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A MEETING OF THE BOARD OF DIRECTORS 

WILL TAKE PLACE ON THURSDAY 16 APRIL 2015, 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 5 March 2015 15/04/P-03 

4.  
To approve the Action Log in relation to progress to date  
and review any outstanding actions 15/04/P-04 

Strategic Aim 1: Patients will experience safe care 

5.  To receive and consider a Patient’s Story  
H McNair 

Director of Nursing & 
Quality 

Presentation 

6.  To receive feedback from Bed Utilisation Audits 1&2  K Dunwell 
Medworxx Presentation 

7.  To approve the 2015/16 Annual Plan Objectives 
R Kirton 

Dir of Strategy & 
Business Development 

15/04/P-07 

8.  To receive and support the Chair’s Log and assurance from 
the Quality & Governance Committee 

L Christon, 
Committee Chair 15/04/P-08 

9.  To review and endorse proposals for the 2015/16 Quality 
Account Goals and Priorities   

H McNair 
Director of Nursing & 

Quality 
15/04/P-09 

10.  To review the Chair’s Log on any escalation issues from the 
Executive Team 

D Wake 
Chief Executive 15/04/P-10 

11.  To receive and endorse the Chair’s Log and assurance from 
the Audit Committee  

S Brain England 
Committee Chair Tabled 

13.  
To review and endorse the quarterly report on the Board 
Assurance Framework  

A Keeney 
Assoc Director of 
Corporate Affairs 

15/04/P-13 

14.  
To endorse annual review of compliance against the Code of 
Governance, Governance Assurance Framework and Quality 
Governance Framework 

H McNair 
Dir of Nursing & Quality 

& A Keeney 
Associate Director of 

Corporate Affairs 

15/04/P-14 

Strategic Aim 2: Partnership will be our strength 

15.  To note the monthly report from the Chairman  S Wragg, 
Chairman 15/04/P-15 

16.  To note and endorse monthly report from Chief Executive D Wake, 
Chief Executive 15/04/P-16 

Strategic Aim 3: People will be proud to work for us 

17.  To note outcomes and impact of latest Investors In People 
accreditation application  

P McLaren 
Interim Director of 
Comms & Marking 

15/04/P-17 

Cont/… 
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No Item   Sponsor Ref 

Strategic Aim 4: Performance matters 

18.  To receive and endorse the Chair’s Log and assurance from 
the Finance & Performance Committee  

F Patton 
Committee Chair 15/04/P-18 

19.  To note progress on development of 7-day services Karen Kelly 
Director of Operations Verbal 

20.  To review the integrated performance report (month 11) Executive Team 15/04/P-20 

21.  To note intelligence reporting/horizon scanning for the Board. P McLaren, Interim Dir of 
Comms & Engagement 15/04/P-21 

22. 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  
-  07 May 2015, 9am  
 
 

Signed: ………..……………………  
    Chairman 

 
 

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



  
REF: 15/04/P-03 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT  
 

MINUTES OF A MEETING OF THE 
BOARD OF DIRECTORS 

ON 05 MARCH 2015 
EDUCATION CENTRE, BARNSLEY HOSPITAL 

PRESENT: 
Mrs S Brain England OBE Non Executive Director  
Mrs L Christon Non Executive Director  
Mr S Diggles Interim Director of Finance & Information 
Mr F Patton Non Executive Director 
Dr R Jenkins Medical Director 
Mrs K Kelly Director of Operations 
Mrs H McNair Director of Nursing & Quality 
Mr S Wragg Chairman 

IN ATTENDANCE: 
Dr A Bowry Clinical Director, Theatres, Anaesthetics & Critical Care (CBU2) 
Mr J Bradley Director of ICT 
Ms H Brearley Director of HR&OD 
Mrs L Christopher Associate Director of Estates & Facilities  
Ms J Clark General Manager, Theatres, Anaesthetics & Critical Care (CBU2) 
Ms C E Dudley Secretary to the Board  
Ms A Keeney Associate Director of Corporate Affairs 
Mr R Kirton Director of Strategy & Business Development 
Ms P McLaren Interim Director of Communications & Marketing  
Mr M Smith Chief Pharmacist * 
Mr M H Wickham Clinical Director, Diagnostics & Clinical Support services 
 and Surgical Services (CBUs 4&5) 
(* attended for Minute 15/41) 

APOLOGIES: 
Ms D Wake Chief Executive 

 
15/37  APOLOGIES & WELCOME 

Members and attendees were welcomed.  Staff and members of the public 
were also welcomed as observers to the meeting.   
Members’ apologies were noted as above.  It was also noted that, as a 
courtesy, apologies had also been received from several Clinical Directors: 
Miss Dass, Dr Hughes and Dr Kapur.   
 

ACTION 

15/38  DECLARATIONS OF INTEREST 
None.  
 

 

15/39  MINUTES OF LAST MEETING (15/03/P-04) 
The Minutes of the meeting of the Board of Directors held in public on 05 
February 2015 were reviewed and accepted as a true record.  
  

 

15/40  ACTION LOG (15/03/P-04) 
The action log, showing progress on matters arising from the last and 
previous meetings held in public, was reviewed and noted.   
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The Chairman appreciated the action log’s developing format and concise 
content, making it clear which items would be addressed on the meeting’s 
agenda, what actions had been completed since the last meeting and 
progress on ongoing items.  
 

15/41  PATIENT’S STORY (Presentation) 
The Chairman reminded members that the Patient’s Story was presented at 
the top of each agenda to set the context for the Board’s discussions and 
decisions.  Mr Smith, Chief Pharmacist, presented a comprehensive update 
on the robotic systems now operating in both in- and outpatient pharmacy 
services although the presentation focussed largely on the newer, inpatient 
system.  He highlighted the improvements for both patients and the Trust, with 
quicker dispensing times, priority for patient discharge needs (with 95% at 
turnaround time of less than one hour after receipt of prescription), better 
space utilisation, reduction in error rate, more time for pharmacy staff to 
support ward/patients’ needs on a one-to-one basis and better stock 
management. 
In response to questions from the Board, Mr Smith gave further assurance on 
the efficacy of the robotic systems: the inpatient system was a tandem unit to 
ensure continuity in the event that one unit were to fail (this had already been 
proven to work well); the pharmacy team continued its previous practice of 
logging and reporting all errors via the performance system to ensure that the 
same stringent checks remained in place, and stocks were maintained at 
around three weeks, which was believed to be manageable and not too lean.  
Mr Diggles verified that good savings had been achieved on stocks to date 
and advised that this should be recognised in terms of both improved stock 
management and greater efficiencies despite increased drug prices.  
Looking forwards, Mr Smith outlined further improvements to be developed 
with the robotic systems, including internal generation of bar codes for 
products currently received without compatible coding, automatic stock 
controls at ward level and earlier verification of prescriptions to enable even 
faster issue of prescriptions to take home. 
The Board appreciated and supported the service improvements and benefits 
for patients and thanked Mr Smith for an informative and useful presentation.    
 

 
 
 
 
 
 
 
 

 

15/42  QUALITY & GOVERNANCE (Q&G) COMMITTEE (15/03/P-06) 
Before Mr Smith left the meeting, as Committee Chair, Mrs Christon advised 
that the Q&G Committee had received a presentation from Clinical Business 
Unit (CBU) 5 at its latest meeting and wanted to record a note of thanks to 
everyone involved in pulling it together.  The presentation had been very 
useful.  Pharmacy had been an integral part and Committee members had 
been impressed by the major changes achieved and the move towards more 
patient facing services, which they believed was making a huge difference in 
terms of quality of patient services.  Mrs Christon asked Mr Smith to share the 
Committee’s thanks with his team.  Mrs Christon also thanked Mr Wickham, 
as Clinical Director for CBU5; the presentation had been very thorough and 
had served well as a baseline for expectations of future presentations to the 
Committee from other CBUs. 
Mr Smith left the Board meeting at this point.  
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The Chair’s Log from the latest meeting of the Q&G Committee held in 
February was received and reviewed. Mrs Christon requested the Board to 
note all of the issues reported for escalation and assurance and highlighted a 
number of particular items, including: 

• The E-med management process (part of the CBU presentation), which had 
received a mixed response; the Committee urged the team to draw out 
clearer benefits if/when this was presented as a business case.  
-  Mr Diggles and Mr Bradley also updated the Board on discussions 

around e-prescribing and options being considered as part of the EPR 
(electronic patient records) project.  Mr Bradley advised that clinical 
leads across the Trust were enthusiastic about the opportunities but 
further work was essential to ensure the final decision was evidence 
based.  Dr Jenkins asked that any new system be assessed in terms of 
the wider impact of demands on staff too; it would not be worthwhile if 
one benefit was provided at the cost of, say, significantly increasing the 
time of ward rounds. 

• Stroke performance – good work ongoing but ultimately limited pending an 
early decision on future configuration of stroke services in order to review 
operations as part of the strategic planning process. 
-  Mr Kirton urged the Committee to look at the work ongoing within CBU1 

and also advised the Board that the current proposal around stroke in 
the 5 year plan may need to be reviewed based on latest findings.  
Dr Jenkins explained the three phases of the stroke pathway (hyper 
acute, acute and rehabilitation): there was no question that the Trust 
could not fully support the acute phase, there was a need for more work 
on the first phase in collaboration with partners to ensure the best option 
was provided for patients across the region.  

• Inpatient falls – the Committee had discussed the increasing levels and 
actions being taken to drive improvements.  The Trust would be trialling 
recent NICE guidance and developing a comprehensive falls strategy. 
-  Mrs McNair advised the Board that inpatient falls had been recognised 

as a problem nationally and a lot of work was ongoing across the 
country to address this.  The Trust had recently submitted a successful 
bid, alongside York and Leeds (re upscaling work), which would enable 
sharing of best practices. 

• Care Quality Commission scheduled visit – preparatory work now being 
progressed, which would also underpin the Trust’s intent to use the visit as 
an opportunity for further learning and development, not just to be 
undertaken as an obligation. 

The Log also listed two items for Board support:  

• the annual statement on the Trust’s compliance with Single Sex 
Accommodation requirements, which the Committee recommended be 
approved on the basis that no breaches had been reported for 2014/15 to 
date.  When approved, the updated statement would be published on the 
Trust’s website, and  

• the final Information Governance Toolkit submission, which the Committee 
was pleased to recommend for Board approval, having received assurance 
that the Trust would achieve level 2 compliance by the submission date of 
31 March (as detailed in separate report at agenda item 12). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

HMcN 
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The Board noted the issues reported in the Chair’s Log and approved the 
Annual Statement on Elimination of Mixed Sex Accommodation, based on the 
Committee’s recommendation.  
 

15/43  QUALITY ACCOUNT (15/03/P-07) 
The Board received and noted the report, which provided an updated forecast 
on the year end achievement against the 2014/15 Quality Account.  Full 
achievement was projected for all national indicators and achievement of six 
local priorities.  The target for falls would not be met, although 35% reduction 
had been achieved and, as discussed earlier, more work was continuing on 
this important issue.  For the remaining priorities not yet fully compliant, 
Mrs McNair expanded on the recovery plans in place to drive achievement of 
several more by year end, as well as the progress to date and continuing 
plans for the four unlikely to be achieved by the year end: compliance against 
the 95% targets for the national early warning system (NEWS), Sepsis Six 
and review of applicable hospital deaths <15 days, and the 3.5% target for 
sickness absence.   
With regard to sepsis, Mr Patton referred to links with the Trust’s improved 
HSMR (hospital standardised mortality ratios) and expressed concerns 
regarding the potential adverse impact due to slow progress on delivery of the 
Sepsis Six.  Mrs McNair emphasised the improvements achieved for half of 
the bundle; it was believed that the other elements were being carried out but 
not being sufficiently evidenced, which was equally important.  A lot more 
work was being progressed to support further progress; national evidence 
showed improvements were more effective where robust systems were in 
place, forcing change of practice.  Dr Jenkins endorsed this approach and 
advised that systems such as Vitapack could give valuable support and 
greater overview across all six elements.  The Executive Team gave further 
assurance on progress and provided an update on discussions around the 
Vitapack and other system options being pursued and the complex capital and 
recurrent financial implications being taken into account. 
It was noted that priorities for 2015/16 would be based on the aims set out in 
the Quality Strategy. Mrs Christon advised that these would be reviewed by 
the Q&G Committee before being presented to the Board in April.  Some of 
them would be quite difficult to quantify and ensure realistic – but still 
stretching – targets were established.  Mrs McNair affirmed that discussions 
were being pursued with commissioners to support key elements for 2015/16 
and ensure that the priorities and underpinning targets aligned with the 
Clinical Commissioning Group’s (CCG) ambitions for the year ahead as well 
as the Trust’s.  
 

 

15/44  SERIOUS INCIDENTS (15/03/P-08) 
As requested by the Board of Directors and Council of Governors, a six 
months overview of serious incidents (SI) and the outcomes/learning from the 
associated investigations was received. The report would be presented to the 
Council of Governors next month. As it was the first such report, Mrs McNair 
invited Board members’ comments on its content and future requirements. 
Mrs Christon confirmed that the report had already been reviewed by the Q&G 
Committee, members of which had suggested some developments for future 
reporting to illustrate more clearly the lessons learned from each SI and how 
these were being disseminated across the Trust, not just within the team(s) 
directly involved. 
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The report was reviewed and noted.  Suggestions for further development 
included use of benchmarking data where appropriate and the need for better 
dissemination Trust-wide, reflecting the Q&G Committee’s comments – not 
just relying on tools such as the risk management newsletter – and giving 
assurance on/measuring the effectiveness of learning gained from 
investigations.  The Chairman referred to a quality audit meeting that used to 
be held quarterly; Mr Wickham and Dr Bowry agreed that this had been very 
effective initially but had fallen away, however Dr Jenkins advised that he too 
had been used to and had valued this approach and intended to reintroduce it 
as one of several mechanisms currently under consideration to support wider 
learning and dissemination and sharing of good practice internally.  
Mrs McNair and Ms Brearley assured the Board that a number of robust 
systems were already in place to support shared learning and to monitor 
implementation of improved systems; Mrs McNair undertook to evidence 
these more clearly in future reporting.  Ms McLaren also highlighted the new 
fortnightly Patient Safety Newsletter, to be issued by the Director of Nursing & 
Quality and Medical Director shortly, which would include key issues such as 
learning from SIs.   
It was acknowledged that a lot of good work was already in place and should 
not be underestimated.  As a further step, however, and at the Chairman’s 
request, it was agreed that dissemination of learning from SIs should be 
reviewed as an agenda item for the Q&G Committee.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

HMc 
 
 
 
 
 
 

LC/HMc 
 

15/45  MORTALITY RATIOS (15/03/P-09) 
Dr Jenkins presented the monthly report on mortality ratios, which showed the 
latest published position for HSMR at 101.7 (November 2014).  Dr Jenkins 
advised that the year to date position (not yet published) had improved further 
to below 100.  SHMI - the Standardised Hospital Morality Indicator – data was 
updated quarterly and was thus unchanged from last month’s report.  He also 
highlighted the reported spike in crude mortality, which could impact on the 
HSMR position in future.  His review of national data had given some 
reassurance as the spike seemed to be reflected nationally, with nearly a 
twofold increase in mortality rates, predominantly in elderly patients with 
respiratory issues.  This could negate the impact on the HSMR when next 
rebased, as the 100 mean was calculated on performance across all trusts. 
The gap between weekend and weekday mortality had been a major concern 
to the Board and Members were pleased to note that this was now negligible, 
with Barnsley currently showing the lowest gap in the region. 
The Board agreed that the reported positions were encouraging and showed 
the Trust to be moving in the right direction.  Dr Jenkins advised that it was 
not possible to ascribe all or part of the improvements to any one of the 
workstreams progressed to date – all had made a valued contribution and 
there was more work still to do, including more focus on end of life care.  The 
Mortality Steering Group had spent a lot of time reviewing this aspect and 
examining anecdotal reports regarding the higher proportion of people in the 
borough who died in hospital compared to other regions.  It was possible that 
this reflected the provision of end of life care across the community.  
Discussions had commenced with the hospice and commissioners to try to 
redesign services whilst still protecting patients’ right to die in hospital if that 
was their preference: the critical factor being to ensure a quality of death for 
them. 
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In view of the reported improvements to date – and the clear drive for further 
advances – Dr Jenkins asked the Board to consider moving future reporting to 
a quarterly basis, with monthly reports to continue via the Q&G committee.  
The Board was pleased to support this.  Dr Jenkins was asked to share the 
Board’s sincere thanks with all the staff involved in delivering the reported 
improvements.  The Chairman also thanked Board members for their 
continued focus on this important issue over the past three years, which had 
helped to drive the progress now being delivered.  
 

 
 
 
 

RJ 

15/46  EXECUTIVE TEAM – CHAIR’S LOG  
Dr Jenkins confirmed there were no strategic issues to report this month from 
the Executive Team.  
 

 

15/47  AUDIT COMMITTEE (15/03/P-11) 
As Chair of the Audit Committee, Mrs Brain England presented and expanded 
upon the Chair’s Log following the Committee’s latest meeting.  It included a 
number of operational issues (all being addressed via the Executive Team) 
and highlighted the importance of ensuring that internal audit reports were 
shared with and reviewed by relevant governance committees.  A small 
change of process had been introduced to support this.  The Committee 
remained concerned about tracking of actions identified via audit reports; 
there had been a slight hiatus in the pace of new arrangements set up to 
improve this but Mrs Brain England assured the Board that this would be 
followed up and redressed prior to the Committee’s next meeting. 
The Log was reviewed and noted.  Mr Patton welcomed the improved cross 
referencing between the three core governance committees: Finance & 
Performance (F&P), Q&G and Audit, and the referral of internal audit reports 
into F&P.  The Chairman took this opportunity to thank colleague Non 
Executive Directors for their support of the three committees whilst the team 
had been low on numbers.  This had helped to share awareness of each 
Committee’s work as well as share the workload.  
 

 
 
 
 
 
 
 
 
 
 

SBE 
 
 
 

15/48  INFORMATION GOVERNANCE TOOLKIT (15/03/P-12) 
As referenced under discussion of the Q&G Committee Chair’s Log, the fuller 
report on the Trust’s compliance with level 2 of the IG Toolkit requirements 
was received and noted.  Mr Bradley confirmed that the draft submission had 
been subject to internal assessment as well as review by Internal Audit, the 
Information Governance Group and the Q&G Committee, all of whom had 
accepted and endorsed the proposed submission.   
Based on the information provided in the report and the recommendation of 
the Q&G Committee, the Board approved the draft for submission.  
In response to a question from Mrs Brain England regarding penetration and 
cyber testing, Mr Diggles advised that testing on this was being undertaken to 
provide assurance to the Board on the security of the Trust’s system.  The 
Chairman stated that the Board would need similar assurance for the range of 
hosted systems used by the Trust too.  The Chairman also referred to the 
interagency Information Sharing Agreement that the Trust had signed up to.  It 
was agreed that copies of the agreement should be shared with the Board for 
information and, referring to earlier discussions regarding dissemination 
across the Trust, the Board agreed that it would be good to receive assurance 
on how the Agreement would be/had been escalated.  Some aspects of this 

 
 
 
 
 
 
 
 

JB 
 
 

SD/JB 
 

SD/JB 
 
 

JB 
 
 

JB/HB 
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would build on existing good practice; this had been evidenced in recent 
experience of close working with the Police, which Dr Jenkins advised had 
been well managed, with appropriate safeguards in place.    
 

 

15/49  CHAIR’S REPORT (15/03/P-13) 
The Chairman’s report was received and noted. It provided an overview on a 
number of the Chairman’s activities since the last Board meeting and items of 
interest, including feedback from national and local meetings and events, and 
the continuing work of the Council of Governors and Barnsley Hospital 
Charity.   
Additional reports were invited from other members of the Non Executive 
team.  Mrs Brain England reiterated feedback from a recent Quality & Safety 
visit, which she had already reported to the Director of Nursing & Quality: she 
had been very impressed by the knowledge of the nurses she had spoken to 
during the visit.   
 

 

15/50  CHIEF EXECUTIVE’S REPORT (15/03/P-14) 
Dr Jenkins presented and expanded upon the Chief Executive’s report on 
behalf of Ms Wake.  It provided informative updates on a number of internal, 
regional and national matters.  Issues highlighted in discussion included: 
• The Trust’s bid, together with other members of the Working Together 

group, for vanguard status under the smaller hospitals workstream.  
Dr Jenkins believed that the supporting presentation had been well received 
on 2nd March; copies were available on the internet.  It was not yet known 
when outcomes would be announced but the Board would be kept 
informed. 

• A brief outline of the SI reported to the Board previously was reiterated.  
The SI involved a Police investigation and fuller details were being worked 
through on a confidential base.  Further information would be provided 
when possible. 

• Peer review of the Trauma Unit – it was clarified that this related to patients 
presenting with spinal injury on an emergency basis: it did not affect the 
established protocol for not providing spinal surgery at Barnsley but would 
require further discussion between the Chief Executives at Barnsley and 
Sheffield hospitals. 

Dr Jenkins also provided a brief update on the recent MHRA (Medicines and 
Healthcare Products Regulatory Agency) visit, reported last month.  Findings 
were not yet finalised but informal feedback to date had not identified any 
additional issues to those already being addressed by the Trust and had 
validated the Trust’s decision to suspend recruitment.  Dr Jenkins did not 
believe the suspension would have any adverse financial impact and affirmed 
that it was intended to recommence the study when permitted by the MHRA, 
to follow up on the Trust’s duty to those who had already taken part. 
The Chairman reported briefly on the latest performance review meeting with 
Monitor.  The Relationship Team had not expressed any significant concerns 
and, in a subsequent letter to the Chief Executive, had been very positive 
about their observations of the good progress to date, hinting at the possibility 
of lifting more – and possibly all – of the enforcement undertakings against the 
Trust later in the year.  The Board agreed that the Trust should be proud of 
the progress to date and endorsed the Chairman’s request for the Executive 
Team to pass that comment on to all the teams involved.  

 
 
 
 
 
 
 
 
 

RJ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

ET 
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15/51  MISSION POSSIBLE (15/03/P-15) 
Ms Brearley provided an update on progress of the “Mission Possible” 
campaign.  The report showed progress to date and key dates for the first 
phased of the initial two years programme; as reported previously, the 
campaign would develop beyond that timeframe, based on learning gained in 
the earlier phases.   
Key elements of the work to date included the ongoing assessment for 
Investors in People (IIP) Bronze accreditation (the results of which should be 
known by the next Board meeting), review of the programme alongside 
outcomes from the latest staff survey and other data, and sign up to Listening 
in Action.   
Mrs Christon sought more information on the measures of success for the 
campaign.  Similarly Mrs Brain England was conscious that the Trust had run 
a number of leadership programmes over recent years but was not aware of 
any benefits realisation data that could be fed into the Mission Possible 
programme.  Ms Brearley advised that data had been collated as part of the 
first phase of Mission Possible, to enable an informed baseline to be 
presented to the Executive Team to support discussions regarding future 
aspirations for the Trust’s culture and the route to achievement, which in turn 
would help to identify and develop the measures of success.  The report was 
ready in draft form but had been delayed from the Executive Team agenda.  
The data included feedback from evaluations on several initiatives recently 
completed; the Platform to Transform programme was currently being 
evaluated using a ‘return on investment’ model and there had been an 
external evaluation of the service leadership model (mixed outcomes but 
valuable learning points that would feed into Mission Possible).  Reflecting the 
organic nature of the Mission Possible programme, the baseline would 
continue to change and evolve as more information became available from 
further reports: Mrs McNair referred to the nursing Band 7 year long 
development programme just finishing, the evaluation from which would be 
available soon, and Ms Brearley affirmed that a similar programme for Band 4 
staff would also be subject to review shortly. 
Mr Bradley suggested it would be useful for the timetable to include more 
milestones, some of which had been identified in the above discussion around 
development of the draft programme, and cross links with other internal and 
external programmes too.  Mr Kirton encouraged links with community work to 
be incorporated as well.  A range of other work was proposed for inclusion 
too.  Ms Brearley appreciated the interest and ideas, all of which would be 
taken into account as much as possible.  She emphasised that Mission 
Possible was intended to be a comprehensive approach but it would not be an 
exhaustive list and a number of elements of staff development would remain 
within the wider remit of the Learning & Development team as a whole.  As 
agreed previously, regular reports would be presented as the programme 
developed.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

15/52  STAFF SURVEY (15/03/P-16) 
The summary of initial findings from the latest Staff Survey, carried out by 
Pickers (local providers) was received and reviewed.  It identified the five top 
and five bottom scoring items, some of which seemed to contradict each other 
on initial review but, as had been discussed at the recent Board workshop, 
would be subject to further analysis.  Ms Brearley reiterated that the Trust 
would normally identify themes from the findings and use these to inform the 
annual action plan. This year with IIP feedback, pulse reports, stress survey 
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and other internal and national data now available, the survey would enhance 
the wide range of data being fed into Mission Possible, which in turn would 
enable critical issues to be identified and pursued on a longer term basis.  
Ms Brearley advised that the survey had been issued to all staff, with an 
above average return achieved, which was encouraging.  The survey had 
been undertaken between September-December, at which time staff had 
been under immense pressure and in a year when they had been asked to 
support a pace of change not previously sought before.  The Board agreed 
that it was important the information gained was used to best possible effect 
to support engagement with and the right changes for staff.  The Chairman 
suggested, and it was agreed, that it would also be useful for the F&P 
Committee to look at the cost implications of this work and Mission Possible.  
 

 
 
 
 
 
 
 
 
 
 
 

HB/FP 
 

15/53  FINANCE & PERFORMANCE (F&P) COMMITTEE (15/03/P-17) 
As Chair of the F&P Committee, Mr Patton presented the Chair’s Log from the 
Committee’s February meeting. He advised that the format had been changed 
slightly – all issues would remain on the Log until they were resolved to the 
Committee’s satisfaction but it now reflected February updates only.  
Mr Patton also reported on some additional items for the Board’s attention: 
-  potentially significant staff absence levels, due to the combined impact of 

sickness and maternity leave.  This could give rise to some sizeable gaps 
in some areas; 

-  the ongoing development of the integrated performance framework (as 
presented at agenda item 18 to the Board).  The Committee had received 
and reviewed the first draft and had acknowledged that this was very much 
a work in progress.  Nevertheless further constructive criticism would be 
appreciated to ensure that the report’s final format added value across the 
organisation.  It would be important to identify what form the data would be 
presented in at team, CBU, Committee and Board levels to ensure robust 
data sharing, optimal use, valid assurance and avoid unnecessary 
repetitive discussions; 

-  the cost improvement plan had been reviewed to ascertain what was 
recurrent/non-recurrent and the status of plans for 2015/16 (c33% 
confirmed, the rest close to being finalised but under pressure due to the 
timeframe). 

