local Government Computing 

Awards, which was another useful opportunity to learn and feedback 
developments on ICT in the public sector. 

4.2.2 The Trust took part in the national  Nutrition and Hydration Week from 17-21 
March.  I was invited, together with several representatives from Trust HQ, to 
observe mealtimes on a variety of wards throughout the week.  Unfortunately I 
had to cancel my planned visit unexpectedly but look forward to hearing about 
outcomes from the week when I catch up with one of the matrons co-ordinating 
the event. 
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4.2.3 On 27th March I was pleased to be invited to take part in the send off of a 
member of staff who was retiring after having worked in the Surgical 
Admissions Unit since it opened and previously as a clerk on another ward.  
Over and above this, she had also raised some £18,000 for charity, reflecting 
the tremendous commitment and the caring nature of so many of our fantastic 
staff. 

5. BARNSLEY HOSPITAL CHARITY  

5.1 This month has seen some great developments for the Charity: 

• it has been chosen by the Alhambra Shopping Centre as their Charity of the Year 

• it had its first running team compete in the newly commissioned Barnsley Hospital 
Charity Running vests 

• charity lanyards are now available for sale on site 

• the team received permission from international star Pharrell Williams to use his 
track “Happy” to promote the upcoming Rainbow Run.  The promotional video has 
involved over 100 local people, businesses, Trust staff and local students.  It  is 
now available to be viewed at http://www.youtube.com/watch?v=Elnh0heSnig. The 
film was made as a gift in kind to the charity, worth a massive £10,000  

• a major donation has been received from local company, Perrigo, who have 
pledged to continue their support of the charity  

• The Tiny Hearts Appeal supporting the Special Care Baby Unit is beginning to 
take shape, and 

• “We Are Barnsley” have been secured as our major Media Supporters.  

5.2 Donations in February totalled over £5,500 and have exceeded £11,000 in March so 
far.  These generous contributions to the Charity continue to be greatly valued and 
help us to support further enhancements to benefit our patients and staff. 

 

 

Stephen Wragg 
CHAIRMAN 
April 2014 

http://www.youtube.com/watch?v=Elnh0heSnig
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REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 
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SUBJECT: CHIEF EXECUTIVE’S REPORT 

DATE: APRIL 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: 14/04/P-15 
 
 
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. CARE QUALITY COMMISION (CQC) NHS INSPECTION OF ACUTE TRUSTS 

2.1 Following the Chief Executive’s participation in the CQC Inspection of Acute Trusts at 
Blackpool Teaching Hospitals in February 2014, Sir Mike Richards recognised the 
Chief Executive’s skill in these reviews. As a result the Chief Executive was invited to 
be Chair of an inspection at East Kent Hospitals the week commencing 3 March 
2014.  

2.2 Following the inspection the Chief Executive was invited back to East Kent for an 
‘unannounced inspection’ on 19 and 20 March 2014. 

3. WORKING TOGETHER STEERING GROUP MEETING 3 MARCH 2014 

3.1 The Chief Executives’ Working Together meeting was held on 3 March 2014 at 
Rotherham. Updates were given on all projects, key highlights included: agreement 
on a Tier 1 information sharing  protocol, sign off of the informatics Project 
Information Documents, and agreement for funding for Ice to Ice connectivity across 
the region. Further workshops are being held including a smaller specialtyie’s 
workshop on 25 March 2014 to consider options and approaches for Oral 
Maxillofacial Surgery (OMFS), Ophthalmology and Ear Nose and Throat (ENT) 
across the region.  

4. WESTMINSTER HEALTH FORUM SEMINAR 13 MARCH 2014 

4.1 The Chief Executive was invited to speak at the Westminster Health Forum Seminar 
on 13 March 2014, which focussed on the Next Steps for Regulation in Health and 
Social Care. 

4.2 The event was Chaired by Right Honorable the Baroness Williams of Crosby (Shirley 
Williams) and was attended by over 100 delegates.  Other guest speakers included: 
Peter Williams, Medical Director, Royal Liverpool and Broad Green University 
Hospitals NHS Trust, Sally Brearley, Member, Sutton Health Watch and Lay Member, 
Sutton Clinical Commissioning Group and Tim Spencer Lane, Lawyer, Public Law 
Team, Law Commission and Lead, Law Commission Review of Health and Social 
Care Professional Regulation. 