Mr Patton also reported on the desk top review of progress against Project 
Allerton action plan he had carried out with Mr Diggles. The Board supported 
their view that further evidence of actions cross referenced with the 
Governance review was required.  Ms Keeney gave assurance that the 
Governance action plan continued to be regularly reviewed by the Executive 
Team but agreed that it would be useful for a report on same to be provided to 
the next meeting of the F&P Committee to give further assurance. 
As reported in the Chair’s Log, the Committee had also reviewed and 
supported the Cardiology Business Case, although final approval rested with 
the Board due to the costs involved (£300,000).  The Board confirmed its 
approval of the business case based on the Committee’s recommendation.  
The Board also accepted the recommendation to increase thresholds for 
approval of future business cases: to £100,000 for the Executive Team and 
£250,000 for the F&P Committee, both with an agreed tolerance level of 10% 
- on the basis of proven better controls now in place and continued monitoring 
of all business cases at 6 months via the F&P Committee.  For clarity, it was 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

FP/AK 
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confirmed that the thresholds included any irrecoverable VAT (ie the cash 
value of any business case). 
With reference to business case reviews, the Chairman queried the outcome 
from investment in the digital dictation system, how it could used to support 
the current administrative backlog and progress on the initial plans for the 
system to support sharing of digital work where practicable.  Mr Kirton advised 
that three benefit reports had been received, with a number of benefits 
identified but issues still ahead as the system become more integral to 
operational norms.   
Mr Bradley advised that work would commence shortly on the first benefits 
realisation for the Lorenzo system.  The Trust would be expected to report on 
this to the national team (timing to be confirmed) and Mr Kirton affirmed that 
the outcomes would also be reported to the Board via the F&P Committee as 
part of the established business case process. 
The Board also queried progress on the Care UK contract.  Mrs Kelly advised 
that ongoing arrangements were working well and not perceived as a risk to 
the Trust while tender documentation was being finalised for issue.  
Subject to the above, the Chair’s Log was received and noted.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 

RK/JB 

15/54  INTEGRATED PERFORMANCE REPORT (15/03/P-19) 
The month 10 report on activity, finance, quality and workforce to the end of 
January 2014 was received and reviewed.  As stated earlier by Mr Patton, the 
report was presented in a new format and was by no means finalised.  
Mrs Kelly drew attention to the Executive Summary, which was intended to 
draw attention to any areas of non compliance and provide an overall 
summary based on the “4 Ps” of the Trust’s business plan, with further work 
required on the underpinning metrics.   
Mrs Kelly also pointed out that the Nursing & Midwifery staffing report was 
now integral to the report (again, to be expanded for future reports).  
Workforce and Finance reports had not yet been fully integrated into the 
report but these would be progressed as part of the impending developments.    
It was intended that the more comprehensive report would enable greater 
triangulation with other reports presented to the Board too. 
The Executive Team intended to use the same report at all levels across the 
Trust and were working on which elements needed to be directed to which 
Committee to ensure assurance/escalation at the right level and avoid 
unnecessary duplication.  Nevertheless each group would receive a wider 
range of information than received to date, which in itself could give rise to 
new challenges as it would be instinctive for the reader to review and question 
all of the data presented at any time, not just the areas they were directed to 
review.   
Mrs Christon appreciated the intent of the report and accepted that it was a 
work in progress.  She agreed that the wide-ranging data presented was 
useful but had created more questions, for instance around bed occupancy 
levels (the Board noted that outcomes from the latest patient flow audit were 
due to be presented next month, which would give more data on this), low 
response on some aspects of the Family & Friends Test (Mrs McNair advised 
that the figures reported were incorrect and would be rectified next month), 
the wider data available on patient safety (agreed to be reviewed further 
through the Q&G Committee), and a lack of granularity at CBU level (it was 
confirmed that a CBU dashboard was being developed for future issues).   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

KK 
HMc 

LC/HMc 
 
 



BoD April 2015: 03_BoD Min March 2015 Page 11 of 11 

The Chairman endorsed the consensus that the intent of the report was 
valuable and he appreciated that more work was to be carried out. He 
requested that this should include clarification of the meaning of the colour 
coding used – the amount of red ratings shown on some pages was open to 
misinterpretation, what did the blue mean, etc – and he welcomed assurance 
that when finalised the report would be considerably more refined and less 
bulky.  Dr Jenkins stressed the importance of being able to rely on the data in 
future reports.  The Board was assured that the Executive Team had clear 
sight on all current operational issues and that all areas of concern had been 
identified and reported via the governance committees appropriately but it was 
acknowledged that the first issue of the new style report contained some 
errors, which had been unhelpful to both the Board and in terms of informing 
the public.  This would be rectified for the next meeting. 
In terms of some specific issues, Mrs Kelly advised that the cancer target of 
62 days referral to treatment (RTT) shown as non-compliant in January had 
been brought back on track in February.  She also drew attention to the A&E 
<4 hours target; as the Board was aware there had been a slight shortfall in 
Q3 and the target continued to be challenging in Q4 but recovery plans were 
in place. It was intended that future reporting would provide more information 
on exceptions and contributory elements to each target; pages 17/18 onwards 
included benchmarking data against other Trusts and currently showed that 
the Trust continued to outperform other providers within the community for the 
A&E targets.   
Mrs McNair confirmed that some CQUIN (Commissioning for Quality and 
Innovation) payments were at risk, with the biggest concern around 5-7 day 
working initiatives but discussions were ongoing to renegotiate the final 
position in year having gained a more realistic view of the original plans.   
Mrs McNair also advised that the data on other quality issues within the new 
style report needed to be expanded and clarified.  Referring to the month 10 
data presented, she confirmed that falls were higher than anticipated but work 
was ongoing in this area; she also highlighted the continued good 
performance on Clostridium Difficile – although this had subsequently led to a 
further reduction in target for 2015/16, now confirmed at 13.  Four SIs were 
reported and subject to full investigation.  She also advised that the increased 
reporting in medication errors continued to reflect good governance with staff 
able to report incidents more easily; she assured the Board that this did not 
mean patients were getting wrong drugs; nearly all issues were identified 
before they reached patients and this would be made clearer in future 
reporting.  Similarly reporting on the safety thermometer would be improved 
too (the month 10 report was not RAG rated), although it did show good 
position on most areas, with work still needed on venous thromboembolisms. 
On the workforce report, Ms Brearley reiterated concerns on sickness 
absence, although she was aware of some improvements in February within a 
number of teams, the good update of the “Fit for 15” campaign and good 
scores on the wellbeing elements of the latest stress survey, which was 
encouraging.  Dr Jenkins had observed that the new format of the reporting on 
Nursing & Midwifery staffing levels had lost some of the intelligence previously 
provided and Ms Brearley agreed that the same was apparent in the reporting 
on vacancy levels in the workforce section; she would ensure this was 
improved.  She was also pleased to report on the continuing good response to 
nursing recruitment, with 43 new nurses appointed since August. 
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Mr Patton appreciated the benchmarking data on absences.  Whilst this did 
not change his earlier concerns regarding the impact of collective absences 
on some teams, it was noted that the Trust was by no means an outlier 
compared to its peers.   With regard to other aspects for development in future 
reporting, Dr Jenkins suggested it would be useful if future reporting on 
absences could show rolling and 12 month targets; Mrs Brain England would 
like to see some correlation with other targets if possible and the Chairman 
commented on the need for some corrections to the trend data. 
Mr Diggles referred to the finance section: the format for which had not yet 
changed as it was important not to lose continuity on the data currently being 
provided, although a move towards alignment with the rest of the report was 
being progressed.  He confirmed that there was no significant change to the 
trends reported over recent months, with the Trust retaining a continuity of 
service risk rating (CoSRR) of 1; the projection for return to a CoSRR of 4 - in 
2019 - was included in the report as requested.  The month was slightly ahead 
of planned surplus, income and costs (the latter being due to an increase in 
utilisation) and Public Dividend Capital levels at £13.3 million following a 
further drawdown in February.  Mr Diggles also affirmed the debtors’ position 
of £1.2 million outside normal terms and creditors at £4 million, which was 
acknowledged as a good improvement in year.  
In response to a question from the Chairman, Mr Diggles confirmed that 
discussions at the latest CIP steering group had shown a good level of 
confidence in delivery of the 2014/15 target.  Favourable variance had 
dropped in January on year to date but some additional schemes had been 
identified, supporting the forecast delivery of £6.3 million by the year end.  The 
Chairman believed that achievement of the 2014/15 CIP target would give 
more confidence to the 2015/16 plans too.  Mrs Christon queried the 
achievement to date within each CBU as shown on appendix 3.  Mr Diggles 
explained that areas of under achievement in CBU5 were largely due to the 
savings having been made in other schemes already but the unit had 
delivered significant savings (eg radiology) shown elsewhere.  The listing at 
the bottom of the page was based on original proposals and fixed targets 
initially applied at the start of 2014/15, the report at the top reflected a truer 
position.  Mr Kirton advised that, as part of the learning from the 2014/15 
planning cycle, the targets for 2015/16 would be set on cost base, which 
would be clearer and more equitable.  
 

15/55  INTELLIGENCE REPORTING / HORIZON SCANNING (15/03/P-19) 
Ms McLaren presented the report, summarising a range of information 
received nationally and regionally on health and social care issues.  She drew 
attention to the briefing on the new models of care to be trialled in Greater 
Manchester – this would be the first English region to have full independent 
control of health spending; the Board would be kept informed of progress.  
The Chairman believed that a local region was also discussing a devolution 
deal, which would have a more direct impact on the Trust.  More information 
on this would be brought to the Board if/when progressed. 
Mrs McNair also highlighted the timetable for the forthcoming election and 
advice issued by NHS Providers relating to trusts’ activities during purdah (ie 
the time when Parliament would be dissolved).  Board meetings held in public 
should not include strategic planning activity and no promotional activities 
should be undertaken that might potentially be adopted for political gain.  No 
visits would be allowed by Parliamentary candidate during this period.  Normal 
Board business would be continued. 
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Dr Jenkins referred to the “Hello, my name is …” campaign.  Whilst he agreed 
it would be useful to discuss further as part of the Trust’s sign up to Listening 
in Action, he believed that the instigator’s (Dr Grainger) main aim had been to 
encourage staff to introduce themselves to patients.  This was an approach he 
fully endorsed and which should be a part of normal practice, particularly with 
ID badges often being difficult to read (which could also be revisited).   The 
Board widely endorsed Dr Jenkins’ comments and also supported the logic of 
the broader campaign, which it might be useful to review at an Executive 
Team meeting as part of the culture change work too.  Mrs McNair advised 
that a review of nursing communications was scheduled in April and this 
would be added into the scope, although it was acknowledged that aspects 
such as name badges were not solely a nursing issue. 
Mrs Christon assured the Board that the latest reports from Sir Robert Francis 
(whistleblowing) and on the Jimmy Savile abuse investigation would be 
reviewed further through the Q&G Committee.  Dr Jenkins advised that the 
Trust would need to consider lessons from the report on Morecambe Bay 
issued recently too.  
 

 
 
 
 
 
 
 
 
 
 
 

PMc 

15/56  COUNCIL OF GOVERNORS (15/03/P-29) 
The latest agenda (February 2015) and approved Minutes (December 2014) 
of the Council of Governors’ General Meeting were received and noted.  
Further information was available via the Chairman or from Governors direct 
at any time.  
 

 

15/57  ANY OTHER BUSINESS AND DATE OF NEXT MEETING 
a) Public Comments  

None. 
b) Date of next meeting  

The next meeting of the Board of Directors was confirmed for 16 April 
2015, commencing at 9am.   
In accordance with the Trust’s Constitution and Standing Orders, it was 
resolved that members of the public be excluded from the remainder of the 
meeting, having regard to the confidential nature of the business to be 
transacted.    
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SUBJECT: BOARD ACTION LOG 

DATE: APRIL 2015  

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  

 

QUESTION(S) ADDRESSED IN THIS REPORT  

 

CONCLUSION AND RECOMMENDATION(S)  

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



Subject: Board Action Log Ref: 15/04/P-04 
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ACTIONS ON PUBLIC AGENDA 
Meeting date 
& Minute ref Item Action Owner Action taken 

March 2015 
15/54 

Integrated Performance 
report 

New format for report under 
development; several 
improvements requested, including 
– correct data on Family & Friends  
   test 
- wider data on patient safety  
-  more granularity at CBU level 
   (CBU dashboard being 
   developed) 

Outcomes from Patient flow audit 
to be presented at next Board 
meeting. 

Director of 
Operations 

See agenda item 18 
for latest/improved 
Integrated 
performance report 
 
Agenda item 6 refers 
re patient flow (bed 
utilisation audit). 

Jan 2015 
15/18(a) AOB - Public comments 

Queried information on latest 
patient flow audit: due end 
January/February.  

Director of 
Operations 

As above, see 
Agenda item 6  

Jan 2015 
15/09 

Board Assurance 
Framework 

Progress quarter on quarter to be 
shown more clearly 

Assoc Dir of 
Corp Affairs 

Agenda item 13 
refers 

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

March 2015 
15/50 

Chief Executive’s 
Report 

Board’s thanks to be conveyed to 
staff re continuing support to, and 
good progress on turnaround plan. 

Executive 
Team 

Completed:  
Team Brief refers 

March 2015 
15/48 

Information 
Governance Toolkit 

a) Agreed Toolkit to be submitted 
by deadline 

b) Interagency information 
sharing agreement to be 
circulated to Board for 
information and assurance to 
be provided on how 
Agreement would be/had been 
escalated 

Director of ICT 

a) Completed by 
deadline 

b) Copy agreement 
circulated; detail 
on assurance 
awaited 

March 2015 
15/47 Audit Committee 

Improvements on audit report 
tracker to be progressed ahead of 
next Audit Committee meeting 

Committee 
Chair / Assoc 
Dir of Corp 
Affairs 

Progress actioned as 
requested.  Fuller 
report to be 
presented at next 
Audit Committee 
(April). 

March 2015 
15/45 Mortality Ratios 

Board’s thanks to be shared with 
staff involved with delivering the 
improvements achieved to date. 

Medical 
Director 

Completed: early 
April  

March 2015 
15/44 Serious Incidents 

Dissemination of learning to be  
(a) evidenced more clearly in 
future reporting and (b) reviewed 
by Quality & Governance 
Committee 

Assoc Dir of 
Corp Affairs 

Actioned: Future 
reporting will be 
supported with 
introduction of Patient 
Safety Panel, risk 
management 
structure and regular 
reporting to Q&G 

March 2015 
15/42 

Quality & Governance 
Committee 

Annual Statement on Single Sex 
compliance to be posted on Trust’s 
website 

Dir of Nursing 
& Quality 

Completed by end 
March 
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Meeting date 
& Minute ref Item Action Owner Action taken 

Feb 2015 
15/32 

Integrated performance 
Committee 

Fuller report on DNA (did not 
attend) due to be presented to 
F&P. 

Director of 
Operations 

Actioned: Target has 
now been met and 
sustained.  Does 
Board/F&P require 
further report? 

Feb 2015 
15/25 

Nursing & Midwifery 
Staffing 

Nursing & midwifery rostering to 
be including on Electronic Staff 
Records; benefits realisation to 
follow  

Dir of Nursing 
& Quality 

Actioned: Nursing & 
midwifery staffing 
reported through ESR  

Jan 2015 
15/14 

Integrated Performance 
– workforce 

HR/management working with 
theatres team to increase support 
and reduce sickness absence 

 
Director of 
Operations 

Progress reported 
via Finance & 
Performance.   
Action plan in place; 
improvements noted 
March 2015;  
theatre sickness 
being supported/ 
managed by HON – 
sickness reduced 
from >21% to current 
10.4%; plan 
continuing 

Sept 2014 
14/155 CEO report 

Backlog of film reporting to be 
reduced to normal levels by end of 
March 2015. 

Dir of 
Operations 

Achieved:  
only 4 outstanding at 
30 March 

Aug 2014 
14/132 

Medical Dir’s report - 
Research & 
Development (R&D) 
Strategy 

Approval of Strategy subject to 
review and acceptance of 
business/finance plan via Finance 
& Performance (F&P) Committee. 
Delivery of strategy to be 
monitored via Q&G per June 
Board (14/99) 

Medical 
Director 

Financial plan 
presented at F&P 
November 2014.  
Committee requested 
further detail.   
Received at March 
F&P  

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

March 2015 
15/55 

Intelligence reporting / 
Horizon scanning 

Consideration of   
“Hello, my name is …”, including 
options for introduction of more 
visible name badges to be added 
to nursing communications review. 

Dir of Nursing 
& Quality 

Ongoing: Review 
due to start April; new 
badges being 
explored. 

March 2015 
15/53 

Finance & Performance 
Committee 

Benefits realisation on Lorenzo to 
be reported to F&P via business 
case process 

Dir of Strategy 
& Business 
Development / 
Dir of ICT 

Ongoing – timeline to 
be confirmed 

Update on progress against 
governance review action plan to 
be presented to next F&P 
Committee 

Assoc Dir of 
Corp Affairs 

At March F&P 
deferred to April 
meeting. 

March 2015 
15/52 Staff Survey 

Cost implications of staff survey 
and Mission Possible to be 
reviewed by F&P Committee 

Interim Dir of 
Comms & 
Marketing 

First assessment due 
to be presented to 
F&P in April 

March 2015 
15/50 

Chief Executive’s 
Report 

Outcome from bid for vanguard 
status to be advised 

Medical 
Director 

Awaiting update 
from NHS England 

March 2015 
15/48 

Information 
Governance Toolkit 

Penetration and cyber testing to be 
progressed for internal and hosted 
systems. 

Director of ICT Timeline to be 
confirmed 
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Meeting date 
& Minute Ref Item Action Owner Action taken 

Feb 2015 
15/24 

Quality & Governance 
(Q&G) Committee 

List of IT systems and 
obsolescence dates to be 
reviewed at Finance & 
Performance (F&P) Committee 

Director of ICT 

Comprehensive list of 
all IT related systems 
is being compiled by 
the Procurement 
Department and 
reviewed by 
Procurement with 
ICT.  To be presented 
to the Executive 
Team and F&P in 
March (deferred to 
April).   

Jan 2015 
15/14 

Integrated Performance 
– quality 

Learning from SI re maternity 
medication error to be shared with 
Board when known  
(expected March/April) 

Dir of Nursing 
& Quality 

Further information 
awaited – final report 
expected May 

Dec 2014 
14/203 

Action Log  
- Job plans (14/188) 

October: Due for completion by 
end November 2014  
December update: 42% eligible for 
completion; discussion ongoing 
with CBUs and LNC to progress 
remainder.  Board will be kept 
appraised of progress. 

Medical 
Director 

Feb: Updated in 
Medical Directors’ 
quarterly report.  
Work ongoing.  Board 
to be kept appraised 
of progress.  Status = 
amber at 31 Jan 2015 
Next report: May 

Nov 2014 
14/190 

Board Assurance 
Framework (BAF) 

Risk registers being updated; 
corporate risk register to be 
presented to Board when 
available. 

Assoc Dir of 
Corp Affairs 

Update nearing 
completion; to be 
reviewed via April 
Q&G before 
presentation to Board 
(May) 

 



  

REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/04/P-07     
 

SUBJECT: 2015-16 ANNUAL PLAN OBJECTIVES 

DATE: APRIL 2015  

PURPOSE: 

 Tick as 
applicable   Tick as 

applicable 
For decision/approval √  Assurance √ 
For review   Governance √ 
For information   Strategy √ 

PREPARED BY: Bob Kirton, Director of Strategy & Business Development 

SPONSORED BY: Diane Wake, Chief Executive 

PRESENTED BY: Bob Kirton, Director of Strategy & Business Development 

STRATEGIC CONTEXT  

The 5 year plan has now been signed off; the attached objectives outline what will be achieved in 
year 2 of the 5 year plan. 

KEY POINTS ADDRESSED IN THIS REPORT   

What are the organisational objectives for the next year? 
How do they align to the 5 year plan? 
How will they be monitored in order that assurance can be given to Board on progress? 

CONCLUSION AND RECOMMENDATION(S)  

The organisational objectives have been developed by the Executive Team in conjunction with 
the Clinical Business Units and other key stakeholders. The objectives are aligned to the 5 year 
plan and based around the 4Ps: patients, partnership, people and performance in a format that is 
accessible to all, referenced to supporting documents and allows the Board to hold directors to 
account. 
 
It is recommended that the objectives are approved and communicated out to all Trust 
teams and other stakeholders. 
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REFERENCE/CHECKLIST 
• Which business plan objective(s) 

does this report relate to? All 

• Has this report considered the 
following stakeholders? 

Tick all applicable boxes 
√ Patients  √ BCCG √ √ Other – 
√ Staff  √ BMBC √ Please state: 

partners √ Governors  √ Monitor √ 

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

Tick all applicable boxes 
√ 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? 

Tick all applicable boxes 
√ Yes • Has this report (in draft or during 

development) been reviewed and 
supported by any Board or Exec 
committee within the Trust? 

 Audit 
 Not Applicable  Finance & Performance 

 To be 
developed 

 Quality & Governance 
√ ET 

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

Failure to deliver these key objectives will be a risk to the 
organisation; this is aligned to 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: 
“To be the best integrated healthcare organisation of choice for our local communities and beyond” 
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Subject: 2015-16 ANNUAL PLAN OBJECTIVES Ref: 15/04/P-07 

 
 

1. STRATEGIC CONTEXT 
1.1 The 5 year plan has now been signed off; the attached objectives outline what will be 

achieved in year two of the 5 year plan.  

2. INTRODUCTION 
2.1 As part of the development of the 5 year plan the key 4 strategic aims were agreed as 

the 4Ps: patients, partnerships, people and performance. The organisational 
objectives have been developed by the Executive Team in conjunction with the 
Clinical Business Units and the involvement of other key stakeholders, including the 
Governors and external partners. The objectives are aligned to the 4Ps so that all staff 
and stakeholders can understand what key organisational objectives will be delivered 
in 2015/16. 

2.2 The objectives were shared with all Board members at a workshop held on 26 March, 
some additions were made and this updated document is presented for final Board 
approval. 

3. NEXT STEPS        
3.1 Once agreed the objectives will be communicated out to all staff as a whole through 

our usual communication channels but also individually via the appraisal process.  
3.2 In order to support Board assurance process, updates will be provided to the Board on 

a quarterly basis and will be presented by the accountable directors. All key strategic 
service initiatives will be tracked in detail and reported on quarterly as part of the same 
process. 

4. CONCLUSION 
4.1 The Board of Directors is asked to approve the strategic objectives and the assurance 

reporting arrangements.  

 

Appendices: 

• Appendix 1 – BHNFT Annual plan objectives 2015-16 
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Objective Lead 
Director Milestone/measure Completion 

date
Ref/link
 documents

a) In 2015/16 we will continue to provide high quality care for patients, 
ensuring all our patients have a positive experience of care through us 
better understanding what patients want, measuring our performance and 
improving the way we care.

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

Maintain and strive to increase response rates to the FFT across inpatient areas and ED

To further develop opportunities for patients to give feedback on their experience of care through the wider roll out of the NHS 
Friends & Family Test (FFT) to Outpatient and Day Case areas.

Identify areas for service improvement from the 2014 FFT results and patient/carer feedback

Implement identified areas for service improvements and monitor sustainability and effectiveness including working on 
integrated care pathways with our partners e.g. the discharge process, End of Life, diabetes and dementia.

Launch of the "Listening into Action" programme to facilitate improved staff engagement and create a shared agenda for quality 
improvement.
 

March 2016

March 2016

July 2015

March 2016

April 2015

Quality strategy
Quality account
Quality assurance framework
Integrated Performance Report
Workforce Strategy

b)  In 2015/16 we will deliver consistently safe care: taking action to 
reduce harm to patients in our care and protecting the most vulnerable 
including the elimination of avoidable grade 3 &4 pressure ulcers.

HMc/RJ To reduce the number of hospital acquired avoidable Grade 2 and 3 pressure ulcers acquired in 2014/15 with the ultimate aim of 
eliminating all Grade 3 & 4 hospital acquired avoidable pressure ulcers

To ensure medicine reconciliation occurs within 24 hours of admission to BHNFT and 90% of medicines reconciliations are 
performed within 24 hours of admission to our hospital

To reduce harm to patients who are having elective surgical procedures in our hospital, striving to achieve 100% compliance 
with the World Health Organisation (WHO) surgical checklists for all patients under-going elective surgical procedures.

To evidence compliance with best practice (or evidence based) including NICE quality standards for: Venous Thromboembolism 
Prevention and assessment & prevention of falls in older people

March 2016

March 2016

March 2016

March 2016

Quality strategy
Quality account
Quality assurance framework
Integrated Performance Report

c) To deliver consistently effective care throughout 2015/16 the Trust will 
achieve  improved health outcomes through delivery of effective and 
evidence-based care and achieve agreed targets.

HMc/RJ To deliver length of stay reduction agreed target and reduce readmission rates.

To consistently identify all patients at risk of dehydration and implement the new Trust Guideline for Fluid Balance Charts.

Continue to ensure a reduction in HSMR to 100 or less and keep weekend mortality as a key focus

Continued focus and further work on the following specific pathways: sepsis, acute kidney injury, pneumonia, deteriorating 
patients and end of life care

March 2016

March 2016

March 2016

March 2016

Quality strategy
Quality account
Quality assurance framework
Integrated Performance Report

d)  Continued delivery of prioritised 7 day services in 2015/16 to support 
the needs of our patients and deliver the Keogh standards  increasing the 
availability of : medical decision makers, radiology cover, therapy support 
and  pharmacy services across 7 days.

RJ/KK Ensure continuation of delivery and funding for these services with commissioner support.

Continued monitoring of benefits realisation.

On-going review of assessment against Keogh standards, update to Board.

April 2015

March 2016

June 2015

7 day working action plan
Quality strategy

BHNFT 2015-16 Vision, Aims and Objectives

Barnsley Hospital NHS Foundation Trust

Vision: To be the best, integrated healthcare organisation of choice for our local communities and beyond. 

Aim 1:Patients will experience safe care. 



Objective Lead 
Director Milestone/measure Completion 

date Ref/link documents

a) In 2015/16 we will create opportunities to engage and involve our 
patients, their families, the wider community; service user advocacy 
groups and our wider health and social care partner groups in the 
development and delivery of our services.

PMc Publication of our stakeholder map and identify gaps in engagement and involvement for action  

Development of a specific stakeholder engagement programme (linked to our communications strategy) to address all groups 
and form a valuable consultative body    

Extended circulation of  the Barnsley Hospital News to reach a significantly wider readership and capture views and commitment 
to engage from the community

Delivery of an annual members and open day for Trust membership and the community to share achievements and seek further 
and continuous involvement

Establishment of a bi-monthly primary care publication ‘Quality Matters’ with an active feedback mechanism, linked to the 
medical director’s community clinical engagement programme.

May 2015

June 2015

April 2015

Sept 2015

Sept 2015

Strategic Communications and 
Engagement Framework 

b) During 2015/16 we will be an effective partner in order to improve the 
way we work and provide services with others including our work on the 
HWBB, the CCG, GP Federation, clinical networks, acute providers and 
all other local partners.

BK/RJ Stakeholder map and engagement programme developed (as above)

Delivery of key strategic plan initiatives with partners including:
Care coordination centre
Integrated diabetes care through multispecialty community provider model
Shared care pharmacy
Imaging service improvement plan
Further opportunities to be developed in year

June 2015

March 2016

Health and well-being strategy
CCG and other partner plans
5 year plan

c) In 2015/16 we will be  a key partner in the Working together programme 
(including the 7 local acute Trusts) supporting the delivery of  the 
programme aims and outcomes including to:
i) Share good practice including improved procurement.
ii) Support sustainable care quality and consistency across the region 
through shared resource.
iii) Sustainable service configuration
iv) Deliver technology projects that enable clinicians to work across sites

BK/RJ Delivery of key working together initiatives with  including: 
Interventional radiology proposal
Regional on-call for ophthalmology and OMFS proposal
GI Bleeds proposal
Further procurement opportunities
Back office proposal

March 2016 Working together programme 
documentation.
CEO report

Aim 2: Partnership will be our strength. 



Objective Lead 
Director Milestone/measure Completion 

date Ref/link documents

a) In 2015/16 we will continue to work to ensure we have an engaged and 
motivated workforce through participation in the national "listening into 
action" programme and other agreed initiatives. 
         

PMc Facilitate "Listening into action": recruit a sponsor group of 8 people, and identify 10 initial projects and identify 100 change 
champions.

Develop coaching capacity. Train a minimum of 10 new coaches by 1/9/15 
 
Develop a succession planning programme for aspiring mangers, complete a pilot programme.

Facilitate the staff survey activities, increase the response rate of the annual staff survey by 5% on the previous year.

Amalgamate the staff survey data and the feedback from LIA to create an engagement action plan.

To support the board development programme, deliver a change programme for CBU leads.

To offer leadership and management training at level 2-7 delivery of initial programmes.

May 2015

Sept 2015

Nov 2015

May 2015

August 2015

Dec 2015

Mission possible project plan including 
LiA
Workforce Strategy - develop and 
engage a motivated workforce - action 
plan
Annual training plan bands 1-4 strategy
Integrated Performance Report

b) In 2015/16 we will recruit, retain and develop a workforce with the right 
people, right skills at the right time so that our patients receive safe and 
compassionate care.                           

KK Delivery of the Trust recruitment and retention strategy and achievement of KPI's including : vacancy rates target,  56 days to 
recruit standard,  and all  equality standards. 
                                                                                                                                                                                                                
Review flexible working options and practices including quarterly review of turnover, vacancy rates, reduction in agency staff, 
and completion of consultant job plans.

Develop  the skills and competency in the workforce to match long term demand.                                                                                                                        

March 2016

March 2016

March 2016

Recruitment Policy  
Workforce Strategy

c) In 2015/16 we will proactively improve the health and wellbeing of our 
employees, preventing ill health and enabling employees off sick to return 
to work sooner and to a safe environment.  

PMc Delivery of the health and well being and sickness action plans.

Reduction of sickness absence to 3.5%

March 2016

March 2016

Sickness Absence Policy
Workforce Strategy
Health and wellbeing plan
Stress Action Plan
Integrated Performance Report

Aim 3: People will be proud to work for us. 



Objective Lead 
Director Milestone/measure Completion 

date Ref/link documents

a) In 2015/16 we will continue to focus on improving our performance in all 
aspects of delivery  supporting the achievement of all operational, quality 
and financial targets and delivery plans. 

KK/SD
EXEC

Delivery of key KPI's, reported monthly to Board through the integrated performance report.

Delivery of year 2 of the financial turnaround plan

Delivery of key strategic plan initiatives including:
Bed utilisation review and action plan
Expansion of gynaecology outpatient procedures
Development and marketing of maternity services
Orthopaedics development plan
Theatre utilisation plan
Urology development plan
Endoscopy service development
Development of further opportunities as outlined in 5 year plan.

March 2016

March 2016

March 2016

Performance framework
F&P report
Integrated Performance Report

b) During 2015/16 we will deliver the full benefits of investment in 
technology including the optimisation of Lorenzo  and the implementation 
of new improvements in maternity and imaging.

JB Lorenzo optimisation including  paperless outpatients.

Paperless requesting and reporting for imaging business case to Board

Implementation of Lorenzo phase 2,  including maternity system goes live. 

Consideration of options for other key clinical systems including  e-prescribing and vital signs in year.

March 2016

May 2015

June 2015

March 2016

5yr IM&T strategy
EPR Business case
F&P report

c) In 2015/16 we will optimise the use of the estate to drive efficient use of 
space, improve the care environment and identify cost reductions. 
Projects will be delivered in alignment with the agreed capital schedule 
and are subject to the availability of funds.

LC Delivery of critical backlog maintenance works, rolling programme over the year.

O-block next phase of refurbishment delivered, prioritised based on clinical strategy.

Assistive technology new office space and workshop completed.

Delivery of Trust sustainability action plan.

March 2016

March 2016

July 2015

March 2016

5yr Estates strategy
F&P report

d)In 2015/16 we will secure the most cost effective goods and services 
through efficient and planned procurement activity, achieving an overall 
saving target of £1M

SD Monthly tracking of performance versus £1m target March 2016 Procurement strategy
CIP performance
F&P report

e) In 2015/16 we will work with our teams to develop agreed commercial 
partnerships and business proposals including BHSS schemes, delivering 
our overall Trust income target.

BK Achievement of the Trust and BHSS income target for the year through delivery of key strategic  plan initiatives including:
Expansion of occupational Health services through further identified opportunities
Expansion of private health services
On site advertising
Commercial partnerships
Optimisation of sterile services.
Expansion of assistive technology to all of Yorkshire and Humber
Development of further opportunities in year.

March 2016 BHSS business plan.
F&P report
Business cases
AT presentation

Aim 4: Performance matters. 



 

  

REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/04/P/08 
 
SUBJECT: QUALITY AND GOVERNANCE ASSURANCE REPORT 

DATE: APRIL 2015  

PURPOSE: 
 Tick as 

applicable   Tick as 
applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Linda Christon, Non-Executive Director 
SPONSORED BY: Linda Christon, Non Executive Director 
PRESENTED BY: Linda Christon, Non Executive Director 
STRATEGIC CONTEXT 
The current financial climate for the Trust is extremely challenging and it is essential that the 
Board is assured by the Quality and Governance Committee that quality and patient safety are 
being maintained and managed effectively. 
The purpose of the Quality & Governance (Q&G) Committee is to assist the Board in obtaining 
assurance that high standards of care are provided and any potential or actual risks to quality are 
identified and robustly addressed at an early stage. 
 
KEY ISSUES ADDRESSED IN THIS REPORT 
What issues require escalation to the Board? 
What assurance can the Committee give to the Board that effective action is being taken to 
address issues of concern and that effective scrutiny and monitoring is in place? 
 
CONCLUSION AND RECOMMENDATION(S) 
The Committee would like to bring the following items to the Board’s attention for the purpose of 
providing assurance.  
 
Matters requiring escalation are; 

• Surgical Site Infections (SSIs) 
• 14 hour assessment CQUIN (Commissioning for Quality and Innovation) 
• In-patient falls and work to map use of specialling and harm reduction 
• Items of concern in Nursing and Midwifery staffing report  - work requested from Finance 

& Performance Committee ( F&P) 
• LDoL (last days of life) lack of 7 day palliative care service 
• Infection Prevention & Control (IP&C) result of commode audit 

 
The Board is asked to accept this report and to consider and agree the suggested analysis and 
score of the Quality Governance Statement and Governance Assurance Framework to support 
and steer the development of the Annual Governance Statement. 
 
 
 



 

 

REFERENCE/CHECKLIST 

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

• Has this report considered the 
following stakeholders? 

Tick all applicable boxes 
 Patients   BCCG   Other – 

 Staff   BMBC  Please state: 
 

 Governors   Monitor  

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

Tick all applicable boxes 
 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? 

Tick all applicable boxes 

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

 Audit 

 Not Applicable  Finance & Performance 

 To be developed  Quality & Governance 

   ET 

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

 

• 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: 
“To be the best integrated healthcare organisation of choice for our local communities and beyond” 
 



 

Subject: QUALITY AND GOVERNANCE ASSURANCE REPORT Ref: 15/04/P-08 
 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
 
Committee / Group:  Quality and Governance Committee  Date: 25 February 2015 Chair: Linda Christon 

Agenda Item Issue and Lead Officer Receiving Body, i.e. 
Board or Committee 

Recommendation/ Assurance/ 
mandate to receiving body 

1. HSMR/SHMI It was noted that the Board of Directors had agreed, 
in view of the sustained improvement in performance 
trend, to remove this item from the Board agenda and 
monitor performance through this Committee. The 
Medical Director reported that the rolling 12 month 
mortality rate had stabilised at 102 with the Trust’s 
year to date figure at 99. It was noted that there had 
been a significant spike in crude mortality rates in 
December and January, which reflected a national 
trend. It was further noted that weekend mortality 
rates, which had been a cause for concern had now 
come down to levels comparable with weekday rates, 
giving the Trust the smallest differential figure in the 
region. 
 

Board of Directors Assurance - HSMR will continue to 
be closely monitored by the 
Committee. 

2. Surgical Site 
Infections 

(SSIs) 

An updated action plan was considered by the 
Committee.  It was noted that further work needs to 
be undertaken around warming patients and a review 
will be undertaken in 3 months time by IP&C. The 
ongoing issue of the wearing of scrubs outside of 
theatres was discussed. There was no new reported 
data from the previous month; the Trust therefore 
remains an outlier against the national benchmark. 
The most recent published data is for the period July 
to September 2014. Updated national figures for the 
October to November period are due to be published 
in April 2015. It was noted that during this period 
there were no surgical site infections reported for hip 
replacement surgery, 1 for knee replacement (out of 

Board of Directors Escalation – SSIs continue to be 
closely monitored at IP&C  and will 
continue to be subject to special 
monitoring by this Committee. 

 



 

Committee / Group:  Quality and Governance Committee  Date: 25 February 2015 Chair: Linda Christon 
Agenda Item Issue and Lead Officer Receiving Body, i.e. 

Board or Committee 
Recommendation/ Assurance/ 

mandate to receiving body 
99 operations) and 2 neck of femur repairs (out of 
54). It is anticipated that the figures should bring the 
Trust below the benchmark.  There are still concerns 
about infection rates post C-section, which is being 
closely monitored by IP&C. 

 

3. Integrated 
Performance 

Report 

A number of items from the report  were discussed 
and flagged for the Board’s attention; 
 
• CQUINS – risk of non achievement of 14 hour 

consultant assessment target in AMU, subject to 
ongoing discussions with CCG. 

• Falls – it was noted that there has been a 5% 
reduction in falls regionally as part of an ongoing 
regional strategy. Head of Nursing for CBU3 
outlined work being undertaken locally. The issue 
of unattended patients falling while using toilet 
facilities was discussed and the options of a new 
restraint Policy to look at the use of “specialling” 
were considered. 

• Serious Incidents (SIs)- There had been a spike 
in the number of deaths recorded as SIs this 
month and this focussed the discussion on the 
clarity of recording and reporting. A new standard 
operating procedure is being drafted to address 
this. The outcome of the root cause analysis 
results and learning will be considered and 
shared with the Board as soon as this is available. 

 

Board of Directors Escalation - Board is asked to note 
the ongoing work around developing 
a local Falls strategy – an updated  
Falls Policy is due to be considered 
at the next meeting of the Committee,  
and the work that has been 
commissioned by the Committee to 
consider the relationship between 
harms and the use of “specialling” 
vulnerable patients.   

 

4. Board 
Assurance 
framework 

Items on the BAF which fall under the remit of this 
Committee were considered and the risk ratings 
confirmed. Actions to resolve any gaps in assurance 
were also considered. Specific items to note are; 

Board of Directors Assurance- Board is asked to note 
and endorse the revised BAF. 

 



 

Committee / Group:  Quality and Governance Committee  Date: 25 February 2015 Chair: Linda Christon 
Agenda Item Issue and Lead Officer Receiving Body, i.e. 

Board or Committee 
Recommendation/ Assurance/ 

mandate to receiving body 
• 62 day cancer target recovery plan is in place and 

being monitored by the Trust Operational Group, 
• The urology service continues to be at risk but 

significant work has been undertaken with our 
partners to ensure a long term sustainable future 
for this service, 

• It was noted that that the weekend mortality 
figures (risk 1586) still show the highest risk level 
and it was agreed that this could be revised. 

 
5. Nursing and 

Midwifery 
Staffing report 

The Committee considered and agreed that, although 
the Board would now receive this data in summary 
form as part of the integrated performance report, it 
was necessary and appropriate for the Committee to 
continue to receive a more in depth monthly report. 
Matters considered included; 

• The vacancy and retention rate of staff in the ED, 
• Flexible working and the need for a national 

mandate on the use of 12 hour shift patterns, 
• The use of intelligence data from appraisals and 

exit interviews to determine any strategies that 
could be employed to retain staff, 

• Accessibility and flexibility of training 
programmes, 

• The revamp of the preceptorship documentation. 
 

Finance and 
Performance Committee 
 
Workforce Board 
 
Board of Directors 
 

Escalation - Board is asked to 
consider the matters raised and to 
note the request to Finance and 
Performance Committee for further 
assurance on matters raised by the 
Nursing and Midwifery staffing report. 

 



 

Committee / Group:  Quality and Governance Committee  Date: 25 February 2015 Chair: Linda Christon 
Agenda Item Issue and Lead Officer Receiving Body, i.e. 

Board or Committee 
Recommendation/ Assurance/ 

mandate to receiving body 
6. Last Days of 

Life Care Plan 

The Committee received a thorough and detailed 
update from the Deputy Director of Nursing and were 
pleased to hear about the joint approach being 
developed with the Clinical Commissioning Group 
(CCG), Community services and the Hospice. This 
approach involved the use of shared palliative care 
resources and is centred around a single “My Care 
Plan" document used by every care provider.  In 
addition the Amber Care bundle continues to be 
rolled out across the Trust. Both initiatives are 
supported by CCG funding. 
 
One issue raised was the lack of 7 day access to 
Palliative Care and it was noted that a business case 
is being developed for consideration by the Executive 
Team. 

 

Board of Directors Assurance – Board is asked to note 
the progress in developing a person 
centred, compassionate End of Life 
care model and to support the 
continued roll out of this programme 
to provide a 7 day service. 

 

7. Internal Audit The Committee received, for information, the latest 
relevant internal audit reports which had been 
considered by Audit Committee, and noted the 
assurance levels, and recommendations completed. It 
was noted that concerns remain around the audit of 
Clinical coding within ED with 4 recommendations still 
outstanding. The Committee was assured that work is 
proceeding in a timely manner to complete this audit. 

 

Audit Committee 
 

Board of Directors 
 

Assurance – Audit Committee and 
Board are asked to note the further 
assurance from this Committee. 

 

8. Chairs Logs 
from 

Reporting 
Groups 

 
 

The following issues were escalated from reporting 
groups 
Infection Prevention and Control – a number of 
matters were raised including; 

• Poor documentation around MRSA colonisation – 
action ongoing  
 

Board of Directors 
 
 
 
 
 
 
 

Escalated for Board’s info 



 

Committee / Group:  Quality and Governance Committee  Date: 25 February 2015 Chair: Linda Christon 
Agenda Item Issue and Lead Officer Receiving Body, i.e. 

Board or Committee 
Recommendation/ Assurance/ 

mandate to receiving body 
• C- section infection rates – action being taken 

including reviewing antibiotic prescribing, 
• External audit showed poor cleanliness of 

commodes – corrective action being taken. 
Patient Safety and Quality  – Matters raised around 
Falls and CQUINs are already detailed on this log. 
CQC Steering Group – had identified a need to audit 
and update patient information leaflets and to ensure 
that the data warehouse is cleansed so that up to 
date policies are readily accessible. 
Information Governance Group – need for a clearly 
defined service level agreement for medical imaging 
service identified with reference digital imaging and 
the encryption of memory cards. 

 

 
 

9. Policies The following policies were considered by the 
Committee but were unable to be approved due to 
inconsistencies, e.g. lack of EQIA's (equality 
assessments) and dating errors. It was agreed that 
the policies should be amended and re-sent for 
electronic approval. Not yet received. 

• Confined Spaces Policy 
• Provision and Use of Work Equipment 
• Waste Management Policy 
• Working at Height Policy 
 

Board of Directors To note Committee’s decision not to 
approve until revisions received. 

 



 

Committee / Group:  Quality and Governance Committee  Date: 25 February 2015 Chair: Linda Christon 
Agenda Item Issue and Lead Officer Receiving Body, i.e. 

Board or Committee 
Recommendation/ Assurance/ 

mandate to receiving body 
10. Quality 

Governance 
Framework 

and 
Governance 
Assurance 
Framework 

 

Both self assessment documents were considered at 
length and a number of changes made to the RAG 
status. The Committee did consider that the scoring 
of 3 (compared to last year’s score of 7) for the 
Governance Assurance framework, and 4 for the 
Quality Governance Assessment (compared to last 
year’s score of 7.5) was a fair reflection of the work 
undertaken by the Trust this year but perhaps needed 
to reflect that some of the actions need embedding 
and some items do not have an end delivery 
timeframe.  
 

Board of Directors Committee asks the Board to give 
consideration to, reflect on and agree 
the position statement as outlined in 
the assurance frameworks, as a pre-
curser to developing the content of 
the Annual Governance Statement  
 

 



 p1 

  

REPORT TO THE BOARD OF BARNSLEY 
HOSPITAL NHSFT REF: 15/04/P/09 
 

SUBJECT: PROPOSAL OF 2015/16 QUALITY GOALS AND PRIORITIES 

DATE: APRIL 2015  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

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  

To outline the proposals for the Trust’s 2015/16 quality priorities and targets. 

KEY POINTS ADDRESSED IN THIS REPORT   

What are the proposed quality priorities and targets for 2015/16? 

CONCLUSION AND RECOMMENDATION(S)  
As part of the agreed Trust-wide 3 year Quality Strategy the Trust is required to identify targets 
which can be aligned to each of the 2015/16 quality goals and priorities. 
 
The targets proposed have been set to support the Trust in driving forward the quality agenda. 
Whilst some of the proposals are stretch targets it is believed that these are realistic and 
achievable within the financial year.  
 
The Board is asked to approve the quality targets for 2015/16. 
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REFERENCE/CHECKLIST 
• Which business plan objective(s) 

does this report relate to?  

• Has this report considered the 
following stakeholders? 

Tick all applicable boxes 
 Patients   BCCG   Other – 
 Staff   BMBC  Please state: 

  Governors   Monitor  

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

Tick all applicable boxes 
 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? 

Tick all applicable boxes 
 Yes • Has this report (in draft or during 

development) been reviewed and 
supported by any Board or Exec 
committee within the Trust? 

 Audit 
 Not Applicable  Finance & Performance 

 To be 
developed 

 Quality & Governance 
 ET 

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

NHS Foundation trust quality account each year which outlines the 
quality of care they have provided with the main aim being to 
improve public accountability for the quality of care.  As part of the 
quality account the Trust must publish their level of performance 
against the agreed local and national quality priorities and 
indicators.   

• 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: 
“To be the best integrated healthcare organisation of choice for our local communities and beyond” 
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Subject: PROPOSAL OF 2015/16 QUALITY PRIORITIES 
AND TARGETS Ref: 15/04/P/09 

 

1. STRATEGIC CONTEXT 

1.1 To present the Board of Barnsley Hospital NHSFT with a proposal for the 2015/16 
quality priorities and targets. 

2. INTRODUCTION 

2.1 This report outlines the proposed priorities and targets and the next steps in 
progressing these to approval and inclusion in the 2014/15 Quality Report. 

3. REQUIREMENTS 

3.1 The NHS Foundation Trust Annual Reporting Manual 2014/15 outlines the Quality 
Account requirements.  NHS foundation trusts should include a report on the quality of 
care they provide within their annual report. The detailed requirements for quality 
reports 2014/15 were published by Monitor on 13th February 2015. The Trust is now in 
the process of completing the 2014/15 Quality Report (including Quality Account). 

3.2 The aim of the quality report is to improve public accountability for the quality of care. 
The quality report must contain:  

• Statement on quality from the Chief Executive of the NHS foundation trust;  
• Priorities for improvement and statements of assurance from the Board;  
• Other information; an overview of the quality of care offered by the NHS foundation 

trust based on performance in 2014/15 against indicators selected by the Board.  

3.3 Foundation Trusts (FTs) are required to identify: 

• Performance against the agreed 2014/15 priorities; 
• At least three priorities for improvement in 2015/16 (agreed by the Barnsley 

Hospital NHSFT Board); 
• How progress to achieve these priorities will be monitored and measured; and 
• How progress to achieve these priorities will be reported. 

3.4 The Board is asked to note and approve the proposed 2015/16 quality priorities and 
targets. 
 

 

Appendices: 

• Appendix 1 – 2015/2016 Quality Priorities and Targets. 
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Appendix 1  
 
Goal 1: Delivering patient centred care 
 
Priorities and targets for 2015/16 
1. Integrate systems for patient and staff feedback and triangulate reporting to ensure this leads 

to service improvement: 

• Maintain and strive to increase response rates to the FFT across inpatient areas and the 
Emergency Department. 

• To further develop opportunities for patients to give feedback on their experience of care 
through the wider roll out of the NHS Friends & Family Test (FFT) to Outpatient and Day 
Case areas. 

• Identify areas for service improvement from the 2014 FFT results.  
• Identify areas for service improvement following patient and carer feedback.   
• Implement identified areas for service improvements and monitor sustainability and 

effectiveness. 
 

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

• Identify and implement improvements to the discharge process. 
• Focus on the development and implementation of a number of key integrated care 

pathways including; End of Life, Diabetes and Dementia. 
• Evaluate key patient experience themes relating to the discharge process and ensure this 

information is used by staff to improve information and communication at the point of 
discharge. 

Goal 2: Delivering consistently safe care 
 
Priorities and targets for 2015/16 
1. To eliminate hospital acquired avoidable Grade 3 & Grade 4 pressure ulcers: 

• Root Cause Analyses to be undertaken by the Trust for hospital acquired Grade 2 and 3 
pressure ulcers.  

• To reduce the number of hospital acquired avoidable Grade 2 and Grade 3 pressure 
ulcers acquired in 2014/15 with the ultimate aim of eliminating all Grade 3 & 4 hospital 
acquired avoidable pressure ulcers. 
 

2. To ensure medicine reconciliation occurs within 24 hours of admission to BHNFT: 

• To ensure 90% of Medicines Reconciliation are performed within 24 hours of admission to 
our hospital by the end of 2015/16. 
 

3. To reduce harm to patients who are having elective surgical procedures in our hospital:  

• To achieve 100% compliance with the World Health Organisation (WHO) Surgical 
checklists for all patients under-going elective surgical procedures by the end of 2015/16. 

 
2014/15 priorities and targets rolled forward to 2015/16: 
 
4. Reduction in inpatient falls:  

• Continue to reduce the number of in-patient falls and number of inpatient repeat falls 
across the Trust with an aim of achieving a 50% reduction on falls and repeat falls 
reported in 2013/14. 
 

• Reduce the number of harmful falls (Moderate, Severe and Death) reported in 2014/15.  
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Goal 3: Delivering consistently effective care 
Priorities and targets for 2015/16 
1. Deliver length of stay reductions and reduce readmission rates: 

• To achieve 2% reduction on 2014/15 length of stay for non elective admissions. 
• To achieve 2% reduction on 2014/15 readmission rates. 

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

• To implement the new Trust Guideline for Fluid Balance Charts by July 2015. 
• To undertake a baseline audit against compliance with the Trust Guideline for Fluid 

Balance Charts by end of September 2015. 
• To demonstrate improvement in compliance with the Trust Guideline for Fluid Balance 

Charts by the end of 2015/16. 
 
3. To ensure compliance with best practice (or evidence based): 

• By the end of 2015/16 to evidence compliance with:   
 NICE Quality Standards for Venous Thromboembolism Prevention 
 NICE Quality Standards for Acute Kidney Injury 
 NICE Guidelines for Falls; assessment and prevention of falls in older people. 

 
4. To develop and implement a Pneumonia Care Pathway by July 2015 and to demonstrate 

95% compliance with the pathway by end March 2015/16. 
 
2014/15 priorities and targets rolled forward to 2015/16: 
 
5. Improve recognition and management of the deteriorating adult patient: 

• Continue to improve on compliance with the implementation of NEWS in the adult patient. 
 
6. Improve sepsis recognition and response:  

• Continue to improve on compliance with the implementation of the Sepsis Six Bundle. 
 
7. Ensure scrutiny of all in hospital deaths to ensure learning is achieved where possible: 

• Continue to improve on compliance with the formal review of all applicable in hospital 
deaths within 15 working days of the death occurring. 
 

8. To reduce Hospital Standardised Mortality Ratio (HSMR): 

• Reduce the Trust’s HSMR value to 100.0 by January 2016. 
 