5. OPERATION DELIVERY NETWORKS 14 MARCH 2014 

5.1 The Trust received a presentation on Friday 14 March 2014 explaining the purpose 
and arrangements for the new Operational Delivery Networks (ODN).  This was 
presented by Jane Andrew the ODN manager with clinical leads for trauma and adult 
critical care.  The meeting was also attended by the Chief Executive and the Chief 
Operating Officer and clinicians from the Trust’s critical care services.   
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5.2 The Operational Delivery Networks were established as part of the NHS 
reconfiguration and came into effect from 1st April 2013; they replaced the South 
Yorkshire Critical Care Network that was operational for over a decade. 

5.3 The Operational Delivery Network now forms part of the National Specialist Service 
commissioning arrangements and include the following:- 
 
• trauma,  
• critical care (direct application to Barnsley Hospital)  including  adults, paediatrics 

and neonates,  
• burns services 
• vascular services.  

5.4 The ODN services are currently hosted by Sheffield Teaching Hospitals NHS 
Foundation Trust. 

5.5 The meeting considered the work of the networks and the importance of changes to 
national commissioning standards and the possible impact on future service 
configuration for South Yorkshire and the Trust.  As a consequence the Trust is 
already active in looking to expand its appointment of consultant anaesthetists in 
anticipation of the changing national standards 

5.6 Following discussions, the Chief Executive agreed to offer her name to go forward as 
Chair for the critical care ODN in South Yorkshire. 

6. ROB WEBSTER VISIT TO THE TRUST  14 MARCH 2014 

6.1 Rob Webster the new Chief Executive at the NHS Confederation met with the Chief 
Executive and members of the Executive Team on 14 March 2014.  Following the 
meeting Rob Webster met with the matron and staff on the Children’s Ward.   

6.2 Rob Webster thanked the staff who took time to meet with him and wrote in his email 
of thanks “Thanks to the staff who took the time to meet me at Barnsley Hospital NHS 
Foundation Trust.  I learned a lot that will help me in my role as Chief Executive of the 
NHS Confederation.  I heard great things about your work as a national “Integration 
Pioneer” where you are joining up services to better meet the needs of patients.  
Alongside this, your “Working Together” programme is leading the way on how you 
can work with other hospitals to ensure there are sustainable services for local 
people.  I also heard about the challenges you face and the actions you are taking 
too.  Thank you to the staff who I met on the Children’s ward for their passion and 
commitment to deliver compassionate care in the NHS, whilst always looking to see 
how we can change to make improvements.  The NHS is made of its staff – from 
ward to Board.  As we go through the biggest set of changes for a generation, we will 
need to make difficult choices and focus relentlessly on delivering high quality care.  
The people I met today wanted nothing less – and people in Barnsley deserve 
nothing less.” 

 
D Wake 
Chief Executive 
April 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 
AOA  Annual Organisational Audit 
AQuA Advancing Quality Alliance 

ARCP Annual Review of Competence 
Progression 

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  
CAP Community Acquired Pneumonia 
CASU Controls Assurance Support Unit 
CAUTI Catheter-Associated Urinary Tract 

Infection 
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) 

CLAHRC Collaboration for Leadership in Applied 
Health Research and Care 

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   

CPMS Central Portfolio Management System 
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  
DB Designated Body 
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 
EWTR European Working Time Regulation 
F  

FABULOS Fluids, Antibiotics, Blood Cultures, 
Urine, Lactate, Oxygen, Sepsis Six 

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 
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GUM /  
GU Med Genito-Urinary Medicine 

H  

HAPPY Harmonised Approval Process Pan 
Yorkshire 

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 
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 
LCRN Local Clinical Research Network 
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 
LPMS Local Portfolio Management System 
LRC Learning and Resource Centre 
M  
M&S Medical & Surgical  
MAG Model Appraisal Guide 
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 

NEWS National Early Warning Score 
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 
NIHR National Institute for Health Research 
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  
R&D Research and Development 
RAF Risk Assessment Framework 

RATS Remuneration and Terms of Service
  

RCPCH Royal College of Paediatrics and Child 
Health 

RCP Royal College of Physicians 

RFT Rotherham Hospital NHS Foundation 
Trust 

ROCA Register of Controls Assurance 
RPST Risk Pooling Assessment for Trusts 
RST Revalidation Support Team 
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RTT Referral to Treatment 
S  
SABS Safety Alert Broadcast System  
SALT Speech and Language Therapy 
SAS Staff and Associate Specialist 
SAU Surgical Administration Unit 

SCH Sheffield Children’s Hospital NHS 
Foundation Trust 

SDA Surgical Decision Area 
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  
SPC Statistical Process Control 
SpR Specialist Registrar 
SSD Sterile Services Department 

STH Sheffield Teaching Hospitals NHS 
Foundation Trust 

STEIS Strategic Health Authority Executive 
Information System 

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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