Goal 4: Building on capacity and capability 
 
Priorities and targets for 2015/16 
1. Review leadership requirements at all grades: 

• Undertake a CBU level Training Needs Analysis (TNA) for the leadership requirements of 
all clinical staff by July 2015. 

• Develop a training plan to effectively implement the TNA by September 2015. 
• Review the requirements for all nursing and midwifery band 1-4 utilising the Calderdale 

Framework. 
 
 

 



 p6 

2. Implement nurse revalidation: 

• Ensure all nursing staff are aware of the new Nursing and Midwifery Council (NMC) Code, 
coming into effect from 31 March 2015. 

• Implement nursing and midwifery revalidation in line with national timescales. 
• Monitor the process of nursing and midwifery revalidation to ensure full implementation. 
 

3. Review the Trust’s Training Plan to ensure robust learning and development for all staff to 
support them in their role:  

• Improve the level of compliance achieved in 2014/15 with attendance at mandatory 
training by all groups of staff. 

• Evidence that training is evaluated and that improvements are made as a result of the 
feedback obtained through evaluation. 
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/04/P-10 
 

SUBJECT: EXECUTIVE TEAM MEETING CHAIR’S LOG 

DATE: APRIL 2015  

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  

To escalate issues to the Board of Directors following discussions at the Executive Team 
meetings held in March 2015 

KEY POINT(S) ADDRESSED IN THIS REPORT   

 

CONCLUSION AND RECOMMENDATION(S)  

The Board of Directors is asked to receive the attached Chair’s Log for discussion. 
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REFERENCE/CHECKLIST 
• Which business plan objective(s) 

does this report relate to?  

• Has this report considered the 
following stakeholders? 

Tick all applicable boxes 
 Patients   BCCG   Other – 
 Staff   BMBC  Please state: 

  Governors   Monitor  

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

Tick all applicable boxes 
 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? 

Tick all applicable boxes 
 Yes • Has this report (in draft or during 

development) been reviewed and 
supported by any Board or Exec 
committee within the Trust? 

 Audit 
 Not Applicable  Finance & Performance 

 To be 
developed 

 Quality & Governance 
 ET 

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

 

• 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: 
“To be the best integrated healthcare organisation of choice for our local communities and beyond” 
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Subject: EXECUTIVE TEAM CHAIR’S LOG Ref: 15/04/P/10 
 
 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
Committee / Group  Executive Team Date:30th March 2015 Chair Diane Wake 
   
 
Agenda Item Issue and Lead Officer Receiving Body, i.e. Board or 

Committee 
Recommendation/ Assurance/ 
mandate to receiving body 

Saville Investigation Heather Mcnair 
Lessons learned from the 
investigations and 
recommendations 

Board of Directors 
 

An action plan will be drawn up against 
the recommendations from the Saville 
Report and responded to within the 
timeframes.  To be presented to the 
Executive Team in May 2015 for 
assurance. 
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/04/P-13 
 

SUBJECT: BOARD ASSURANCE FRAMEWORK 

DATE: APRIL 2015  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY: Angela Keeney, Associate Director of Corporate Affairs 

SPONSORED BY: Diane Wake, Chief Executive 

PRESENTED BY: Angela Keeney, Associate Director of Corporate Affairs 

STRATEGIC CONTEXT  

The Board Assurance Framework (BAF) enables the Board to monitor how the internal 
governance arrangements are supporting the achievement and delivery of the Trust’s 
strategic objectives and aids in identifying risks. 
The attached version has been updated for the Board by the Executive Team. 

KEY POINTS ADDRESSED IN THIS REPORT   

Does this BAF provide the Board with sufficient information in the monitoring or risks and 
assurance throughout the year? 
Is the Board in agreement that the new format reflects discussions at the Board workshop in 
February 2015? 

CONCLUSION AND RECOMMENDATION(S)  

The BAF will allow for assurance and risks to be identified by the Board. 
The Board is asked to review and endorse the attached BAF.  
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REFERENCE/CHECKLIST 
• Which business plan objective(s) 

does this report relate to? ALL 

• Has this report considered the 
following stakeholders? 

Tick all applicable boxes 
 Patients   BCCG   Other – 
 Staff   BMBC  Please state: 

  Governors   Monitor  

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

Tick all applicable boxes 
 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? 

Tick all applicable boxes 
 Yes • Has this report (in draft or during 

development) been reviewed and 
supported by any Board or Exec 
committee within the Trust? 

 Audit 
 Not Applicable  Finance & Performance 

 To be 
developed 

 Quality & Governance 
 ET 

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

 

• 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: 
“To be the best integrated healthcare organisation of choice for our local communities and beyond” 
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Subject: BOARD ASSURANCE FRAMEWORK Ref: 15/04/P/13 
 

1. STRATEGIC CONTEXT 

1.1 With financial and quality challenges facing the Trust, Board members must be clear 
how the internal governance arrangements are supporting the achievement and 
delivery of strategic objectives. 

2. INTRODUCTION 

2.1 Whilst the term ‘Board Assurance Framework’ should refer to the wide systems and 
processes of governance which are in place to provide the Board with assurance 
regarding the achievements of its strategic objectives, the phrase has become 
synonymous with the document or report generated to capture these assurances. 

2.2 In response to the Board’s request, some additional narrative has been provided 
below to give a brief overview of developments and ongoing concerns related to each 
Objective. 

3. BOARD ASSURANCE FRAMEWORK (BAF) 
3.1 The amount of information which is generated and which informs the ongoing but ever 

changing confidence levels of the Board with regard to achieving strategic objectives, 
cannot solely be captured in one single document.  The BAF should record the 
Board’s confidence in achievement of each strategic objective at any given point in 
time, given all the information that has been available to them. 

3.2 In this way it is believed the BAF will remain a ‘live’ document in supporting effective 
decision making and providing evidence and justification for the decision making 
process. 

3.3 Any piece of information the Board receives may affect the Members’ confidence 
about the likely achievement of a strategic objective. 

3.4 The BAF can be used dynamically to capture these changes as a result of new 
information, rather than attempting to replicate all the detailed information actually 
received by the Board. 

3.5 The updates previously provided as a narrative within this section of the paper are 
now captured within the new format BAF (appendix 1) 
 

 

 

Appendices: 

• Appendix 1 – Board Assurance Framework (April 2015) 
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BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – QUARTER  4 

PRINCIPAL 
ORGANISATIONA
L OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)   16 

BOX 1  
 

CURRENT ASSURED 
LEVEL 

CURRENT RISK SCORE  
(Impact x Likelihood = Total) 12 

What is the strategic risk to be controlled? 
EXEC 

DIRECTOR 

BOARD 
COMMITTE

E 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

OB1 
(a) 

Patients will experience safe 
care  HMc   Q&G 

        

SR 
Inability to meet CQC regulatory 
requirements     

        

  
 
 
 
 
 
 

 

  

 

 

 

 

 

 

    

        

 What could or has led to the risks in Box 2? IMPACT LEVEL 

REF ORIGIN RAG 

 1 
 Increasing demand for services , especially A&E and emergency 
services  

  

 2  Lack of holding to account for performance   
 3  Gaps in medical staff rota, recruitment & retention of medical staff   
4   Reduction in bed base   
5   Middle grade medical staff/ ANP vacancy rate   
    

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

OWNER 
What are the key potential consequences (up to 
5) of the risk? 

 Patients will experience safe care RJ/HMc   Poor patient experience 

 Performance Matters KK/HMc   CCG/CQUIN targets may not be met 

 Patients will experience safe care 
 RJ/HMc 

 
 Inability to maintain CQC registration and 
portfolio of service 

 Patients will experience safe care RJ/HMc  
  

 Serious harm to patients, increase in serious 
incidents 

 Patients will experience safe care PMc 
   Reputational damage from adverse publicity 

These are the POSITIVE ASSURANCES actually received …                               BOX 3 

REPOR
T REF 

POSITIVE ASSURANCE EVIDENCE 
What is the report received that provided that 

assurance? 
Date reported to Committee 

PA 1  Quality Report  April 2014 
PA 2  Patient Experience Group  March 2015 
PA 3  Integrated Performance Report  March 2015 
PA 4  Annual Governance Account  Annual 
PA 5  Health & Safety Report   Annual 
PA 6  Nurse Staffing Report (monthly)  March 2015 
PA 7  CQC Registration – Band 4  November 2014 
PA 8  Monitor Progress  Review Meetings & Letters  March 2015 
PA 9  Performance Review Meetings with CBUs  March 2015 
PA 10   Workforce Group  February 2015 
PA 11 Vacancy Control  Panel Weekly 
PA 12 SITREP staffing report Daily 
PA 13 Risk Management Group  February 2015 
PA 14 4 hour target recovery plan January 2015 

The REPORTING mechanisms for box 3 Quarter RAG 
REF REPORTING MECHANISM FREQUENCY 1 2 3 4 

R1  Trust  Board  Monthly         
R2  Quality & Governance Committee Monthly          
R3  Trust Board  Monthly         
R4  Trust Board  Annually         
R5  Trust Board  Annually         
R6  Trust Board  Monthly         
R7  Trust Board  as required         
R8  Monitor Monthly          
R9  Executive / CBU Performance meetings Monthly          
R10  Finance & Performance Committee Monthly          
R11  N/A           
R12  N/A           

R 13 Quality & Governance Committee Monthly 

R 14 Executive Team Meeting As required 

Ref: Relevant risks held on Risk Register        BOX 
2  
 

Dec 
14 

Jan 15 Feb 15 March 
15  

 1095  No dedicated specialist service for dementia 
care 

3x4 3x4 3x4 3x4 

1408  Nurse staffing levels in CBU 1 4x5 1x4 1x4 3x4 
1155  Finance including CIP and deficit 4x5 4x5 4x5 4x5 
1002  Four hour target 3x4 4x5 3x4 3x4 
1008/ 
1595 

 62 day cancer target ( data validation) 4x4 3x4 4x44x4 3x4 

1463  Governance Structure 3x4 rresolved resolved resolved 
1227  CQUINS 5x2 5x2 5x2 5x2 
1010  Peer Review Oncology 4x4 4x4 4x2 4x2 
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The GAPS IN CONTROL/NEGATIVE ASSURANCES are ...                                                                           BOX 4 

 
What are the remaining key gaps (up to 10) in the controls or negative assurance despite the stated controls and 
positive assurances in place? 

REF GAP 

ACTION 
PLAN 

AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1 
 Risks remain that controls agreed are not 
having the required effect with pressure on 
service delivery 

 Patient Flow 
Action Plan 

Oct 2014  
Completed and 
Implemented  

G2 
 Potential of other options to exist that haven't 
been considered 

 Service 
Sustainability 
Review 

Dec 2014  
Board 
Workshop  

G3 
 Remaining risk of system pressures of 
increasing attendance at A&E resulting in 
greater pressure on diagnostic waits 

 Patient Flow 
Action Plan 

Oct 2014  
Completed and 
Implemented  

G4 
 CBU Governance Meetings not fully 
embedded 

 Appoint 
Governance 
facilitators to 
support CBU  

Sept 2014  March 2015  

The GAPS (BOX 4) are CONTROLLED by … 

 
Quarter 

REF CONTROL 1 2 3 4 
C1  Delivery of actions G1- G4         

          
          
          
          
          
          
          
          
          
          
          

Narrative: 
(Include here any changes that you have made to this BAF  
and brief description of progress)  

Changes made to this BAF (30/03/2015)  
 
62 day cancer target has proven to be difficult to sustain delivery; a 
Recovery Plan has been developed and in now monitored via the  
Trust Operational Group. 
 
Although HSMR is showing a downward trend, weekend rates remain high.  
The significant work undertaken has shown the Trust not to be an outlier in  
the recent Dr. Foster data  . 
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PRINCIPAL 
ORGANISATIO
NAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)   15 

BOX 1  
 

CURRENT ASSURED 
LEVEL 

CURRENT RISK SCORE  
(Impact x Likelihood = Total) 12 

What is the strategic risk to be controlled? EXEC 
DIREC
TOR 

BOARD 
COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

OB1 (b)  Patients will experience safe care  HMc Q&G  
        

 SR 
 Failure to deliver effective safe 
care 

    
        

  
 
 
 
 
 
 

 

  

 

 

 

 

 

 

    

        

 What could or has led to the risks in Box 2? IMPACT LEVEL 

REF ORIGIN RAG 

1  
 Higher than national average scoring on the Safety 
Thermometer 

  

2  HSMR outlier at weekend 

3  Poor recognition of deteriorating adult patient   
4  Poor recognition of sepsis recognition and response    

5 
 Poor compliance with clinical note keeping , ensuring robust 
assessment and patient management plans in place 

  

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

OWNER 
What are the key potential consequences (up to 
5) of the risk? 

Patients will experience safe care HMc/RJ   Serious harm to patients, poor quality care, 
increased number of complaints 

Patients will experience safe care HMc/RJ   Increased number of Serious Incidents 

Patients will experience safe care  HMc/RJ  Failure to achieve CQUINS 

Patients will experience safe care HMc/RJ  Outlier in mortality rates 

Patients will experience safe care HMc/RJ    Serious harm to patients, poor quality care, 
increased number of complaints 

These are the POSITIVE ASSURANCES actually received …                           BOX 3 

REPORT 
REF 

POSITIVE ASSURANCE EVIDENCE 
What is the report received that provided that 

assurance? 
Date reported to Committee 

PA 1  Quality  Report   April 2014 
PA 2  Integrated Performance Report  March 2015 
PA 3  CQC Intelligence Monitoring  October 2014 
PA 4  Annual Infection Prevention &Control Report  August 2014 
PA 5  Mortality Review Process& Report  February 2015 
PA 6  Performance Review Meetings  March 2015 

PA 7 
 Monitor Progress Review Meeting & 
subsequent letters 

 March 2015 

The REPORTING mechanisms for BOX 3 are … Quarter RAG 
REF REPORTING MECHANISM FREQUENCY 1 2 3 4 

R1  Trust Board Monthly          

R2  Trust Board 
Monthly  

          

R3  Trust Board 
Monthly  

          

R4  Trust Board 
Monthly  

          

R5  Trust Board 
Monthly  

          

R6  Executive/ CBU Performance meetings 
 weekly / 
Monthly  

  
        

R7  Trust  Board 
Monthly  

          

Ref: Relevant risks held on Risk Register           BOX 2  
 

Dec 
14 

Jan 
15 

Feb 
15 

March 
15  

 1226  Nursing – staffing & skill mix 3x3 3x3 3x3 3x3 
1587  Nursing – Staffing for stroke service 3x3 3x3 4x3 3x3 
1201  HR – Non recruitment of vacancies 3x5 3x5 3x5 3x5 
1492  Medical Handover 4x3 4x3 4x3 4x3 
1221  HSMR Compliance levels 3x2 3x2 3x2 3x2 
1585  12 hr AMU senior medical review 4x4 2x4 2x4 2x4 
1586  Weekend HSMR levels 5x4 5x4 5x4 2x4 
1610 Urology services 4x4 4x4 4x4 
1623 Back log of typing & loose filing identified 5x4 5x4 4x4 
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The GAPS IN CONTROL/NEGATIVE ASSURANCES are ...                                                                           BOX 4 

 
What are the remaining key gaps (up to 10) in the controls or negative assurance despite the stated controls and 
positive assurances in place? 

REF GAP 

ACTION PLAN AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1 

 VTE/PE 
recordings on 
safety 
thermometer 

 Data collection and recording 
methods to be analysed  - first draft 
shows clerical error in data collection 

Oct 2014  Feb  2015  

G2 
 Mortality 
Review Group 

 Case note reviews for all deaths. 
Mortality  Action Plan ensuring 
effective reviews and shared learning  

In place 
and on 
going  

April 2015 
review  

G3 
 High number 
of inpatient 
falls  

 On going  plan in place. Heat map 
produced. Falls group established, 
Falls strategy developed 

In place 
and on 
going  
  

April 2015 
review  
  

G4 
 Quality of 
record keeping 

 Audit planned for  March 2015 April 2015    

The GAPS (BOX 4) are CONTROLLED by … 

 
Quarter 

REF CONTROL 1 2 3 4 
C1 Robust Patient Pathways         
C2 Mandatory Training Update         
C3 Clinical Audits         
C4 Incident Reporting         
C5 Delivery of action G1-G4 
C6 Patient Safety Management Processes 

Narrative: 
(Include here any changes that you have made to this BAF  
and brief description of progress)  

Changes made to this BAF (30/03/2015)  
 
 
 
The urology service continues to be at risk. However, significant work has 
been undertaken to ensuring a long term sustainable plan can be developed  
with partners, Mid Yorkshire NHS Trust and Sheffield Teaching Hospitals.  
This work is progressing and  a plan  will be in place by April. 
 
 
Compliance with the Emergency Target has shown the Trust to be one of  
the best performing Trusts in the North of England.  
However, the sustained delivery of the 4hour wait is dependent on the  
local health economy. 
 
 
The ANP service was under pressure during the severe operational  
demands however, the predicted improvement has occurred  
the as operational demands have steadied 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



BARNSLEY HOSPITAL NHS FT 
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PRINCIPAL 
ORGANISATIO
NAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)  15  BOX 1  

 
CURRENT ASSURED 

LEVEL 
CURRENT RISK SCORE  
(Impact x Likelihood = Total) 12 

What is the strategic risk to be controlled? EXEC 
DIRECTOR 

BOARD 
COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

OB 2  Partnership will be our 
strength 

KK  F&P  
        

 SR 
 Inability to  manage increased 
demand for our services 

    
        

  
 
 
 
 
 
 

 

  

 

 

 

 

 

 

    

        

 What could or has led to the risks in Box 2? IMPACT LEVEL 

REF ORIGIN RAG 

1  

 Cumulative effect of increasing population, increasing longevity & 
rising adverse health factors resulting in failure to manage 
Emergency attendances (ED, AMU, SAU& Paeds), Long term 
conditions and Length of stay 

  

 2 
 Impact of financial settlements on social services and partner 
organisations  

  

 3  Not implementing best models of practice   
 4  Difficulty in consistently matching resources to demand   
 5  Lack of reliable data to support decision making   
    

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

OWNER 
What are the key potential consequences (up to 5) of 
the risk? 

Failure to deliver 7 day services RJ/KK   Poor patient experience ,increased avoidable 
admissions,  inconsistent access to diagnostics 

Failure to deliver a culture of patient 
safety  RJ 

 Increase in harm, decreased reporting of incidents, 
reduced scores in patient survey. Failure to deliver 
targets which could have financial penalties 

 Failure to ensure appropriate 
staffing levels within the Trust  KK   Increase in sickness levels, poorer patient experience 

 Failure to deliver Turnaround Plan  DW  Loss of organisational control 
 Failure to deliver strategic objectives  KK/BK  Organisational sustainability at risk 

These are the POSITIVE ASSURANCES actually received …                         BOX 3 

REPORT 
REF 

POSITIVE ASSURANCE EVIDENCE 
What is the report received that provided that 

assurance? 
Date reported to Committee 

 PA1  Integrated Performance Report  March 2015 
 PA2  CBU Reports  March 2015 
 PA3  Workforce Dashboard  March 2015 
 PA4  Performance Review Meetings  March 2015 
 PA5  Trust Operations Group  Weekly 
 PA6  Patient Flow Action Plan   October 2014 
 PA7  ECIST  Monthly 
 PA8  Urgent Care Board  May 2014( superseded by PA9) 
 PA9  Systems Resilience  November 2014 
 PA10  Strategy Stakeholder Event  December 2014 
PA11 Health & Well Being Board Bi-monthly 
PA12 Strategic Plan Complete & signed off December 2014 
PA 13 Bed Utilisation Review Jan / Feb 2015 
PA 14 Bed Utilisation Review  with external partners March 2015 

The REPORTING mechanisms for  BOX 3  are … Quarter RAG 
REF REPORTING MECHANISM FREQUENCY 1 2 3 4 

R1  Trust Board Monthly         
R2  Finance & Performance Committee  Monthly         

R3 
  Finance & Performance Committee 

  Monthly         

R4  Executive / CBU Performance Meetings  Weekly         

R5 
 Finance & Performance Committee 

  Monthly         

R6 Executive Team  Weekly         
R7  Corporate Operations Group  Monthly         
R8  Trust Board  Monthly         
R9  Cross agency Operations Group  Monthly         
R10  N/A           
R11  Health & Well being Board  Bi Monthly         
R12 Trust Board 

R13 N/A 

R14  N/A           

Ref: Relevant risks held on Risk Register           BOX 2  
 

Dec 
14 

Jan  
15 

Feb 
15 

March 
15  

 1491  Shortfall in ED Medical Rota 4x4 4x4 4x4 4x4 
1493  Shortfall in rota/ work intensity on AMU 2x3 2x3 2x3 2x3 
1201  Non recruitment of vacancies 3x5 3x5 3x5 3x5 
1408  Nurse staffing levels on CBU 1 4x5 1x4 1x4 4x3 
1484  ANP Night Services Provision 4x3 4x5 4x3 4x3 
1492  Medical Handover 4x3 4x3 4x3 4x3 
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The GAPS IN CONTROL/NEGATIVE ASSURANCES are ...                                                                           BOX 4 

 
What are the remaining key gaps (up to 10) in the controls or negative assurance despite the stated controls and 
positive assurances in place? 

REF GAP 

ACTION PLAN AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1 
 Realisation of the Better Care 
Fund 

 Better Care 
Fund Submission 

 September 2014 
December 
2014  

G2  Health economy escalation plan As above   September 2014 
 December 
2014 

G3 
 Draft Winter Plan 
 

 On going work  November 2014  Implemented  

G4 
 Care co-ordination centre 
 

 Implementation  November 2014  March 2015 

G5 
 Limited influence in health 
economy 

 Patient Flow 
Action Plan 

October 2014   Completed 

G6  Intermediate care provision 

 Pilot  being 
launched & 
delivered by 
partner 
organisations 

15/16    

The GAPS (BOX 4) are CONTROLLED by … 

 
Quarter 

REF CONTROL 1 2 3 4 

C1 
 Key meetings with external stakeholders and  commissioners 
 

        

C2 
 Significant operational focus on targets with Integrated 
Performance Reports being used throughout the Trust 

        

C3  Enhanced focus at CBU performance review meetings         

C4  Delivery of G1-G6         

C5  Increased engagement with local health economy         

Narrative: 
(Include here any changes that you have made to this BAF  
and brief description of progress)  

Changes made to this BAF (30/03/2015)  
 
Bed Utilisation Review completed with presentation and 
feedback to Senior Leaders 
Meeting (Feb 2015)  
A stakeholder event sharing this report is scheduled to take 
place 
in March 2015. 
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PRINCIPAL 
ORGANISATIO
NAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)  20  

BOX 1  
 

CURRENT ASSURED 
LEVEL 

CURRENT RISK SCORE  
(Impact x Likelihood = Total) 16 

What is the strategic risk to be controlled? 
EXEC 

DIRECTOR 
BOARD 

COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

O3  People will be proud to work 
for us 

KK / RJ F&P  
        

  
 Failure to develop and 
implement a workforce strategy 

    
        

  
 
 
 
 
 
 

 

  

 

 

 

 

 

 

    

        

 What could or have led to the risks in Box 2? IMPACT LEVEL 

REF ORIGIN RAG 

 1  Lack of effective engagement with staff   
 2  Poor record of succession planning   
 3  Sickness and absence levels ( high in some area)     
 4  Inability to attract and retain high calibre staff   

 5 
 Poor record of planning against projected national changes in 
workforce 

  

    

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

OWNER 
What are the key potential consequences (up to 5) of 
the risk? 

 Failure to deliver equitable 
services 7 days per week RJ/KK   Poor patient experience, increased avoidable 

admissions 
 Failure to ensure appropriate 
staffing levels throughout the 
Trust 

KK   Increased sickness, poorer patient experience 

 Failure to ensure safe care  RJ  Increase in patient harms, reduced patient satisfaction 

 Reputational damage  PMcL  Increase in complaints and media interest 

 Raising concerns  KK  Increase in staff raising concerns 

These are the POSITIVE ASSURANCES actually received …………………BOX 3 

REPORT 
REF 

POSITIVE ASSURANCE EVIDENCE 
What is the report received that provided 

that assurance? 
Date reported to Committee 

PA 1   Staff survey/ pulse check  Quarterly / monthly 
 PA2  Workforce Dashboard  March 2015 
 PA3  New appraisal process  Commenced April 2014 
 PA4  Nurse Staffing Level Reports  March 2015 
 PA5  GMC Survey  Annually 
 PA6  CBU Performance Reports  March 2015 

 PA7 
 Friend & Family test to include key 
measures of staff survey 

 Bi- monthly 

 PA8  Deanery Visit  ad hoc 

 PA9 
 Staff Communication & Engagement 
Strategy 

 Updated November 2014 

 PA10  Vacancy Control Panel  Weekly 
PA11 Workforce Efficeny Programme On going 
PA12 Listening In Action Programme Commenced March 2015 

The REPORTING mechanisms for BOX 3 are … Quarter RAG 
REF REPORTING MECHANISM FREQUENCY 1 2 3 4 
R1  Finance & Performance Committee Monthly          

R2 
 Finance & Performance Committee 

  Monthly         

R3 
 Finance & Performance Committee 

  Monthly         

R4  Trust Board  Monthly         
R5  Trust Board           

R6 
 Finance & Performance Committee 

  Monthly         

R7 
 Finance & Performance Committee 

  Monthly         

R8 N/A            
R9  Executive team           
R10  N/A           
R11  N/A           
R12  Workforce Group (commencing April 2015)           

Ref: Relevant risks held on Risk Register           BOX 2  
 

Dec 
14 

Jan 
15 

Feb 
15 

March 
15 

 1491  Shortfall in ED Medical rota 4x4 4x4 4x4 4x4 
1493  Shortfall  in rota /work intensity on AMU 3x2 3x2 3x2 3x2 
1201  Vacancies & skills gap in Radiology, T&O & Elderly 

Care 
3x5 3x5 3x5 3x5 

1498  Vacancies of middle grade doctors 3x3 3x3 3x3 3x3 
1197  Absence and stress 4x4 4x4 3x3 4x4 
1200  Lack of workforce engagement  4x3 4x3 3x3 3x3 
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The GAPS IN CONTROL/NEGATIVE ASSURANCES are ...                                                                           BOX 3 

 
What are the remaining key gaps (up to 10) in the controls or negative assurance despite the stated controls and 
positive assurances in place? 

REF GAP 

ACTION PLAN AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1 
 Excessive use of bank |& 
agency staff 

 Performance Management 
Framework 

In place & 
on-going  

June 2015 
review  

G2 
 Not utilising national data 
effectively / horizon scanning 

 Workforce Strategy 
December 

2014  
May 2015  

G3  HR & OD strategy  HR& OD Strategy 
 

December 
2014  

May 2015  

G4 
 Workforce group has had 
poor attendance 

 Annual timetable put in 
place for 2015 

 January 
2015 

  

G5 
 Staff survey issues/ 
concerns 
Investors in People Report 

 Listening into Action 
programme commenced . 
Trust wide action plan 
combining both reports 
being developed 

 May  2015   

The GAPS (BOX 3) are CONTROLLED by … 

 
Quarter 

REF CONTROL 1 2 3 4 
C1  Performance management & capability process         
C2  Sickness absence policy         

C3  Appraisal completion target     
 
  

  

C4  Mandatory training  target         
C5  Delivery of G1- G5         

Narrative: 
(Include here any changes that you have made to this BAF  
and brief description of progress)  

Changes made to this BAF (30/03/2015)  
 
 
Risks remain regarding specific areas of staffing, both nursing and  
medical and an increasing rate of staff sickness and work related stress.  
Particular issues with regard recruitment in radiology, trauma  
& orthopaedics and elderly care. 
 
 
 
The Trust has engaged the Listening in Action programme, will  
commence in March  2015. Sponsor Group identified.  
This programme will report via the Workforce Group 
 
 
Annual staff survey results have been shared with Executive Team  
and Board Workshop. Action plan will be developed  in line with staff  
engagement work. 
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PRINCIPAL 
ORGANISATIO
NAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)   20 

BOX 1  
 

CURRENT ASSURED 
LEVEL 

CURRENT RISK SCORE  
(Impact x Likelihood = Total) 15 

What is the strategic risk to be controlled? EXEC 
DIRECT

OR 

BOARD 
COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

O4 (a)  Performance matters and patients 
will experience safe care 

 DW F&P  
        

  
 Failure to deliver Turnaround Plan 

 
    

        

  
 
 
 
 
 
 

 

  

 

 

 

 

 

 

    

        

 What could or has led to the risks in Box 2? IMPACT LEVEL 

REF ORIGIN RAG 

1   Licence restrictions imposed by regulator   
 2  Investigations into financial underperformance   
 3  Operational delivery targets not met   
 4  Gaps in governance systems   
    

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

OWNER 
What are the key potential consequences (up to 5) of 
the risk? 

 Failure to deliver required 
operational performance KK   Poor patient experience, increased scrutiny by Monitor, 

failure to deliver targets impacting financial controls 

 Failure to deliver safe care  RJ/ 
HMcN 

 Poor patient experience, increased harms, effect on 
CQC rating 

 Achieve financial stability & 
satisfy regulators  SD  Loss of organisational control 

 Reputational damage  PMcL  Increase in media interest 

 Financial failure  SD  Unsustainable organisation 

These are the POSITIVE ASSURANCES actually received …                           BOX 3 

REPORT 
REF 

POSITIVE ASSURANCE EVIDENCE 
What is the report received that provided that 

assurance? 
Date reported to Committee 

 PA 1  Monthly budget reporting  March 2015 
 PA 2  Monthly financial reports  March 2015 
 PA 3  Contract with CCG agreed  August 2014 
 PA 4  Integrated Performance Dashboard  March 2015 
 PA 5  CIP Steering Group  March 2015 
 PA 6  Nurse Quality Report  April 2014 
 PA 7 Performance Management Framework  May 2014 
 PA 8  Assurance & Escalation Framework  September 2014 
 PA 9  Turnaround Plan  July 2014 
 PA 10  External Governance Reviews  July & September 2014 
PA11 Patient Flow Action Plan October 2014 
PA 12 Sustainability Review Completed December 2014 

PA 13 
Development sessions for the Board of 
Directors & Executive Team 

Sessions began Nov 2014 
through 2015. 

PA 14 Clinical engagement with sustainability work 5 year strategy development 

PA 15 5 year strategy 
Approved and sent to Monitor 
December 2014 

The REPORTING mechanisms for BOX 3  are … Quarter RAG 
REF REPORTING MECHANISM FREQUENCY 1 2 3 4 
R1 Finance & Performance Committee Monthly          
R2 Trust Board  Monthly         
R3 Trust Board           
R4 Trust Board Monthly          
R5 Finance & Performance Committee Monthly          
R6 Trust Board  6 monthly         
R7 Executive Team           
R8 Trust Board         
R9 Trust Board Monthly           

R10 
Finance & Performance Committee 
/Trust Board 

Monthly  
  

        

R11 Trust Board           
R12 Trust Board           
R13 N/A 
R14 Trust Board  
R15 Trust Board 

Ref: Relevant risks held on Risk Register           BOX 2  
 

Dec 
14 

Jan 
15 

Feb 
15 

March 
15 

 1155  Maintaining  financial stability of the Trust and 
delivery of the Turnaround Plan 

4x4 4x4 4x4 4x4 

1515  Financial Leadership – (director of finance vacancy) 
CIP delivery  
Changes to finance team structures 

5x2 5x2 5x2 5x2 
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The GAPS IN CONTROL/NEGATIVE ASSURANCES are ...                                                                           BOX 3 

 
What are the remaining key gaps (up to 10) in the controls or negative assurance despite the stated controls and 
positive assurances in place? 

REF GAP 

ACTION PLAN AGREE
D 

DEADL
INE 

REVISED 
DEADLINE 

G1  Financial team resource and structure  Review 
Oct 
14   

Jan 15  

G2  Assurance & Escalation Framework 
 in place & on 
going 

Nov 
14  

  

G3  Gap around maturity levels of some CBUs  In place 
Nov 
14  

Jan 15  

G4 
 Information Technology ( ability to produce 
robust data) 

 IT strategy  
(revision ) 

 Dec 
14 

  

G5  Patient Level Costings   
April 
15  

  

The GAPS (BOX 3) are CONTROLLED by … 

 
Quarter 

REF CONTROL 1 2 3 4 
C1  Robust financial monitoring in place          
C2  Robust performance management of ED target         
C3  CBU structure in place         
C4  Performance Management Framework         
C5  Trust Operations Group         
C6  Assurance & Escalation Framework         
C7  Delivery of G1- G4         
C9  PMO in place         

Narrative: 
(Include here any changes that you have made to this BAF  
and brief description of progress)  

Changes made to this BAF (30/03/2015)  
 
 
Positive assurances regarding: 
- 5 year strategy signed off and accepted by Monitor. 
- CIP delivery programme remains on track. 
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PRINCIPAL 
ORGANISATIO
NAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)   20 

BOX 1  
 

CURRENT ASSURED 
LEVEL 

CURRENT RISK SCORE  
(Impact x Likelihood = Total) 12 

What is the strategic risk to be controlled? 
EXEC 

DIRECTOR 
BOARD 

COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

O4 (b)  Performance Matters  SD F&P  
        

  
 Failure to deliver IM&T strategy, 
including EPR to support the Trusts 
objectives 

    
        

  
 
 
 
 
 
 

 

  

 

 

 

 

 

 

    

        

 What could or have led to the risks in Box 2? IMPACT LEVEL 

REF ORIGIN RAG 

1   System outwith IT strategy   
 2  Pathology system joint with Rotherham Hospital FT   

    

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

OWNER 
What are the key potential consequences (up to 5) of 
the risk? 

 Failure to deliver Lorenzo 
programme JB   Increased complaints re outpatients , decreased scores 

in FFT, threat to effective operation of the hospital 
 Reputational damage  PMcL  National profile affected due to failure of delivery  

 Service delivery impact KK/JB  Failure to deliver pathology servcie 

These are the POSITIVE ASSURANCES actually received …                              BOX 3 

REPORT 
REF 

POSITIVE ASSURANCE EVIDENCE 
What is the report received that provided 

that assurance? 
Date reported to Committee 

PA 1 ICT Strategy to be redone & rel aunched  January 2015 
PA 2  External approval of investment case by DH  Nov 2013 
PA 3   Revised approval from DH  June 2014 
PA 4  Formal updates at Executive Team meeting  July 2014 
PA 5  Weekly escalation report at ET  November 2014 ongoing 

PA 6 
 Senior scrutiny of key checkpoints in place 
pre go live date 

 commenced Sept 2014 

PA 7  Additional trainers allocated  September 2014 

PA 8 
 Senior managers rota to support ‘go live’ and 
for a period thereafter  

 Rota available (in addition to 
Senior Manager on call) 

PA 9  EPR Programme Board  March 2015 
PA 10  EPR Issues log  Weekly 
PA 11 EPR Programme Group Monthly 

The REPORTING mechanisms for BOX 3 are … Quarter RAG 
REF REPORTING MECHANISM FREQUENCY 1 2 3 4 

R1  Executive Team         
R2  Trust Board 2013          
R3  Trust Board           
R4  Executive Team  Daily         
R5  Executive Team  Weekly         
R6  Executive Team           
R7 Executive Team           
R8  Executive Team           
R9 Finance & Performance Committee  Monthly          

R10 Executive Team           
R11  EPR Programme Board           
R12  Executive Team           

Ref: Relevant risks held on Risk Register           BOX 2  
 

Dec 14 Jan 
15 

Feb 
15 

March  
15 

 1150  ICT detrimental impact to future revenue budget of 
ICT maintenance services no longer funded 

3x3 3x3 3x3 3x3 

1151  ICT Devolved systems 4x2 4x2 4x2 4x2 
1469  Risk to Business continuity through lapse in warranty 

of IT hardware used fro pathology systems 
resolve
d 

5x4 5x4 resolve
d 

1487  Implementation of EPR – Barcoding of medical 
records. System impact across organisation 

4x3 resol
ved 

resol
ved 

resolve
d 
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The GAPS IN CONTROL/NEGATIVE ASSURANCES are ...                                                                           BOX 3 

 
What are the remaining key gaps (up to 10) in the controls or negative assurance despite the stated controls and 
positive assurances in place? 

REF GAP 

ACTION PLAN AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1  Staff readiness 

 Arrangements 
reviewed and 
monitored weekly by 
Executive Team 

October 14  Completed  

G2  Allocation of equipment  Links to EPR strategy October 14  Completed  

G3  Data accuracy  Work to validate data 
 On-going 

work 
 April 2015 

G4 
 Business case for additional 
Lorenzo Phase 2 elements 

 Develop business 
case 

 April 2015   

The GAPS (BOX 3) are CONTROLLED by … 

 
Quarter 

REF CONTROL 1 2 3 4 
C1  IM&T  Strategy ( revised)         
C2  Project Management Arrangements         
C3  Communication plan for Lorenzo implementation         
C4  Training programme for  staff         

Narrative: 
(Include here any changes that you have made to this BAF  
and brief description of progress)  

Changes made to this BAF (30/3/2015)  
 
 
On-going work in identifying problems post Lorenzo implementation  
continues with weekly monitoring at Executive Team Meeting. 
 
 
Implementation of new system of bar coding medical records underway 
 
 
Pathology warranty issues remain a risk, however, Pathology  
Partnership Board has agreed for procurement process to begin.  
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/04/P/14 
 

SUBJECT: 
ANNUAL REVIEW OF COMPLIANCE WITH CODE OF 
GOVERNANCE, GOVERNANCE ASSURANCE FRAMEWORK 
AND QUALITY GOVERNANCE FRAMEWORK 

DATE: APRIL 2015  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY: Gill Feerick, Head of Quality & Governance 
Angela Keeney, Associate Director of Corporate Affairs 

SPONSORED BY: Heather McNair, Director of Nursing & Quality 

PRESENTED BY: Heather McNair, Director of Nursing & Quality 

STRATEGIC CONTEXT  

NHS Foundation Trusts (FTs) are required to produce an annual governance statement (AGS), 
with enhanced reporting on quality and wider governance.  Amongst other data informing the 
AGS, FTs will take cognisance of the organisation’s compliance with key guidance documents 
issued by Monitor: the Quality Governance Framework (QGF), the Code of Governance (the 
Code) and the Governance Assurance Framework (GAF). 
FTs are required to include in the annual report, a section which gives a brief overview of the 
arrangements in place to govern service quality and which signposts the reader to where quality 
governance and quality are discussed in more detail in the annual report (ie within the annual 
governance statement or quality report). FTs must demonstrate that the Trust has had regard to 
the QGF in arriving at its overall evaluation of the organisation’s performance, internal control 
and board assurance framework and a summary of action plans to improve the governance of 
quality. 
Similarly the purpose of the GAF is to support Foundation Trusts in gaining assurance that they 
are well led.   Boards face significant financial and operational challenges and need to ensure 
that they have robust oversight of care quality, operations and finance, 
The Code of Governance is a third strand of constructive guidance and effective checks.   
 

KEY POINTS ADDRESSED IN THIS REPORT   
 
Does the Board agree with the Trust’s self assessment against Monitor’s QGF? 
Has the Trust identified actions where improvements are required? 
Is the Board assured that the responses in the GAF demonstrate the current governance 
structure and accountability within the organisation?   
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CONCLUSION AND RECOMMENDATION(S)  
The Trust’s self-assessment against the QGF is outlined in the attached report with the 2014/15 
self-assessment scoring 4.0. The self assessment has identified a number of shortfalls that 
require further work to further strengthen the Trust’s quality governance arrangements.  
The other guidance documents are not ‘scored’ in the same way but identify areas of 
compliance and those where improvements are needed  
The Board is asked to review and endorse the findings of the self-assessments and note 
and support the proposed development actions.  
 

 

REFERENCE/CHECKLIST 
• Which business plan objective(s) 

does this report relate to?  

• Has this report considered the 
following stakeholders? 

Tick all applicable boxes 
 Patients   BCCG   Other – 
 Staff   BMBC  Please state: 

  Governors   Monitor  

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

Tick all applicable boxes 
 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? 

Tick all applicable boxes 
 Yes • Has this report (in draft or during 

development) been reviewed and 
supported by any Board or Exec 
committee within the Trust? 

 Audit 
 Not Applicable  Finance & Performance 

 To be 
developed 

 Quality & Governance 
 ET 

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

Whilst licenced FTs are not formally required to undertake a full 
QGF assessment (it is aimed at aspirant trusts), they are expected 
to set out in their annual reports how they have had regard to it in 
arriving at their overall evaluation of the organisation’s performance, 
internal control and board assurance framework and a summary of 
action plans to improve the governance of quality. 

• 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: 
“To be the best integrated healthcare organisation of choice for our local communities and beyond” 
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Subject: 
ANNUAL REVIEW OF COMPLIANCE WITH CODE OF 
GOVERNANCE, GOVERNANCE ASSURANCE 
FRAMEWORK AND QUALITY GOVERNANCE 
FRAMEWORK 

Ref: 15/04/P/14 

 

1. STRATEGIC CONTEXT 

1.1 As outlined by Monitor, these guidance documents are intended to bring together the 
best practices of the public and private sector in order to help NHS Foundation Trusts 
maintain good quality clinical and corporate governance.   

1.2 The two Frameworks and the Code provide a useful  system of checks to enable FT 
Boards assess their systems, identify areas for improvement and report on same in 
their annual report and annual governance statements. 

2. QUALITY GOVERNANCE FRAMEWORK 2014/15 

2.1 The Quality Governance Framework is an assessment tool for Boards to review their 
governance arrangements to ensure essential levels of quality and safety are met and 
to drive forward continuous improvement. The framework sets out 10 key questions 
underpinning four categories of quality governance.  

2.2 Whilst licenced Foundation Trusts are not formally required to undertake a full QGF 
assessment (it is aimed at aspirant trusts), they are expected to set out in their annual 
reports how they have had regard to it in arriving at their overall evaluation of the 
organisation’s performance, internal control and board assurance framework and a 
summary of action plans to improve the governance of quality. 

2.3 Monitor defines Quality Governance as “the combination of structures and processes 
at and below board level to lead on trust-wide quality performance including: 

• ensuring required standards are achieved; 
• investigating and taking action on sub-standard performance; 
• planning and driving continuous improvement; 
• identifying, sharing and ensuring delivery of best-practice; and  
• identifying and managing risks to quality of care”.    

2.4 Whilst undertaking the 2014/15 self assessment the Trust adopted Monitor’s 
authorisation criteria when reviewing the overall assessment of the Trust’s Quality 
Governance, ie to be authorised an applicant must demonstrate a Quality Governance 
Score of less than 4 with an overriding rule that none of the 4 categories of Quality 
Governance can be entirely amber/red rated. 

2.5 The 2014/15 self assessment the Trust has achieved an overall score of 4. The self 
assessment has identified a number of shortfalls that require further work to further 
strengthen the Trust’s quality governance arrangements. 

2.6 The 2014/15 Quality Governance Framework self assessment (Appendix 1) identifies 
development actions for 2015/16. 

3. Governance Assurance Framework 
3.1 The Governance Assurance Framework is designed to aid Boards through a process 

of self assessment.  FT Boards  face significant financial and operational challenges 
and need to ensure that they have oversight of care quality, operations and finance is 
robust.  
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3.2 In the assessment process for FT status, Monitor subjects the governance of applicant 
trusts to rigorous scrutiny, and these assessment processes are still a good 
benchmark for organisations to use, even once Foundation status has been achieved. 

3.3 The four main domains are 
1. Strategy & Planning – How well does the Board set the direction for the 

organisation?  
2. Capabiity and culture – Is the Board taking steps to ensure it has the appropriate 

experience and ability. Does it shape the organisation’s culture to deliver care in a 
safe and sustainable way? 

3. Process and structure – Do reporting lines and accountabilities support the effective 
oversight of the organisation 

4. Measurement – Does the Board receive appropriate, robust and timely information 
and does this support the leadership of the Trust? 

3.4 The report will be used as supporting evidence as part of the Annual Governance 
Statement. 

4. Code of Governance 
4.1 An FT’s board has a duty to promote the success of the organisation so as to 

maximise the benefits for the members of the trust as a whole and for the public who 
will be treated by the trust. Therefore, a board needs to be able to deliver prudent and 
effective leadership and effective oversight of the trust’s operations to ensure it is 
operating in the best interests of patients. 

4.2 Good corporate governance is the means by which quality governance is overseen. 
Robust corporate and quality governance arrangements complement and reinforce 
one another. Individuals working in clinical teams providing NHS services are at the 
front line of ensuring quality of care to patients. However, it is the board of directors 
that takes final and definitive responsibility for improvements, successful delivery, and 
equally failures, in the quality of care. Effective governance therefore requires that 
boards pay as much attention to quality of care and quality governance as they do to 
the financial health of their organisation 

4.3 The NHS Foundation Trust Code of Governance (the Code) was first published in 
2006 and was revised in 2010. Following significant regulatory change as a result of 
the 2012 Act and taking account of developments in Monitor’s regulatory toolkit since 
then, the Code has been updated and this version applies from January 2014 

4.4 The provisions of the Code, as best practice advice, do not represent mandatory 
guidance and accordingly non-compliance is not in itself a breach of NHS Foundation 
Trust Condition 4 of the NHS provider licence (also known as the Governance 
condition). However, trusts should note the relevant statutory requirements that 
Monitor has highlighted within the Code. 

4.5 Reasons for non-compliance with the Code should be explained. In providing an 
explanation for non-compliance, an FT should aim to illustrate how its actual practices 
are consistent with the principle to which the particular provision relates. It should set 
out the background, provide a clear rationale, and describe any mitigating actions it is 
taking to address any risks and maintain conformity with the relevant principle 

4.6 It is important to note that as a result of NHS Foundation Trust Condition 4 of the NHS 
provider licence, FTs must also now provide a “forward looking governance statement” 
in the form of the corporate governance statement submitted during the annual 
planning round. Any issues that are raised at this forward plan stage can then be 
discussed to identify how they can be mitigated in advance of any breach taking place. 
However, any issues not identified and subsequently arising can be used as evidence 
of self-certification failure. 
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4.7 In addition to the corporate governance statement mentioned above, this Code sits 
alongside a number of other Monitor reporting requirements which relate to 
governance but do not conflict or connect with the Code. 

4.8 The main areas covered by the Code are: 
• Leadership 
• Effectiveness 
• Accountability  
• Remuneration 
• Relations with Stakeholders 

Please see Appendix 3 
 

 

 

 

 

Appendices: 

• Appendix 1 – 2014/15 Quality Governance Framework self assessment 

• Appendix 2 – Governance Assessment Framework self assessment 

• Appendix 3 – Code of Governance self assessment 
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Appendix 1 

Monitor’s Quality Governance Framework  

The table below gives an overview of the 10 domains within the framework:  
 

Strategy Capabilities and Culture Processes and 
Structures 

Measurement 

1A Does quality drive the 
Trusts Strategy 
 
 
1B Is the Board sufficiently 
aware of potential risks to 
quality? 

2A Does the Board have the 
necessary leadership, skills 
and knowledge to ensure 
delivery of the quality 
agenda? 
 
 
2B Does the Board promote 
a quality‐focused culture 
throughout the Trust? 
 

3A Are there clear roles and 
accountabilities in relation 
to quality governance? 
 
 
3B Are there clearly defined, 
well understood processes 
for escalating and resolving 
issues and managing quality 
performance? 
 
 
3C Does the Board actively 
engage patients, staff and 
other key stakeholder  
 

4A Is appropriate quality 
information being analysed 
and challenged? 
 
 
4B Is the Board assured of 
the robustness of the 
quality information? 
 
 
4C Is quality information 
used effectively? 
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How to Risk and Score the Self Assessment 

Risk Rating Scoring Definition Evidence 
Green  
 

 

0.0 Meets or exceeds 
expectations 

Many elements of good 
practice and there are no 
major omissions 

Amber/Green  
  

 

0.5 Partially expectations but 
confident in management's 
capacity to deliver green 
performance within a 
reasonable timeframe 

Some elements of good 
practice, has no major 
omissions and robust action 
plans to address perceived 
shortfalls with proven track 
record of delivery 

Amber/Red 
  

 

1.0 Partially meets expectations 
but with some concerns on 
capacity to deliver within a 
reasonable timeframe 

Some elements of good 
practice, has no major 
omissions. Action plans to 
address perceived shortfalls 
are in early stage of 
development with limited 
evidence of track record of 
delivery 

Red  
 

 

4.0 Does not meet expectations Major omission in Quality 
Governance identified. 
Significant volume of action 
plans required and concerns 
on management capacity to 
deliver record of delivery 
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The Board should look to identify on a regular basis how quality drives the overall Trust strategy. Systematic processes should be in place to create a strategy 
that the whole Trust can sign up to. Once identified, and implemented, the Board needs to receive assurance that the processes are working. Quality goals 
should be consistently consulted on and effectively communicated across the Trust and wider stakeholder group. 
1. Strategy 
1A. Does Quality Drive the Trust Strategy? 
Trust Processes Demonstrating Compliance 
• The Trust’s 3 year quality strategy (2014 – 2017) comprises of a number of ambitious trust-wide quality goals covering safety, clinical outcomes and 

patient experience and competent and capable workforce which drive year on year improvement 
• The Trust’s Quality goals and priorities reflect local as well as national priorities, reflecting what is relevant to patient and staff 
• The Quality goals and priorities have been selected to have the highest possible impact across the overall trust in improving patient safety and quality 
• Quality Boards are displayed on all ward landings 
• The Trust’s quality goals and priorities are effectively communicated and well-understood across the trust. Performance relative to quality goals is tracked 

at CBU and at Corporate level on a continuous basis 
• The quality priorities for 2014/15 are monitored at CBU level and at corporate level. Performance against the targets is tracked through the Integrated 

Performance Report which is used as a monitoring tool for the CBU Performance meetings   
• The quality strategy has been fully circulated and communicated. The 2014/15 quality priorities and targets are included as standing agenda items for 

each CBU monthly governance meetings 
• The patient safety and quality exception report is reviewed monthly by the Patient Safety & Quality Group and the Quality and Governance Committee 

with any exceptions regarding quality and patient safety matters/indicators being escalated to the Trust Board 
• The Quality Impact Assessment (QIA) process is fully implemented and supporting the trust-wide CIP programme.  

Conclusion for 1A: 0.0 
 

 
1A - Actions for Continual Improvement 
Recommendations  How this will 

be achieved 
What the 
expected 
outcome will 
be 

What 
evidence will 
support this 

Who will lead 
this 

Timescales 
this will be 
achieved 
within 

Where this 
will be 
reported/ 
monitored: 
i.e. 
Committee/ 
Group 

Progress RAG Rating 

Develop processes 
to ensure that 
overall trust-wide 
quality goals link 
directly to quality 
goals in Clinical 
Business Units 

Development 
of CBU owned 
and led quality 
priorities 
which are 
approved and 
monitored by 

Locally owned 
quality goals 
which reflect 
quality 
priorities of 
each CBU but 
also reflect 

CBU annual 
quality plan 

Clinical 
Directors, Heads 
of Nursing, 
General 
Managers 

April/May 
2015 

Patient Safety 
and Quality 
Group 
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(CBUs) and that 
these are reviewed 
on an annual basis 

the Patient 
Safety & 
Quality Group 

and link to the 
Trust wide 
quality goals 
and priorities 

Trust wide 
quality/patient 
safety briefings to 
be produced for 
inclusion in all ward 
and department 
meetings. 

Centrally 
coordinated 
quality/patient 
safety briefing 
issued under 
the direction of 
the Medical 
Director and 
Director of 
Nursing & 
Quality. 

Trust wide 
communication 
of performance 
against quality 
goals patient 
safety matters.  
 
Trust wide 
communication 
of quality and 
patient safety 
initiatives. 
 
Trust wide 
communication 
and sharing 
from Serious 
Incidents. 

Weekly & 
monthly 
quality/patient 
safety briefing. 
 
Minutes of 
ward and 
department 
meetings 
where 
briefings are 
shared and 
discussed. 

Associate 
Director of 
Corporate 
Affairs/Director of 
Communications/ 
Head of Quality 
and Clinical 
Governance 

March 2015 Patient Safety 
& Quality 
Group 
 
Risk 
Management 
Group 

First issue 
published. 
On-going 

 

 
The Board should look to monitor and understand current and future risks to quality and take steps to address these. This should include maintaining 
oversight of risks to compliance with essential standards of quality and safety, regular review of risks and evidence of action to identify underlying issues from 
which the trust learns. The risk register should be supported and fed by quality issues captured in directorate/service risk registers, and linkages should be 
clear.  
1. Strategy 
1B. Is the Board Sufficiently Aware of Risks to Quality? 
Trust Processes Demonstrating Compliance 
• All cost improvement and productivity changes are clinically assessed by the Medical Director and Director of Nursing and Quality in order to ensure that 

schemes will not have a negative impact on quality or present patient safety risks 
• Monthly tracking of the CIP programme impact on quality providing assurance to the Board 
• Any identified risks to quality are systematically reported through the quality and governance structures of the Trust 
• Incident reports and Risk Registers are used as the routine process to capture frontline staff concerns 
• Risk registers are reviewed at local CBU level, Director and Corporate level 
• Risk registers are reviewed as part of all CBU governance meetings and red risks discussed and monitored as part of the CBU monthly performance 

meetings 
• 6 monthly review of the corporate risk register by the Trust Board 
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• Quarterly review of the BAF at Trust Board ensuring that it is updated and triangulated with the corporate risk register 
• Monthly review of relevant sections of the BAF by the Committee(s) of the Board ensuring that it effectively drives the objectives of the organisation and 

reflects the current risk profile of the organisation 
• Monthly patient story presented to the Trust Board 
• Monthly Trust Board overview of Complaints and Serious Incidents to ensure organisational learning and improvement 
• Board reviewing the learning from complaints following an Ombudsman investigation 

Conclusion for 1B: 0.5 
  

 
1B - Actions for Continual Improvement 
Recommendations  How this will 

be achieved 
What the 
expected 
outcome will 
be 

What 
evidence will 
support this 

Who will lead 
this 

Timescales 
this will be 
achieved 
within 

Where this 
will be 
reported/ 
monitored: 
i.e. 
Committee/ 
Group 

Progress RAG Rating 

Review of the 
Corporate Risk 
Register 

Led by the 
Associate 
Director of 
Corporate 
Affairs 
processes will 
be determined 
to ensure that 
the Corporate 
Risk Register 
supports the 
Board in 
understanding 
current and 
future risks to 
quality. 

The Corporate 
Risk Register 
will contain 
those 
significant risks 
that the Trust 
Board should 
be aware of 
and inform the 
BAF 

Up to date 
Corporate 
Risk Register 
reviewed 
monthly by the 
Executive 
Team 

Associate 
Director of 
Corporate 
Affairs 

March 2015 Executive 
Team meeting 
& Trust Board 

Started 
2014/15 

 

Trust Board  to 
monitor and 
understand current 
and future risks to 
quality and ensure 
mitigations are 

Review the 
Corporate 
Risk Register 

The Corporate 
Risk Register 
will contain 
those 
significant risks 
that the Trust 

Up to date 
Corporate 
Risk Register 
reviewed 
monthly by the 
Executive 

Associate 
Director of 
Corporate 
Affairs 

March 2015 Executive 
Team meeting 
& Trust Board 

Started 
2014/15 
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agreed and 
appropriate 

Board should 
be aware of 
and inform the 
BAF 

Team 

Quarterly review of 
the corporate risk 
register and BAF by 
the Trust Board 

Quarterly 
reporting by 
Associate 
Director of 
Corporate 
Affairs 

Trust Board 
cognisant of 
risks and gaps 
in assurance 

Quarterly 
report on 
Corporate 
Risk Register 
& BAF 

Associate 
Director of 
Corporate 
Affairs 

April 2015 Trust Board Started 
2014/15 

 

Ensure Board 
awareness of risks 
associated with the 
delivery of the Cost 
Improvement 
Programme (CIP)  

Exception 
reports 
escalated to 
the Board 
through the 
appropriate 
governance 
structure 

Board 
members to be 
aware in a 
timely manner 
of any risks or 
potential risks 
to achieving 
the approved 
CIPs. To allow 
timely 
discussions 
and risk based 
decisions. 

Exception 
reports when 
required 

Director of 
Strategy 

April 2015 Executive 
Team meeting 
& Trust Board 

  

 
The culture of a Trust and the commitment to quality of all members of staff is a crucial determinant of quality performance. Boards have a key role in 
fostering this culture through their own focus on quality issues and through bringing the knowledge and skills needed to provide an informed challenge to the 
Trust. The Board needs to see the full quality picture. Indicators presented to evidence performance need to be comprehensive with any gaps clearly flagged. 
The quality of data should be understood with that data used to challenge performance on an on-going and consistent basis. 
2. Capabilities and Culture 
2A. Does the Board have the necessary leadership, skills and knowledge to ensure delivery of the quality agenda? 
 
Trust Processes Demonstrating Compliance 
• The board is assured that quality governance is subject to rigorous challenge, including full NED engagement and review through participation in Audit 

Committee and/or all Committee(s) of the Board 
• Trust Board aware of a gap in the skill set by not having a Clinical Non Executive Director 
• Board members are aware and engaged with the priorities of the Trust wide Quality Strategy & agenda 
• Executives and Non Executive Directors take part in the Trust wide Quality Assurance visits aiding in the identification of gaps in assurance and/or quality 
• Executives and Non Executives participate in identifying well- and poor-performing services in relation to quality, and involved in the monitoring of actions 

the trust is taking to address them. 
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• Governance structure been reviewed and changes implemented during 2014 
• The Board has demonstrated the ability to seek external assurances on quality when required. E.G outlier with HSMR 
• Annual appraisal f the Executive Team by the CEO, supported by regular 1:1.  
• Annual process for Non-Executive review by the Chairman.  

Conclusion for 2A: 0.0 
 

 
 
 
 
 
 
2A - Actions for Continual Improvement 
Recommendations  How this will 

be achieved 
What the 
expected 
outcome will 
be 

What 
evidence will 
support this 

Who will lead 
this 

Timescales 
this will be 
achieved 
within 

Where this 
will be 
reported/ 
monitored: 
i.e. 
Committee/ 
Group 

Progress RAG Rating 

To appoint a 
Clinical Non 
Executive Director 

Reviewing the 
knowledge 
and skill set of 
Non Executive 
Directors 

Clinical 
representation 
within the Non 
Executive body 

Appointment 
of Non 
Executive with 
Clinical 
background 

Chairman 2016/17 Council of 
Governors 

None  

To ensure that all 
Executives and Non 
Executives 
understand the 
purpose of each 
metric reviewed and 
that 
information/data is 
presented in such a 
way that allows 
then to interpret 
and draw 
conclusions from 
the information/data 

Review of 
information 
and data used 
in reports to 
the Board 

Board 
understand all 
information/data 
presented to 
them. 

Enhanced 
engagement 
and 
contribution 
on the 
challenges to 
quality and 
assurance 

Associate 
Director of 
Corporate 
Affairs 
 
Director of 
ICT 

April 2015 Trust Board New Trust 
Board 
Dashboard 
developed 
March 2015 – 
on-going 

 



BHNFT QGF v 3 March 2015 Page 8 
 

Addition of quality 
governance matters 
to the monthly 
Board workshops 
annual plan 

Inclusion of 
quality 
priorities and 
quality issues 
on the Board 
workshop 
agenda 

Well informed 
Board on the 
quality issues 
and matters 
effecting the 
organisation 

Programme 
for Board 
Workshops 

Medical 
Director 
 
Director of 
Nursing and 
Quality 

2015/16 
Board 
Workshop 
annual plan 

Trust Board   

 
 
 
 
 
 
The Board needs to demonstrate an active leadership role on quality. This includes the articulation of an organisational vision and set of values; structured 
walk rounds by Board members; visible Board leadership of specific quality initiatives; positive feedback to staff; the integration of a range of patient feedback 
into key performance indicators; the building of quality objectives and impact statements into all business development plans; and taking a structured 
approach across the organisation to raising awareness of what is required to achieve compliance with essential standards of safety and quality and to embed 
this with staff. 
2. Capabilities and Culture 
2B. Does the Board promote a quality-focused culture throughout the Trust? 
 
Trust Processes Demonstrating Compliance 
• The Board of BHNFT is explicit in its intention with regard to the promotion of a transparent and quality-focused culture 
• Nominated Executive lead for Quality 
• Board membership of the Quality and Governance Committee 
• Board (Exec and Non-Exec) involvement in Quality and Safety Assurance Visits 
• Inclusion of the trust-wide quality objectives into the business development plans of the Trust 
• Board receipt and review of high profile reports, inquiries and enquiries with the development and agreement of action plans to ensure that  learning from 

such events is incorporated as part of Trusts quality agenda 
• A culture of openness and transparency to support learning and improvement from adverse incidents and outcomes 
• Issues are escalated to relevant committees and included as part of the CBU and departmental risk registers which are reviewed monthly and Red 

(Extreme) risks reported through to Board meetings (quarterly) 
• Internal communications which includes information on the Trusts quality and patient safety agenda 
• CBU SI Action log Registers 
• Regular review at Board level of patient and staff feedback 
• Nominated Executive Lead for Patient Experience (including the responsibility for overseeing the management of complaints) 
• Ensuring an open and transparent approach in communicating with patients and the general public when things go wrong, adhering to Duty of Candour 
• Patient Story at the beginning of each Board meeting 
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• Discussion at Board level of patient safety and quality matters. Board detailed review of incidents, SIs, complaints, claims, mortality 
• Well sign-posted systems for the raising of staff concerns and patient complaints 
• Trust-wide Safety Culture Survey undertaken 
• Regular publication of reports to the board on the number/type of complaints, including detailed analyses of any areas where a rise or particularly high 

rate of complaints has been experienced, the number referred to the Ombudsman, the number that were upheld and any individual and systemic 
remedies provided. 

Conclusion for 2B: 0.5 
  

 
 
2B - Actions for Continual Improvement 
Recommendations  How this will 

be achieved 
What the 
expected 
outcome will 
be 

What 
evidence will 
support this 

Who will lead 
this 

Timescales 
this will be 
achieved 
within 

Where this 
will be 
reported/ 
monitored: 
i.e. 
Committee/ 
Group 

Progress RAG Rating 

Improve processes 
from learning from 
our errors, 
omissions and 
mistakes; SI, 
complaints, claims, 
inquests, mortality; 
led through the 
CBU Governance 
Structures.  

CBU owned 
action logs 
which are 
monitored for 
completion and 
implementation 
by the Risk 
Management 
Group 

Improved 
learning 
therefore 
improvement 
in patient 
safety and 
quality 

Reduction in 
complaints, 
SIs and 
reduction in 
patient harms 

Associate 
Director of 
Corporate 
Affairs 
 
Head of 
Quality and 
Clinical 
Governance 

Jan 2015 Risk 
Management 
Group 

Started & on-
going 

 

Introduce Patient 
Safety led group 
where detailed and 
open analysis of 
patient safety 
incidents take 
place; where 
implementation of 
patient’s safety 
initiatives and 
improvements are 

Implementation 
of new 
Governance 
Structure 

Clear focus on 
the patient 
safety and 
quality agenda 
of the 
organisation 

Patient Safety 
and Quality 
led group 

Director of 
Nursing and 
Quality 

Dec 2014 Quality & 
Governance 
Committee 

Completed 
and on-going 
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monitored 

To implement a 
greater level of 
candour when 
things have gone 
wrong ensuring 
lessons learnt and 
changes in practice 
are shared and 
communicated with 
all relevant parties 
in a timely manner 
in line with the 
Trusts Being Open 
Policy. 

Embedding a 
culture of 
transparency 
and openness 

A culture of 
openness and 
honesty. A 
culture where 
staff feel 
supported to 
report and 
share when 
things have 
gone wrong 

Timeliness of 
investigations, 
actions, 
reporting and 
sharing 
outcomes 
 
Listening to 
Action 

Medical 
Director 
 
Director of 
Nursing and 
Quality 
 
Chief 
Executive 

Dec 2014 
 
 
 
 
 
 
April 2015 

Risk 
Management 
Group 
 
Patient Safety 
and Quality 
Group 
Workforce 
Group 

Started & on-
going 

 

 
Whilst capability and culture will underpin the successful implementation of a quality strategy, structures and processes make sure it happens and it is 
embedded throughout the Trust. Without effective processes and structures that are recognised, understood and owned by Board members and staff, it will 
be impossible for the Trust to successfully govern for quality. 
The responsibilities of different levels of management need to be clearly defined with relevant processes and structures to support this. Quality should receive 
effective coverage both in Board meetings and in relevant committees/subcommittees below and at Board level. All Board members must recognise that they 
are accountable jointly and severally for all aspects of governance. 
3. Structure and Processes 
3A. Are there clear roles and accountabilities in relation to quality governance? 
 
Trust Processes Demonstrating Compliance  
 
• All Board members are involved in a full discussion on Quality, Governance and Finance as part of the Quarterly declaration to Monitor and understand 

their responsibility as part of this process 
• There is a clear accountability and responsibility structure within the Trust as well as a clear meeting and reporting structure from departments through to 

Board. The Trust’s Governance documents articulate these arrangements within the Standing Orders, Scheme of Delegation, supported by the Standing 
Financial Instructions 

• The Patient Story sets the quality agenda at the start of each Board meeting and quality papers are always amongst the first items in each section of the 
Board Agenda 

• The Governance Board sub-committee holds detailed discussions on quality and risks to patient safety at each of their monthly meetings 
• Quality is a core part of Trust Board meetings, both as a standing agenda item and as an integrated element of all major discussions and decision 
• Quality performance is discussed in detail each month by the quality-focused Quality & Governance Committee 
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Conclusion for 3A: 0.5 
  

 
3A - Actions for Continual Improvement 
Recommendations  How this will 

be achieved 
What the 
expected 
outcome will 
be 

What 
evidence will 
support this 

Who will lead 
this 

Timescales 
this will be 
achieved 
within 

Where this 
will be 
reported/ 
monitored: 
i.e. 
Committee/ 
Group 

Progress RAG Rating 

Evidence to 
demonstrate that all 
board members 
have undergone a 
process to assess 
their skills and 
capabilities in 
relation to 
governance 
(including quality 
governance) and 
where appropriate 
remedial actions 
have been taken 

Independent 
review of 
governance 
arrangements 
was 
undertaken 
with a report 
being 
presented Qtr 
2 2014/15 

An 
organisation 
led by a Board 
of Directors 
with the 
capacity and 
capability to 
ensure that the 
organisation is 
well led  

A high 
functioning 
Executive 
Team and 
Board of 
Directors 

Chief 
Executive & 
Chairman 

Nov 2014- 
March 2015 

Board of 
Directors  

Ongoing 
Board & 
Executive  
development 
taking place  

 

Evidence to 
demonstrate that 
the (BAF) 
effectively drives 
the objectives of the 
organisation and is 
reviewed regularly 
by the Board of 
Directors 

Revised BAF 
has now be in 
operation for 6 
months 

A BAF that 
provides 
assurance 
regarding the 
delivery of the 
Trusts 
corporate 
objectives 

A BAF that is 
embedded in 
the 
organisation 
over Q3/4  

Chief 
Executive 

September 
2014- March 
2015 

BAF is 
reviewed 
quarterly at 
Board of 
Directors 
meetings and 
monthly at 
Committees of 
the Board 
meetings 

Ongoing work  
External 
training been 
provided at 
Board 
Development 
sessions  

 

 

The Trust needs to make effective use of processes already in place to identify opportunities for quality improvement. The Board need to point towards 
examples of where these processes have resulted in demonstrable improvements. Processes already in place should include clinical audit, appraisals, CPD, 



BHNFT QGF v 3 March 2015 Page 12 
 

risk assessment processes, capture of patient and staff feedback. 
3. Structure and Processes 
3B. Are there clearly defined, well understood processes for escalating and resolving issues and managing performance?  
 
Trust Processes Demonstrating Compliance  
• Monthly CBU performance reporting at Clinical Business Units against the quality goals and priorities set for 2014/15; in line with the Trust Quality 

Strategy 
• Quality and risk issues discussed at the Board sub-committees have a clear process for escalation through to Board. The meeting, reporting and 

escalation structure for raising quality concerns is clearly defined. Serious complaints and extreme scoring risks are escalated to Board Directors. All 
serious incidents and quality/patient safety metrics are incorporated as part of the Quality Dashboard discussed at each Board meeting 

• Quality performance issues are communicated through the governance structures of the organisation including the sharing and celebration of 
achievements 

• Clinical audit annual plan agreed in conjunction with the quality goals and priorities of the Trust and in line with the quality and patient safety priorities of 
each CBU 

• Clinical effectiveness is an integral part of all patient safety and quality initiatives, launches and projects supporting a process of continuous monitoring 
and improvement in effectiveness 

• There are clearly defined processes for escalating quality performance issues to the board; escalation of serious untoward incidents and complaints.  
Conclusion for 3B: 0.5 

  
 
3B - Actions for Continual Improvement 
Recommendations  How this will be 

achieved 
What the 
expected 
outcome will be 

What 
evidence will 
support this 

Who will lead 
this 

Timescales 
this will be 
achieved 
within 

Where this 
will be 
reported/ 
monitored: 
i.e. 
Committee/ 
Group 

Progress RAG 
Rating 

Ensure there are 
agreed and 
implemented 
processes address 
quality performance 
issues (e.g. 
including issues 
arising from serious 
untoward incidents 
and complaints). 

Develop and 
implement Trust 
wide processes to 
ensure that robust 
action plans are 
put in place to 
address quality 
performance 
issues following 
serious untoward 

That actions are 
implemented in a 
timely manner and 
that the 
effectiveness and 
sustainability of all 
actions are 
monitored. 

Documented 
process 
 
Minutes of 
Risk 
Management 
Group 
 
CBU action 
logs recording 

Associate 
Director of 
Corporate Affairs 
 
Head of Clinical 
Governance & 
Quality 

March 2015 Risk 
Management 
Group 

Started 
January 
2015 
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incidents, 
complaints, claims 
and coroners 
findings. 
 
Ensure that the 
approved actions 
have: 
Designated 
owners and time 
frames & regular 
reviews at 
subsequent board 
meetings. 

evidence of 
action 
completion 
 
Action 
assurance 
reports  

Lessons from 
quality performance 
issues are well 
documented and 
shared across the 
trust on a regular, 
timely basis, 
leading to rapid 
implementation at 
scale of good 
practice 

Centrally 
coordinated 
quality/patient 
safety briefing 
issued under the 
direction of the 
Medical Director 
and Director of 
Nursing & Quality. 

Trust wide 
communication of 
performance 
against quality 
goals patient 
safety matters.  
 
Trust wide 
communication of 
quality and patient 
safety initiatives. 
 
Trust wide 
communication 
and sharing from 
Serious Incidents. 

Weekly & 
monthly 
quality/patient 
safety 
briefing. 
 
Minutes of 
ward and 
department 
meetings 
where 
briefings are 
shared and 
discussed. 

Associate 
Director of 
Corporate 
Affairs/Director of 
Communications/ 
Head of Quality 
and Clinical 
Governance 

March 2015 Patient 
Safety & 
Quality 
Group 
 
Risk 
Management 
Group 

Started 
January 
2015 

 

Ensure there is a 
well-functioning, 
impactful clinical 
and internal audit 
process in relation 
to quality 
governance, with 
clear evidence of 
action to  resolve 
audit concerns 

Review the 
functions and 
systems of the 
clinical and 
internal audit 
teams to ensure 
they support 
effective quality 
governance 

Evidence of action 
to  resolve audit 
concerns 
 
 

Approved 
continuous 
rolling 
programme 
that 
measures 
and improves 
quality 
Action plans 
completed 

Medical Director 
 
Director of 
Nursing & 
Quality 
 
Associate 
Director of 
Corporate Affairs 
Head of Quality 

April 2015 Quality & 
Governance 
Committee 

Started  
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from audit 
 
Re-audits 
undertaken to 
assess 
improvement 

& Clinical 
Governance 

 
Good quality governance would allow patients, carers, patient and carer organisations, staff, including governors, local authorities and the wider community to 
continually input in defining the quality strategy, monitoring outcomes and developing plans for quality improvement. Common mechanisms through which this 
is completed includes: 
• Ensuring full involvement of representatives of patients, staff and the wider community in developing and refreshing the quality strategy; 
• Involving patients, carers and staff in all service and process design; 
• Ensuring that all information on quality and process outcomes are made public without delay and are accessible to patients, staff and the wider 

community; and 
• Ensuring that patients and carers know how to give feedback, and are appropriately supported to do so. 
3. Structure and Processes 
3C. Does the board actively engage patients, staff and other key stakeholders on quality? 
 
Trust Processes Demonstrating Compliance 
• Full involvement of patients, carers, patient and carer organisations, staff, including governors, local authorities and the wider community in defining the 

quality strategy and developing plans for quality improvement 
• Involvement of patients, carers and staff in all service and process redesign 
• Patient and Governor Involvement in Quality and Safety Assurance Visits and PLACE assessments. 
• Quarterly Learning from  Experience Reports triangulating themes from patient feedback received by Patient Experience Board, Quality and Governance 

Committee and monthly statistical reports to CBUs. 
• The Trust has a Patient Panel and involves patients as a member of a number of committees across the organisation to ensure that patient and service 

user opinion is considered in service development 
• Analysis of themes from the national patient survey programme  together with Trust wide implementation of the National Staff Satisfaction Survey 
• Quality performance is clearly communicated to commissioners  
• Significant volunteer involvement to improve patient experience and in quality improvement programmes, e.g. PRASE project. 
• Evidence of collaborative working with Healthwatch Barnsley. 

Conclusion for 3C: 0.5 
  

 
3C - Actions for Continual Improvement 
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Recommendations  How this will 
be achieved 

What the 
expected 
outcome will 
be 

What 
evidence will 
support this 

Who will lead 
this 

Timescales 
this will be 
achieved 
within 

Where this 
will be 
reported/ 
monitored: 
i.e. 
Committee/ 
Group 

Progress RAG Rating 

Improved 
triangulation of 
patient feedback 
data with patient 
safety data to 
improve quality. 
 
Improve evidence 
of how patient 
feedback and 
engagement leads 
to improvement. 
 
Ensure the revised 
Improved Patient 
Experience 
Strategy & Action 
Plan is 
implemented and 
owned at CBU 
level. 
 
Improved evidence 
of patient and 
public involvement 
in service 
improvement and 
re-design. 
 

Development 
of integrated 
performance 
reports. 
 
 
 
Ensure the 
annual 
baseline 
assessment of 
patient 
engagement & 
involvement 
activity is 
shared across 
the Trust. 
 
 
 
 
 
Embedding a 
culture of 
patient 
engagement 
within CBUs. 

Evidence of 
improved 
ownership of 
key trends and 
themes and 
evidence of 
actions and 
improvements 
taken. 
 
CBU owned 
Patient 
Experience 
Improvement 
Action Plans. 
 
 
 
 
 
 
 
Improved 
patient 
experience 
and outcomes. 

Patient 
Experience 
Reports. 
 
CBU 
Performance 
Reports. 
 
 
 
Minutes from 
CBU 
Performance 
& Governance 
Meetings. 
 
Evidence from 
Complaint 
Action Plans 
 
Reduction in 
complaints 
and concerns 
trends. 
 
As above. 

Head of PE,  
Claims 
Manager 
Risk Manager 
 
CBU 
Management 
Teams. 
 
 
Clinical 
Governance 
Facilitators 
 
CBU 
Management 
Teams 
 
Patient 
Experience 
Team 
 
CBUs 

April 2015 
 
 
 
 
 
 
 
 
 
April 2015 
 
 
 
 
July 2015 
 
 
 
 
 
 
December 
2015 

Patient Safety 
& Quality 
 
Patient 
Experience 
Group 
 
Risk 
Management 
Group 

Started March 
2015 

 

 
Measurement to support quality improvement should underpin the quality governance approach. Boards should look to ensure they have the capability 
internally to do the work of analysis, benchmarking, presenting good, clear reports and that the capability they have is serving the functions that are most 
needed. 
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The Board requires assurance that the information they receive represents a comprehensive picture. Where information is chosen NOT to be considered, the 
Board should be aware of the risks associated with this. On a regular basis performance should be tracked against relevant national standards, peer 
organisations and the Trust’s own track record. 
4. Measurement 
4A. Is appropriate quality information being analysed and challenged? 
 
Trust Processes Demonstrating Compliance 
• The Board has a clear Integrated Performance Dashboard report presented to each meeting including key relevant national priority indicators and 

regulatory requirements 
• Detailed reports (e.g. annual workforce report, equality & diversity report, staff surveys, etc.) are also presented and reviewed by the Board regularly 
• In conjunction with the Integrated Performance Report/Dashboard the Board reviews the performance against the business plan objectives and the Board 

Assurance framework which includes the controls to manage risks to delivery of these objectives enabling Board members to triangulate information and 
provide appropriate challenge 

• The information presented to the Board of Directors meeting, is regularly reviewed and refined in accordance with national priorities and local 
performance pressures 

• Analysis of hospital mortality data as set out in the Hospital Standardised Mortality Ratios 
Conclusion for 4A: 0.5 

  
 
4A - Actions for Continual Improvement 
Recommendations  How this will 

be achieved 
What the 
expected 
outcome will 
be 

What 
evidence will 
support this 

Who will lead 
this 

Timescales 
this will be 
achieved 
within 

Where this 
will be 
reported/ 
monitored: 
i.e. 
Committee/ 
Group 

Progress RAG Rating 

The Board 
dashboard is 
supported and 
evidenced by more 
granular reports 
reviewed by sub-
committees and 
CBUs. 
 

Development 
of granular 
quality reports 
for sub-
committees 
and CBUs. 

Quality 
information is 
analysed and 
challenged at 
the appropriate 
level. 
 
The dashboard 
is frequently 
reviewed and 
updated to 

Pyramid of 
quality 
dashboards. 
 

Executive 
Team 

January 2015 Executive 
Team  

Started and 
on-going 
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maximise 
effectiveness 
of decisions; 
and in areas 
lacking useful 
metrics, the 
board commits 
time and 
resources to 
developing 
new metrics. 

 
The Board should be continually assured with regards to on-going information, accuracy, validity, timeliness and comprehensiveness. An array of tools can be 
used to provide this assurance including external good practice in clinical record keeping, audit and coding accuracy, analysis of outliers and data quality 
indicators 
4. Measurement 
4B. Is the Board assured of the robustness of the quality of information? 
 
Trust Processes Demonstrating Compliance 
• Each CBU has a local governance structure in place where clinical governance and quality drives the CBU governance agenda  
• Terms of reference for each CBU Governance meeting; defining governance arrangements and assurance on quality of performance/quality data 
• Clinical Audit program is driven by National Audits, additional audits identified based on regional and local CBU priorities or from intelligence gathered 

from Incidents, SIs 
• Audits include formal action plans and monitored either at corporate or CBU level 
• Re-audits are scheduled to evidence the required improvement 
• Clinical Audit and Effectiveness Team provides exception reports to Patient Safety & Quality Group to highlight actions/recommendations arising from 

audits that have not been delivered 
Conclusion for 4B: 0.5 

  

 
4B - Actions for Continual Improvement 
Recommendations  How this will be 

achieved 
What the expected 
outcome will be 

What 
evidence will 
support this 

Who will 
lead this 

Timescales 
this will be 
achieved 
within 

Where this 
will be 
reported/ 
monitored: 
i.e. 
Committee/ 
Group 

Progress RAG 
Rating 
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Ensure an effective 
and quality led 
Clinical audit 
programme. 

Review the process 
for defining and 
approving the 
Clinical audit 
programme.  

The Clinical audit 
programmes is 
driven by national 
audits, with 
processes for 
initiating additional 
audits as a result of 
identification of 
local risks (e.g. 
incidents) 

Clinical Audit 
Programme 
2015/16 

Medical 
Director 
 
Director of 
Nursing & 
Quality 

April 2015 Quality & 
Governance 
Committee 

Started & 
on-going 

 

Ensure there is a 
process to resolve 
audit concerns 
 

Review the process 
for acting upon and 
reporting audit 
concerns 
 

Action plans are 
completed from 
audit (and subject 
to regular follow-up 
reviews) 
 
Re-audits are 
undertaken to 
assess 
performance 
improvement 

Performance 
reports on 
audit 
completion and 
action 
implementation 

Medical 
Director 
 
Director of 
Nursing & 
Quality 

April 2015 Quality & 
Governance 
Committee 

Started and 
on-going 

 

Ensure accuracy, 
validity and 
comprehensiveness 
of all 
quality/performance 
information 

Ensure there are 
clearly 
documented, robust 
controls to assure 
on-going 
information 
accuracy, validity 
and 
comprehensiveness 
 

Documented 
process that 
assures the board 
of the quality of 
data 
 
Clinical audit 
programme is 
driven by national 
audits, with 
processes for 
initiating additional 
audits as a result of 
identification of 
local risks (e.g. 
incidents) 
 
Electronic systems 
are used where 

Accurate and 
comprehensive 
quality 
information 

Director of 
ICT 

April 2015 Executive 
Team 

Started and 
on-going 
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possible, 
generating reliable 
reports with minimal 
on-going effort 
 
Availability of timely 
information for the 
population of 
quality/performance 
dashboards/reports  
 
Timeliness review 
of these by relevant 
Board & 
Committees 

 
4. Measurement 
4C. Is quality information being used effectively? 
 
 
Trust Processes Demonstrating Compliance 
• The quality priorities for 2014/15 have been monitored at local Clinical Business Units and at Corporate level 
• Quality targets and the full Quality Account are included as part of the Trust’s Annual Report 
• Performance against the quality targets is tracked through the Integrated Performance Report 
• A comprehensive quality dashboard is used as a clear performance measure by the Trust’s commissioners. 
• Track on-going quality performance and work to drive up improvement relative to the agreed quality goals and priorities;  
• Development of a quality and performance dashboard for Clinical Business Units 
• The Trust’s Patient Safety & Quality Group & the Risk Management Group review a Trust wide Quality and Patient Safety Assurance Report on a 

monthly basis providing the basis for reporting of assurances to the Quality & Governance Committee 
Conclusion for 4C. 0.5 

  

 
4C - Actions for Continual Improvement 
Recommendations  How this will be 

achieved 
What the 
expected 
outcome will 
be 

What 
evidence 
will support 
this 

Who will 
lead this 

Timescales 
this will be 
achieved 
within 

Where this 
will be 
reported/ 
monitored: 

Progress RAG 
Rating 
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i.e. 
Committee/ 
Group 

Ensure effective analysis 
of the Trust’s 
performance on the 
agreed quality goals and 
priorities. 

Analysis of the 
Trust’s performance 
on the agreed 
quality goals and 
priorities, 
benchmarked 
against 
national/international 
comparisons and 
against the 
organisation’s 
improvement 
performance over 
time.  

Identification 
of possible 
priorities for 
quality 
improvement. 
 
Triangulation 
of information 
supporting the 
decisions for 
change and 
improvement 

Quality 
performance 
dashboards 

Executive 
Team 

April 2015 Quality & 
Governance 
Committee 

Started and 
on-going 

 

Ensure the Trusts 
Quality Report is 
meaningful. 

Review how the 
information 
contained in Quality 
Report is displayed. 

Clear and 
consistent 
Quality Report 

Approved 
Quality 
Report 

Head of 
Quality and 
Clinical 
Governance 

April 2015 Quality & 
Governance 
Committee 

On-going  

Ensure the correct 
information is being 
used.  

Review processes to 
ensure that 
information being 
reviewed allows the 
Trust to inform their 
decision making 
process. 

Information 
being 
reviewed in 
quality 
dashboards 
will  be the 
most recent 
available, and 
recent enough 
to be relevant 

Quality 
performance 
dashboards 

Executive 
Team 

April 2015 Quality & 
Governance 
Committee 

New Trust 
Board 
Dashboard 
developed 
March 2015 
– on-going 

 

 

Total Self Assessment Score: 4.0 
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Appendix 2 

Governance Assessment Framework - Self Assessment 

 
Strategy Capability and Culture Processes and 

Structures 
Measurement 

1. Does the board have a 
credible strategy to provider 
high quality, sustainable 
services to patients and is 
there a robust plan to deliver? 
 

2. Is the board sufficiently aware 
of potential risks to the 
quality, sustainability and 
delivery of current and future 
services? 

3. Does the board have the skills 
and capability to lead the 
organisation? 
 

4. Does the board shape an 
open, transparent and 
quality-focused culture? 

5. Does the board support 
continuous learning and 
development across the 
organisation? 
 

6. Are there clear roles and 
accountabilities in relation to 
board governance (including 
quality governance)? 

 
7. Are there clearly defined, well 

understood processes for 
escalating and resolving issues 
and managing performance? 

 
8. Does the board actively 

engage patients, staff, 
governors and other key 
stakeholders on quality, 
operational and financial 
performance? 

9. Is appropriate information on 
organisational and 
operational performance 
being analysed and 
challenged? 
 

10. Is the board assured of the 
robustness of information? 

Completed 19.06.2014 (based on QGF/Cog/ARA/AGS); to Deloitte: 20.06.2014 
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How to rate the self assessment 

Risk Rating Definition Evidence 
Green  
 

 

Meets or exceeds 
expectations 

Many elements of good practice and there are no major 
omissions 

Amber/Green  
  

 

Partially meets expectations 
but confident in 
management's capacity to 
deliver green performance 
within a reasonable 
timeframe 

Some elements of good practice, has no major omissions 
and robust action plans to address perceived shortfalls 
with proven track record of delivery 

Amber/Red 
  

 

Partially meets expectations 
but with some concerns on 
capacity to deliver within a 
reasonable timeframe 

Some elements of good practice, has no major omissions. 
Action plans to address perceived shortfalls are in early 
stage of development with limited evidence of track 
record of delivery 

Red  
 

 

Does not meet expectations Major omission in Quality Governance identified. 
Significant volume of action plans required and concerns 
on management capacity to deliver record of delivery 
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1. Strategy 

No. Question Priority 
rating 

Explanation of self assessment rating How is the board assured – evidence 
for assessment 

What are the principal 
actions/areas for discussion with 
your independent review team 

1 Does the board 
have a credible 
strategy to provide 
high quality, 
sustainable 
services to patients 
and is there a 
robust plan to 
deliver? 

  The Trust has a 5 year Strategic Plan 
which is underpinned by varying 
corporate strategies. This was 
developed in partnership with our 
clinical staff and involved local 
stakeholder involvement. This has 
been developed alongside a much 
more robust business planning cycle. 

The appointment of Director of 
Strategy & Business Development has 
allowed for the organisation to 
develop relationships with key 
stakeholder and allow for the Trust to 
be more outward looking.    

The Trust has  implemented systems 
and processes which monitor the 
achievement of the quality goals and 
priorities; to be able to identify 
success and to be able to identify 
where actions are required to correct 
and support performance 

The Trust now has 6 fully operational 

The Trust’s 3 year quality strategy 
(2014 – 2017) comprises of a number 
of ambitious trust-wide quality goals 
covering safety, clinical outcomes and 
patient experience and competent 
and capable workforce which drive 
year on year improvement 

Quality Boards are displayed on all 
ward landings 

The Trust’s quality goals and priorities 
are effectively communicated and 
well-understood across the trust. 
Performance relative to quality goals 
is tracked at CBU and at Corporate 
level on a continuous basis 

Performance against the targets is 
tracked through the Integrated 
Performance Report which is used as 
a monitoring tool for the CBU 
Performance meetings   

The quality strategy has been fully 

1. Staff engagement required 
for the on-going 
implementation of the 5 
year strategic plan. 

2. The development of CBU 
annual quality plans 

3. Is the Trust responsive in 
monitoring the achievement 
of the quality priorities, 
goals and targets as defined 
within the quality strategy? 

4. Can the organisation 
evidence that there are 
systems in place to identify 
poor performance and 
ensure this acted upon in a 
timely manner? 

5. Is there evidence to 
demonstrate that the QIA 
process is fully implemented 
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Clinical Business Units, led by a 
Clinical Director, Head of Nursing and 
General Manager. This structure has 
been put in place to strengthen the 
Governance and Performance 
Management arrangements 
throughout the Trust.   

The Trust restructured its governance 
committee structure; robust 
processes and accountability were 
put in place. The Assurance and 
Escalation Framework was 
implemented in Q2, 2014. 

Implementation of the Trust’s revised 
governance structures ensures timely 
reporting of potential risks to quality 

Local CBU governance and 
performance meetings allow for the 
local monitoring and reporting 
against all quality targets, complaints 
and any Serious Incidents. They also 
allow for shred learning to be 
disseminated. 

The Trust’s current financial position 
and enforcement action taken by 
Monitor had the potential to impact 
on the quality of care. However, the 
QIA process ensures mitigation is 
managed appropriately and 

circulated and communicated. The 
2014/15 quality priorities and targets 
are included as standing agenda 
items for each CBU monthly 
governance meetings 

The patient safety and quality 
exception report is reviewed monthly 
by the Patient Safety & Quality Group 
and the Quality and Governance 
Committee with any exceptions 
regarding quality and patient safety 
matters/indicators being escalated to 
the Trust Board 

and effective?  
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monitored regularly through the CIP 
Steering Group and governance 
framework. The quality of care, 
safety, effectiveness and experience 
remain the Trust’s main priority 

2 Is the Board 
sufficiently aware 
of potential risks to 
the quality, 
sustainability and 
delivery of current 
and future 
services? 

  The implementation of the Assurance 
& Escalation Framework has allowed 
for clear lines of governance 
reporting.  

The introduction of a newly 
formatted BAF, which is available at 
each Committee of the Board, has 
allowed the Committees to be 
sighted on any potential risks. This 
will need further work with the 
Corporate Risk Register to embed a 
culture of risk awareness. 

Within the new governance structure 
there is a Risk Management Group, 
which is chaired by an Executive 
director and meets monthly. 

The implementation of the CBU 
governance and performance 
meetings monthly where potential 
risks to quality are identified and 
managed by each CBU; and where 
necessary are escalated 

Board Development Sessions allow 
for debate and discussion regarding 
future risks and long term strategy. 

Refreshed Risk Strategy developed 
with associated Risk Assessment & 
Reporting Policy. 

The Trust’s Corporate Risk Register 
and BAF are reviewed monthly at the 
Executive Team Meeting. The BAF is 
reviewed quarterly by the Board.  

Key risks are escalated to the Board 
through the Chairs Logs  following 
each meeting 

All cost improvement and 
productivity changes are clinically 
assessed by the Medical Director and 
Director of Nursing and Quality in 
order to ensure that schemes will not 
have a negative impact on quality or 
present patient safety risks. The Trust 
has embedded an assurance process 
associated with this exercise to 
ensure that decision making 

1. Is there evidence that the 
Corporate Risk Register is 
reviewed regularly by the 
Board of Directors in line 
with the Assurance & 
Escalation Framework 
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processes are robust. 

Embedding of Clinical Business Unit 
(CBU) monthly governance meetings 
which include CBU local monitoring 
and reporting against the quality 
goals and priorities set. 

Continued CBU monthly performance 
meetings 

Monthly Board review of all 
Complaints and Serious Incidents via 
the Integrated Performance Report.   

Board reviewing the learning from 
complaints following an Ombudsman 
investigation 

All external visits are logged and 
reported at Executive Team Meeting 
quarterly. Action plans and progress 
is monitored through the existing 
governance structures 
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2. Capability and Culture 

No. Question Priority 
rating 

Explanation of self assessment rating How is the board assured – evidence 
for assessment 

What are the principal 
actions/areas for discussion with 
your independent review team 

3 Does the Board 
have the skills and 
capability to lead 
the organisation? 

  There has been significant Board 
Development in line with the Well Led 
Framework led by external 
consultants. 

There have been changes in personnel 
in both the Executive Team and the 
Non- Executive Directors, one recent 
appoint as NED has a clinical 
background. 

There is a requirement for the Trust to 
ensure that there are systematic 
processes in place to assess and 
evidence the skills and capabilities of 
the Board.  

The Trust’s current Governance and 
Assurance Framework is jointly led 
by Non Executive and Executive 
Directors. 

A Non-Executive Director (NED) of 
the Trust chairs each of these formal 
committees of Board supported by 
an Executive lead. 

Each of these Committees are 
responsible for ensuring that best 
practice and high quality services are 
central to Trust activity 

A full schedule of Board 
development and time out sessions 
are incorporated in the corporate 
calendar  

1. Can the Trust evidence that 
the Board receives regular 
development programmes 
and that these are 
appropriate to the needs of 
the Board? 

2. Is there evidence to 
demonstrate that all Board 
members have undergone a 
process to assess their skills 
and capabilities and where 
appropriate remedial 
actions have been taken? 

4 Does the board 
shape an open, 
transparent and 
quality-focused 
culture? 

  The Board of BHNFT is explicit in its 
intention with regard to the 
promotion of a transparent and 
quality-focused culture 

 

Full involvement of patients, carers, 
patient and carer organisations, 
staff, including governors, local 
authorities and the wider 
community in defining the quality 
strategy and developing plans for 

1. The  Trust  can evidence that 
quality is at the heart of all 
Trust Business 

2. All  
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quality improvement 

Involvement of patients, carers and 
staff in all service and process 
redesign 

Patient and Governor Involvement in 
Quality and Safety Assurance Visits 
and PLACE assessments. 

Quarterly Learning from  Experience 
Reports triangulating themes from 
patient feedback received by Patient 
Experience Board, Quality and 
Governance Committee and monthly 
statistical reports to CBUs. 

The Trust has a Patient Panel and 
involves patients as a member of a 
number of committees across the 
organisation to ensure that patient 
and service user opinion is 
considered in service development 

Analysis of themes from the national 
patient survey programme  together 
with Trust wide implementation of 
the National Staff Satisfaction Survey 

Quality performance is clearly 
communicated to commissioners  

Significant volunteer involvement to 
improve patient experience and in 
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quality improvement programmes, 
e.g. PRASE project. 

Patient story is priority on Board 
Agenda.  

Evidence of collaborative working 
with Healthwatch Barnsley. 

Ensuring an open and transparent 
approach in communicating with 
patients and the general public when 
things go wrong 

Discussion at Board level of patient 
safety and quality matters. Board 
detailed review of incidents, SIs, 
complaints, claims, mortality 

Well sign-posted systems for the 
raising of staff concerns and patient 
complaints 

The Trust benefits from good 
practice through a range of 
mechanisms including individual and 
peer reviews, professional 
development, clinical audit and 
application of evidence based 
practice. 

The Trust has mechanisms to act 
upon alerts and recommendations 
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made by all relevant central bodies 

Risk management training is 
provided through the induction 
programme for new staff and 
thereafter through the annual 
mandatory training programme 

The Trust has an annual programme 
of Clinical Audit (reflecting national, 
regional and local priorities) 
providing assurance of quality 
improvement. The multidisciplinary 
programme covers all current 
Clinical Business Units and is 
delivered with the support of the 
Quality Assurance and Effectiveness 
Team in accordance with best 
practice, policies and procedures. 
Audits are reported at appropriate 
forums and practice re-audited as 
necessary 
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3. Processes and structures 

No. Question Priority 
rating 

Explanation of self assessment rating How is the board assured – evidence 
for assessment 

What are the principal 
actions/areas for discussion with 
your independent review team 

5 Does the board 
support continuous 
learning and 
development 
across the 
organisation? 

  Under the new performance 
management framework CBUs will be 
responsible for ensuring continuous 
learning and development. 
Performance of each CBU will be 
monitored by the Board of Directors 

 

Senior leader’s development 
programme in place 2015 for staff. 

Awarded  Bronze level accreditation 
for Investors in People 

 

Monthly Board review of all 
Complaints and Serious Incidents to 
ensure organisational learning and 
improvement 

Introduction of ‘Quality Matters’ 
newsletter to aid with dissemination 
of learning   

Promotion of a culture of openness 
and transparency to support learning 
and improvement from adverse 
incidents and outcomes 

Board receipt and review of high 
profile reports, inquiries and 
enquiries with the development and 
agreement  of action plans to ensure 
that  learning from such events is 
incorporated as part of Trusts quality 
agenda 

Refreshed ‘Being Open and Duty of 
Candour Policy & Procedure‘  

 

1. Does the trust-wide 
governance structure 
support learning from 
adverse events and is there 
evidence to demonstrate 
improvements made as a 
result? 

2. Is there evidence of 
transparency throughout 
the organisation and can the 
Trust evidence that this has 
led to continuous learning, 
development and 
improvement? 
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6 Are there clear 
roles and 
accountabilities in 
relation to board 
governance 
(including quality 
governance)? 

  Revised Board Assurance Framework 
has been in place since Q2 2015. This 
is reported monthly at Executive Team 
meetings and Committees of the 
Board. It is also presented to the 
Board every quarter. 

 

The Governance Structure described 
in the Assurance and Escalation 
Framework aligns quality, risk and 
performance and how they are 
monitored.  

 

 

 

The BAF is the trusts process to 
monitor the major risk to delivery to 
the strategic priorities of the 
organisation.  The Board receives 
assurance from this framework that 
these risks are mitigated and where 
possible reduced. 

All Board members are involved in a 
full discussion on Quality, 
Governance and Finance as part of 
the Quarterly declaration to Monitor 
and understand their responsibility 
as part of this process 

There is a clear accountability and 
responsibility structure within the 
Trust as well as a clear meeting and 
reporting structure from 
departments through to Board. The 
Trust’s Governance documents 
articulate these arrangements within 
the Standing Orders, Scheme of 
Delegation, supported by the 
Standing Financial Instructions. 

The Quality & Governance 
Committee and supporting Groups  
have detailed discussions on quality 
and risks to patient safety at each of 
their meetings 

1. Is there evidence to 
demonstrate that all Board 
members have undergone a 
process to assess their skills 
and capabilities and where 
appropriate remedial 
actions have been taken? 
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7 Are there clearly 
defined, well 
understood 
processes for 
escalating and 
resolving issues 
and managing 
performance? 

  The Trust has 6 CBUs that work within 
a robust Performance Management 
Framework. This has been fully 
implemented within this past year. 

Under the performance management 
framework CBUs are held to account 
for a number of areas; delivery of 
quality care indicators, financial 
efficiency targets, adherence to 
budgetary controls, performance 
against operational targets and 
staffing matters such as managing and 
reducing sickness absence rates . 

This is also supported by the 
Assurance & Escalation Framework 

Significant changes to the 
management teams within the new 
CBU structure. Each CBU is led by a 
clinical Director, Head of Nursing and 
General Manager. 

The Performance Management 
Framework facilitates the escalation 
and resolution of performance 
matters between CBUs and the 
Board of Directors 

Non executive Directors have 
observed Performance Management 
Meetings between the Executive 
Team and the CBUs 

Quality and risk issues discussed at 
the Board sub-committees have a 
clear process for escalation through 
to Board. The meeting, reporting and 
escalation structure for raising 
quality concerns is clearly defined. 
Serious complaints and extreme 
scoring risks are escalated to Board 
Directors. All serious incidents and 
quality/patient safety metrics are 
incorporated as part of the Quality 
Dashboard discussed at each Board 
meeting; this dashboard includes 
information across the following 
themes: serious incidents and Never 
events, provision of single sex 

1. Do the CBU governance 
arrangements allow for 
dissemination of shared 
learning from incidents, 
complaints etc.  

2. Is there evidence that the 
performance monitoring 
framework is operational 
across all 6 CBUs? 

3. Can the organisation 
evidence that there are 
systems in place to identify 
poor performance and 
ensure this acted upon in a 
timely manner?  
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accommodation, infection rates, 
patient falls, medication errors, 
pressure ulcers, Quality Account 
targets, National and Local CQUIN 
performance, patient experience 
measures, other patient safety 
indicators 

Quality performance is managed 
through Patient Safety & Quality 
Group which reports to the Board 
through the Integrated Performance 
Report 

 

8 Does the board 
actively engage 
patients, staff, 
governors and 
other key 
stakeholders on 
quality, operational 
and financial 
performance? 

  The Trust’s Executive Team has 
reviewed how they approach future 
changes in order to ensure that there 
are clear alignments with the needs of 
all relevant stakeholders. 

Trust has signed up to ‘Listening in 
Action Programme’, commencing in 
March 2015.  

 

 

 

The Trust is managed by the Board 
of Directors, which is accountable to 
the Council of Governors 

Staff, governors and members of the 
public are welcomed at every 
meeting of the Board of Directors 
held in public, on an almost monthly 
basis. Business is conducted in 
private session only where 
necessary, the agenda and minutes 
from which are shared with 
Governors 

The Board meets jointly with the 
Governors at least once annually, by 
invitation to join one of the meetings 

1. Can the Trust evidence that 
where changes to services 
have been agreed or where 
there are matters pertaining 
to quality, operational and 
financial performance these, 
decisions are agreed and 
implemented in a manner 
which takes into account 
and address the needs, 
where possible, of all 
relevant stakeholders 

2. Is there evidence to 
demonstrate that the QIA 
process is fully implemented 
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held in private 

Members of the Executive Team are 
regular attenders at the Council OF 
Governors meetings, giving feedback 
or training on specific subjects. 

Full involvement of patients, carers, 
patient and carer organisations, 
staff, including governors, local 
authorities and the wider 
community in defining the quality 
strategy and developing plans for 
quality improvement 

Involvement of patients, carers and 
staff in all service and process 
redesign 

Patient and Governor involvement in 
Quality and Safety Assurance Visits 

Quarterly Patient Experience Report 
received by Patient Experience 
Group & Quality & Governance 
Committee. 

The Trust involves patients as a 
member of a number of committees 
across the organisation to ensure 
that patient and service user opinion 
is considered in service 
developments 

and effective? 
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Trust wide implementation of the 
National Staff Satisfaction Survey 

On-going communication with staff 
through ;the intranet, email, 
newsletters, weekly bulletins, Team 
Brief cascade, focus groups, 
development sessions and 
appraisals, staff road shows, Non-
Executive Directors’ monthly 
meetings with staff on wards and 
departments, Chief Executive all-
staff emails and an open request 
from the Chief Executive to visit 
wards and departments to keep our 
staff informed about issues relevant 
to them. ‘Back to the Floor’ exercise 
for all Board members.  

Monthly face to face briefing for 
staff led by the Chief Executive and 
attended by Directors and supported 
with an online Intranet version of 
the briefing. 
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4. Measurement 

No. Question Priority 
rating 

Explanation of self assessment rating How is the board assured – evidence 
for assessment 

What are the principal 
actions/areas for discussion with 
your independent review team 

9 Is appropriate 
information on 
organisational and 
operational 
performance being 
analysed and 
challenged? 

  The Trust is in the process of 
implementing a new Integrated 
Performance Report ensuring that the 
Board of Directors is receiving 
appropriate, timely and accurate 
information on organisational and 
operational performance which will 
allow them to analyse and challenge 
where necessary. 

 

The speed of this development has 
been hindered due to the 
implementation of the Lorenzo 
system. This has led to on-going issue 
with data quality which is now being 
addressed by additional analysts.   

 

The Performance Management 
Framework facilitates the escalation 
and resolution of performance 
matters between CBUs and the 
Board of Directors. 

The performance targets for 
2014/15 have been monitored both 
at local CBU level and at Corporate 
Level. The Trust’s performance 
against these quality targets is 
tracked through the Integrated 
Performance Report which is 
discussed at the Board of Director’s 
monthly meeting. This in turn is 
supported by a comprehensive 
quality dashboard which is used as a 
clear performance measure by the 
Trust’s commissioners.  

The Board of Directors and the 
Council of Governors receive regular 
reports and quality dashboard 
reports to track quality performance 
and the risk to achieving quality 
objectives are openly discussed at 

1. Is information being 
provided to the Board of 
Directors and to the CBUs 
on organisational and 
operational performance? 

2. Can the Trust evidence that 
the information is being 
analysed and where 
appropriate being 
challenged? 

3. Can the organisation 
evidence that there are 
systems in place to identify 
poor performance and 
ensure this acted upon in a 
timely manner? 
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both Board and Council of Governors 
meetings 

Integrated monthly performance 
reports, discussed at the Board of 
Director’s monthly meeting.  

10 Is the board 
assured of the 
robustness of 
information? 

  Effectiveness of the new Performance 
Management Framework is reliant on 
the robustness of the performance 
information being provided. 

There is a requirement to ensure that 
there is a process to ensure the 
systematic analysis and triangulation 
of information being provided.  

Clinical Audit program is driven by 
National Audits, additional audits 
identified based on regional and 
local CBU priorities or from 
intelligence gathered from Incidents, 
SIs 

Audits include formal action plans 
and monitored either at corporate or 
CBU level 

Re-audits are scheduled to evidence 
the required improvement 

Clinical Audit and Effectiveness Team 
provides exception reports to 
Patient Safety & Quality Group 
monthly to highlight 
actions/recommendations arising 
from audits that have not been 
delivered 

1. Is information being 
provided to the Board of 
Directors and to the CBUs 
on organisational and 
operational performance? 

2. Is the information being 
provided appropriate, 
accurate and being received 
in a timely manner? 

3. Can the Trust evidence that 
information received on 
organisational and 
operational performance is 
being analysed and where 
relevant there is a 
triangulation of information 
being received which in turn 
supports the decisions for 
change and improvement? 

 



APPENDIX 3 

CHECKLIST OF CODE OF GOVERNANCE FOR 2014/15 

1. CHANGES  

1.1. To assist with the year on year comparison, textual changes to the Code and the Board’s 
proposed responses are shown in red in the checklist attached.   

1.2. Prior to publication of the new Code at the end of 2013, updated July 2014, Monitor carried 
out extensive consultation and made the following changes in response to feedback 
received: 

1.2.1. reporting is only required on how principles are applied in cases of non-compliance 
(previously reporting was required on all principles)  
NB: to enable year on year comparison for the Board, all principles and provisions 

are included in the attached checklist, in line with previous requirements of the 
internal audits and Audit Committee. 

1.2.2. Instead of the extensive number of separate disclosures previously required, where 
information would be included elsewhere in the annual report, foundation trusts need 
only reference the location of that information rather than duplicate it – but a 
complete set of disclosures, per Schedule A of the Code, should be included within 
the annual report (with cross reference as applicable).   

1.2.3. Schedule A itself is split into several categories:  
i)  Statutory requirements – these supersede the ‘comply or explain’ 

requirements of the Code and there is no need to report on these provisions.  
For ease of reference, and to meet previous recommendations of the Trust’s 
internal auditors, statements of “comply or explain” have been included in the 
attached checklist against these requirements as well as the provisions. 

ii)  Provisions requiring a supporting explanation – even where a trust is 
compliant  

iii) Provisions that require supporting information to be made publically 
available   

iv) Provisions  that require supporting information to be made available to the 
governors – namely provision B.7.1 

v)  Provisions that require supporting information to be made available to 
members – provision B.7.2 refers 

vi) Basic comply or explain requirements against all other provisions – ie 
statements ONLY required in the annual report where a trust has departed from 
the Code. 

1.2.4. Some provisions feature in more than one category. 

2. MONITOR COMMENT 

Monitor published a revised Code of Governance for NHS foundation trusts (the Code) in 
December 2013. Since then a small number of corrections and amendments have been 
made to the Code, in response to errors brought to attention and to ensure consistency with 
guidance elsewhere.   
 
There are two main changes that to highlight since the draft was published: 
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• It was stated in the  consultation a desire to maintain the current requirement for three 
independent members of the audit committee. Feedback from the professional bodies 
that responded to the consultation (including the authors of the UK Corporate 
Governance Code on which the NHS Foundation Trust Code of Governance is based) 
suggested that this was not best practice. Monitor  therefore revised the Code to 
require all members of the audit committee to be independent. The option to 
‘explain’ non-compliance is available for trusts that have valid reasons for failing to meet 
this standard. 

 
• It was  stated in the draft Code that it would apply from 1 April 2014. Feedback from the 

sector highlighted that because the 2010 edition of the Code does not reflect the 2012 
Act or other  regulatory developments including the licence it would be more practical to 
report against the revised Code. Monitor has revised the Code to apply from 1 January 
2014 (updated July 2014). 
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REVIEW OF ALL PRINCIPLES AND CODE PROVISIONS UNDER THE NHS FOUNDATION TRUST CODE OF GOVERNANCE  
(Monitor, July 2014) 

SECTION A – LEADERSHIP 
 

PRINCIPLE  -  A.1: THE ROLE OF THE BOARD OF DIRECTORS 
Main principle 
A.1.a Every NHS foundation trust should be headed by an effective board of directors, since the board is collectively responsible for the exercise of the powers and the 

performance of the NHS foundation trust.  
A.1.b The general duty of the board of directors, and of each director individually, is to act with a view to promoting the success of the organisation so as to maximise the 

benefits for the members of the trust as a whole and for the public. 
Supporting Principles 
• The board of directors’ role is to provide entrepreneurial leadership of the NHS foundation trust within a framework of prudent and effective controls, which enables risk 

to be assessed and managed.  
• The board of directors is responsible for ensuring compliance by the NHS foundation trust with its licence, its constitution, mandatory guidance issued by Monitor, 

relevant statutory requirements and contractual obligations.  
• The board of directors should develop and articulate a clear “vision” for the trust.  This should be a formally agreed statement of the organisation’s purpose and intended 

outcomes which can be used as a basis for the organisation’s overall strategy planning and other decisions. 
• The board of directors should set the NHS foundation trust’s strategic aims at least annually, taking into consideration the views of the council of governors, ensuring 

that the necessary financial and human resources are in place for the NHS foundation trust to meet its priorities and objectives and then periodically review progress 
and management performance.  

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

• The board of directors should also ensure that the NHS foundation trust functions effectively, efficiently and economically.  
• The board of directors should set the NHS foundation trust’s vision, values and standards of conduct and ensure that its obligations to its members, patients and other 

stakeholders are understood, clearly communicated and met.  
• All directors must take decisions objectively in the interests of the NHS foundation trust and avoid conflicts of interest.  
• All members of the board of directors have joint responsibility for every decision of the board regardless of their individual skills or status.  This does not impact upon the 

particular responsibilities of the chief executive as the accounting officer.   
• All directors, executive and non executive, have a responsibility to constructively challenge during board discussions and help develop proposals on priorities, risk 

mitigation, values, standards and strategy. 
• As part of their role as members of a unitary board, all directors have a duty to ensure appropriate challenge is made.  In particular, non-executive directors should 

scrutinise the performance of the executive management in meeting agreed goals and objectives, receive adequate information and monitor the reporting of 
performance. They should satisfy themselves as to the integrity of financial, clinical and other information, and make sure that financial and clinical quality controls and 
systems of risk management and governance are robust and implemented. Non-executive directors are responsible for determining appropriate levels of remuneration 
of executive directors and have a prime role in appointing, and where necessary removing, executive directors, and in succession planning. 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.1.1 The board of directors should meet sufficiently regularly 
to discharge its duties effectively. There should be a 
schedule of matters specifically reserved for its decision. 
The schedule of matters reserved for the board of 
directors should include a clear statement detailing the 
roles and responsibilities of the council of governors (as 
described in A.5). This statement should also describe 
how any disagreements between the council of 
governors and the board of directors will be resolved. 
The annual report should include a this schedule of 
matters or a summary statement of how the board of 
directors and the council of governors operate, including 
a summary of the types of decisions to be taken by each 
of the boards and which decisions are to be delegated 
to the executive management of the board of directors. 
These arrangements should be kept under review at 
least annually.  

 

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

With regard to the required disclosure statement, the Trust has 
previously confirmed this position each year in the Annual Report & 
Account (ARA).  : 

Board Minute 12/187 refers 

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

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

Annex 6 of the Constitution refers 
specifically to resolution of 
dispute between the Board and 
Governors. 
(Latest review of the Constitution 
was completed in June 2013 and 
approved by both the Board of 
Directors and Council of 
Governors, available on the 
Trust’s and Monitor’s website) 

Governors’ Code of Conduct 
(reviewed February 2014 – 
available in Council of Governors’ 
meeting papers online) 

 

http://www.barnsleyhospital.nhs.uk/
http://www.monitor-nhsft.gov.uk/
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CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents 

A.1.2 The annual report should identify the chairperson, the 
deputy chairperson (where there is one), the chief 
executive, the senior independent director/SID (see 
A.4.1 A.3.3) and the chairperson and members of the 
nomination, audit and remuneration committees. It 
should also set out the number of meetings of the board 
and those committees and individual attendance by 
directors  

 
Specific statement required 
  

COMPLIANT 
This information is published annually. 
Appointment of the Deputy Chair – Mr Francis Patton -  was ratified 
in January 2010 at the respective meetings of the Governing Council 
(as was – now the Council of Governors)  and Board of Directors.  In 
early 2012 Mr Patton was also appointed as SID, in addition to the 
separate role of Deputy Chair.  Mr Patton’s term of office as a Non- 
Executive Director was extended from 1st January 2014 and he has 
continued in post as Deputy Chair and SID. 
Membership and attendance records are included in the Annual 
Report and Accounts and have been expanded to include data for all 
Board Committees. 
The Annual Report & Account also reports on Directors’ attendance 
at general and sub-group meetings of the Council of Governors 

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

 
 
 
 

A.1.3 The board of directors should make available a 
statement of the objectives of the NHS foundation trust 
showing how it intends to balance the interests of 
patients, the local community and other stakeholders, 
and use this as the basis for its decision making and 
forward planning.  

 To be publicly available (on website or on request). 

COMPLIANT  
Incorporated with the Trust’s Annual Report & Accounts and Annual 
Plan.  
Also integral to the Trust’s business plan. 

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

Further supporting documents 
(more public/patient friendly) 
about the Trust’s plans also 
available on the web or on 
request from the Executive Team 
and/or Comms Team 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.1.4 The board of directors should ensure that adequate 
systems and processes are maintained to measure and 
monitor the NHS foundation trust’s effectiveness, 
efficiency and economy as well as the quality of its 
healthcare delivery.  The board should regularly review 
the performance of the NHS foundation trust in these 
areas against regulatory requirements and approved 
plans and objectives. 

  

COMPLIANT 

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

Governance Committees present assurance reports Chairs’ Logs to 
the Board after each meeting, providing a clear means for escalation 
and assurance to be delivered. with approved Minutes distributed to 
Board members as soon as available. 

A full performance management framework has been implemented 
across the Clinical Business Units ensuring robust processes are in 
place throughout the organisation. A new Assurance and Escalation 
framework has also been implemented to ensure governance 
processes are clear and aligned.  

 

  

 

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

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

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

Private Board papers are 
available from the Sec to the 
Board or can be accessed on the 
central folder (SMT/Board) held at 
Trust HQ. 

A.1.5 The board of directors should ensure that relevant 
metrics, measures, milestones and accountabilities are 
developed and agreed so as to understand and assess 
progress and delivery of performance.  Where 
appropriate and, in particular, in high risk or complex 
areas, independent advice, for example, from the 
internal audit function, should be commissioned by the 
board of directors to provide an adequate and reliable 
level of assurance. 

COMPLIANT  
Critical to the monthly performance report presented to the Board 
and challenged/revised throughout the year as appropriate.  
Separate reports requested and provided on identified areas in year 
(examples include emergency care <4 hours pathway action plan 
instigated in year and eg monthly reporting on mortality ratios has 
demonstrated an improved performance following in depth 
monitoring and analysis) 

 Independent reviews by internal audit and external consultants 
commissioned to support reporting as and when required: examples 
= risk identified via governance committees as reported through 
assurance reports; ECIST review of emergency care pathway; 
external consultant review of mortalities. 

In addition some issues referred to governance committees for 
further review/actions and progress monitored through assurance 
reports. 

 

 

Monthly reports to the Board re 
performance, mortality ratios, 
emergency care pathway, audit 
report outcomes and monitoring 
reported via governance 
committee assurance reporting. 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.1.6 The board of directors should report on its approach to 
clinical governance and its plan for the improvement of 
clinical quality in accordance with guidance set out by 
the Department of Health, the Care Quality Commission 
and Monitor 

COMPLIANT 

As above – supported by the Clinical Governance Quality & 
Governance  Committee and supporting  governance structure. 

 

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

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

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

A.1.7 The chief executive, as the accounting officer, should 
follow the procedure set out by Monitor for advising the 
board of directors and the board of governors, and for 
recording and submitting objections to decisions 
considered or taken by the boards in matters of 
propriety or regularity, and on issues relating to the 
wider responsibilities of the accounting officer for 
economy, efficiency and effectiveness.  

COMPLIANT 

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

Actions/decisions would be 
recorded within relevant Board, 
Council of Governors or Board 
Committee minutes  
(see above for accessibility). 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.1.8 The board of directors should establish the constitution 
and standards of conduct for the NHS foundation trust 
and its staff in accordance with NHS values and 
accepted standards of behaviour in public life, which 
include the principles of selflessness, integrity, 
objectivity, accountability, openness, honesty and 
leadership (The Nolan Principles).  

COMPLIANT 

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

The Board has continued to support work undertaken to increase 
awareness of the Trust’s values. 

The values are also embedded in the Governors’ Code of Conduct. 

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

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

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

Contract of employment 
(Executive Directors) 

Board minute 13/15 (raise 
awareness of values) 

Governors’ Code of Conduct 
available from General Meeting 
papers on Trust’s website, 
February 2014 (annual review of 
Code)  

A.1.9 The board of directors should operate a code of conduct 
that builds on the values of the NHS foundation trust 
and reflect high standards of probity and responsibility. 
The board of directors should follow a policy of 
openness and transparency in its proceedings and 
decision making unless this conflicts with a need to 
protect the wider interests of the public or the NHS 
foundation trust (including commercial-in-confidence 
matters) and make clear how potential conflicts of 
interests are dealt with.  

COMPLIANT 

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

As above 

Constitution available from the 
Trust’s website 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.1.10 The NHS foundation trust should arrange appropriate 
insurance to cover the risk of legal action against its 
directors.  Assuming the governors have acted in good 
faith and in accordance with their duties, and proper 
process has been followed, the potential for the council 
should be negligible.  Governors may have the benefit 
of an indemnity and/or insurance from the trust.  While 
there is no legal requirement for trusts to provide an 
indemnity or insurance for governors to cover their 
service on the council of governors, where an indemnity 
or insurance policy is given, this can be detailed in the 
trust’s constitution. 

COMPLIANT  

In place for directors, via NHSLA 

No insurance in place for governors on the basis that no known legal 
liabilities prevailing (per independent legal advice provided to 
governors in general meeting August 2012).   

 

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

Details available from Risk 
Manager. Management 

Council of Governors’ minutes 
August 2012, Minute GC/12/32 
(available on website or from Sec 
to Board) 
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PRINCIPLE  -  A.2: DIVISION OF RESPONSIBILITIES            
 
Main principle 
A.2.a There should be a clear division of responsibilities at the head of the NHS foundation trust between the chairing of the boards of directors and governors and the 

executive responsibility for the running of the NHS foundation trust’s business. No one individual should have unfettered powers of decision  
A.2.1 The division of responsibilities between the chairperson and chief executive should be clearly established, set out in writing and agreed by the board of directors. 
 

 
RELEVANT STATUTORY REQUIREMENTS 

(per Schedule A to the Code)   

A.2.2 The roles of chairperson and chief executive must not 
be undertaken by the same individual 

COMPLIANT  
- per current practice; division of responsibilities reviewed bi-
annually 

Division of Responsibilities of 
Chair/CEO available via Board 
papers (March 2014) 
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PRINCIPLE  -  A.3: THE CHAIRPERSON 
 
Main principle 
A.3.a The chairperson is responsible for leadership of the board of directors and the board of governors, ensuring their effectiveness on all aspects of their role and setting 

their agenda for meetings. 
 
Supporting Principles 
A.3.b The chairperson is responsible for leading on setting the agenda for the board of directors and the council of governors and ensuring that adequate time is available 

for discussion of all agenda items, in particular strategic issues. 
A.3.c The chairperson is responsible for ensuring that the board and council work together effectively. 
A.3.d The chairperson is also responsible for ensuring that directors and governors receive accurate, timely and clear information which enables them to perform their 

duties effectively.  The chairperson should take steps to ensure that governors have the skills and knowledge they require to undertake their role. 
A.3.e The chairperson should promote effective and open communication with patients, service users, members, staff, the public  and other stakeholders.  
A.3.f The chairperson should also promote a culture of openness and debate by facilitating the effective contribution of non-executive directors, in particular and ensuring 

that constructive relations exist between executive and non-executive directors. and between the board of directors. and the board of governors   
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.3.1  The chairperson should on appointment, by the council 
of governors, meet the independence criteria set out in 
B.1.1 below. A chief executive should not go on to be 
chairman of the same NHS foundation trust. 

COMPLIANT 

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

Statement of Independence at 
appointment held on personnel 
file (in office of Secretary to 
Board) 
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PRINCIPLE  -  A.4: NON-EXECUTIVE DIRECTORS 
 
Main principle 
A.4.a A part of their role as members of a unitary board, non-executive directors should constructively challenge and help develop proposals on strategy.  Non-executive 

directors should also promote the functioning of the board as a unitary board. 
 
Supporting Principles 
A.4.b Non-executive directors should scrutinise the performance of management in meeting agreed goals and objectives, and monitor the reporting of performance.  They 

should satisfy themselves on the integrity of financial information and that financial controls and systems of risk management are robust and defensible.  They are 
responsible for determining appropriate levels of remuneration for executive directors and have a prime role in appointing, and where necessary, removing executive 
directors, and in succession planning. 

 
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

A.4.1 In consultation with the council of governors, the board 
should appoint one of the independent non-executive 
directors to be the senior independent director to 
provide a sounding board for the chairperson and to 
serve as an intermediary for the other directors when 
necessary.  The senior independent director should be 
available to governors if they have concerns that 
contract through the normal channels of chairperson, 
chief executive, finance director or trust secretary has 
failed to resolved, or for which such contact is 
inappropriate.   The senior independent director could 
be the deputy chair person.  

COMPLIANT 

Mr Patton was appointed as SID in early 2012.  Whilst Mr Patton 
also currently serves as the Deputy Chairperson, these are still seen 
by the Trust as two distinct and separate roles. 

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

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

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

Annual Report & Accounts 

All available on the Trust’s 
website or on request.  Copies of 
Minutes also held centrally (as 
indicated earlier). 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

A.4.2  The chairperson should hold meetings with the non-
executive directors without the executives present. Led 
by the senior independent director, the non-executive 
directors should meet without the chairperson present, 
at least annually, to evaluate appraise the chairperson’s 
performance and on such other occasions as are 
deemed appropriate. 

 

COMPLIANT 
Meetings of the Chairman and Non-Executive Directors (NED review 
meetings) are held almost every month; the meetings are minuted. 
Separate meetings of the SID and NEDs (without the Chairman) are 
held at least annually. 
 
The appraisal of the Chair continues to be led jointly by the SID and 
Lead Governor. 

 

Minutes of the NED reviews 
Minutes/outcome of the SID/NED 
meeting 
Minutes of the Council of 
Governor’s Nominations 
Committee meeting 
Copies available on request from 
the SID, Chairman or Sec to 
Board, subject to agreement 
 
Note: all of these Minutes are 
confidential to the attendees. 
Copies available on request from 
the SID, Chairman or Sec to 
Board, subject to agreement 

A.4.3 Where directors have concerns that cannot be resolved, 
about the running of the NHS foundation trust or a 
proposed action, they should ensure that their concerns 
are recorded in the board minutes.  On resignation a 
director should provide a written statement to the 
chairperson for circulation to the board, if they have 
such concerns. 

COMPLIANT 
Individual responsibility of each Director; all Directors are aware of 
their duties and responsibilities a Director of the Board. 
All Directors are issued with Monitor’s Code of Governance on 
appointment  
 

Concerns raised will be recorded 
in relevant Board minutes, 
available on the Trust’s website (if 
public) or the Sec to Board. Held 
on central folder at Trust HQ. 
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PRINCIPLE  -  A.5: GOVERNORS 
Main principle  
A.5.a The council of governors has a duty to hold the non-executive directors individually and collectively to account for the performance of the board.  This includes 

ensuring the board of directors acts so that the foundation trust does not breach the conditions of its licence.  It remains the responsibility of the board of directors to 
design and then implement agreed priorities, objectives and the overall strategy of the NHS foundation trust.  

A.5.b The council of governors is responsible for representing the interests of NHS foundation trust members and the public and staff in the governance of the NHS 
foundation trust and should adhere to its values and code of conduct. 

A.5.c Governors are responsible for regularly feeding back information about the trust, its vision and its performance to members and the public and the stakeholder 
organisations that either elected or appointed them.  The trust should ensure governors have appropriate support to help them discharge this duty. 

Supporting Principles  
A.5.d Governors should discuss and agree with the board of directors how they will undertake these and any other additional roles, giving due consideration to the 

circumstances of the NHS foundation trust and the needs of the local community and emerging best practice.  
A.5.e Governors should work closely with the board of directors and must be presented with, for consideration, the annual report and accounts and the annual plan at a 

general meeting. The governors must be consulted on the development of forward plans for the trust and any significant changes to the delivery of the trust’s 
business plan. 

A,5,f Governors should use their voting rights (including those described in A.5.14 and A.5.15) to hold the non-executive directors individually and collectively to account 
and act in the best interest of patients, members and the public.  If the council of governors does withhold consent for a major decision, it must justify its reasons to 
the chair and the other non-executive directors, bearing in mind that its decision is likely to have a range of consequences for the NHS foundation trust.  The council 
of governors should take care to ensure that reasons are considered, factual and within the spirit of the Nolan Principles 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents 

A.5.1 The council of governors should meet sufficiently 
regularly to discharge its duties Typically the council of 
governors would be expected to meet as a full council at 
least four times a year. Governors should, where 
practicable, make every effort to attend the meetings of 
the council of governors where practicable. The NHS 
foundation trust should take appropriate steps to 
facilitate attendance. 

COMPLIANT 

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

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

Schedule of meetings  
(posted on the Trust’s website).   
Minutes of the Council of 
Governors (also posted on the 
website - …/about us/how we are 
run/), including reports on queried 
absences where relevant) 
Trust Constitution (on Trust’s and 
Monitor’s website) 
Minutes and meeting dates are 
also available from the Sec to 
Board and accessible on the 
central folders held at Trust HQ 
(SMT/CoG/Meetings) 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.5.2 The council of governors should not be so large as to be 
unwieldy. The board of governors should be of sufficient 
size for the requirements of its duties. The roles, 
structure, composition, and procedures of the council of 
governors should be reviewed regularly as described in 
provision B.6.5. 

COMPLIANT 

Following implementation of the 2012 Act, the composition of the 
Council of Governors was revised as part of the latest review of the 
Trust’s Constitution.  Its overall size was reduced from 35 to 29 
governors: 16 public governors, 7 partner governors and 6 staff 
governors.  The public constituencies were also revised as part of 
this work (reduced from six to two: one for Barnsley, one for the rest 
of England & Wales) to enable governors in the Barnsley public 
constituency to be elected by and be more representative of the 
whole of the Barnsley area. 

The changes were developed by a working group led by the 
governors and approved by both the council of governors and board 
of directors.  

 

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

Governors’ names shown on 
posters at main reception areas 
across the hospital  
 
March and June 2013 
papers/minutes for Council of 
Governors and Board of Directors 
provide more detail on the 
rational for the agreed changes 
(available on the website). 

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

A.5.3 The annual report should identify the members of the 
council of governors, including a description of the 
constituency or organisation that they represent, 
whether they were elected or appointed, and the 
duration of their appointments.  The annual report 
should also identify the nominated lead governor.  A 
record should be kept of the number of meetings of the 
council and the attendance of individual governors and it 
should be made available to members on request. 

 Specific statement required 

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

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

Annual Report & Accounts 

List of constituencies/Governors 
above as above. 

Record of attendance available 
form Sec to Board; held on 
central folder at Trust HQ 
(SMT/CoG/Meetings) 
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A.5.4 The roles and responsibilities of the council of governors 
should be set out in a written document. This statement 
should include a clear explanation of the responsibilities 
of the council of governors towards members and other 
stakeholders and how governors will seek their views 
and inform them.  

COMPLIANT 

Set out in the Trust’s Constitution.   

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

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

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

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

A.5.5 The chairperson is responsible for leadership of both the 
board of directors and the council of governors (see A.3) 
but the governors  also have a responsibility to make the 
arrangements work and should take the lead in inviting 
the chief executive to their meetings and inviting 
attendance by other executives and non-executives as 
appropriate. In these meetings other members of the 
council of governors may raise questions of the 
chairperson or his/her deputy or any other director 
present at the meeting about the affairs of the NHS 
foundation trust.  

COMPLIANT 

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

The chief executive or another director acting on their behalf, 
regularly attends general meeting. 

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

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

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

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

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

http://www.barnsleyhospital.nhs.uk/about%20/documents/
http://www.barnsleyhospital.nhs.uk/about%20/documents/
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A.5.6 The council of governors should establish a policy for 
engagement with the board of directors for those 
circumstances when they have concerns about the 
performance of the board of directors, compliance with 
the new provider licence or other matters related to the 
overall wellbeing of the NHS foundation trust. The 
council of governors should input into the board’s 
appointment of a senior independent director (see 
A.4.1).  

COMPLIANT 

In addition to the formal process set out in the Constitution (Annex 
6), through the Chairman and Chief Executive, the Governors enjoy 
an “open access” approach, to encourage Governors to bring any 
concerns on any issue to the Board’s attention as soon as possible.  
The Board is very aware of its accountability to the Council of 
Governors, as evidenced by holding the annual joint meeting with 
the Governors within the Board’s private meeting in November, the 
Board’s early move to more meetings held in public and distribution 
of agendas and Minutes of meetings held in private in 2012/13.  As 
well as responding to any questions from the Governors formally 
presented to the Board via the Chairman (or less formally by the Sec 
to Board on the Governors’ behalf), Directors attend meetings on 
request to provide information on any issue. 

Governors are consulted upon for appointment of the senior 
independent director (see above). 

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

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

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

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

A.5.7 The council of governors should ensure its interaction 
and relationship with the board of directors is 
appropriate and effective, in particular, by agreeing the 
availability and timely communication of relevant 
information, discussion and the setting in advance of 
meeting agendas and, where possible, using clear, 
unambiguous language. 

COMPLIANT 

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

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

A.5.8 The council of governors should only exercise its power 
to remove the chairperson or any non-executive 
directors after exhausting all other means of 
engagement with the board of directors.  The council 
should raise any issues with the chairperson with the 
senior independent director in the first instance. 

COMPLIANT 

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

Various Council of Governors and 
Nominations Committee minutes 
refer. 

Code of Governance & Monitor’s 
guidance (on Monitor’s website 
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A.5.9 The council of governors should receive and consider 
other appropriate information required to enable it to 
discharge its duties, for example, clinical and 
operational data.  

COMPLIANT 

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

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

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

Private Board agenda and 
minutes (available on the 
Governors’ private section of the 
Trust’s website). 

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

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

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

A.5.10 The council of governors has a statutory duty to hold the 
non-executive directors individually and collectively to 
account for the performance of the board of directors 

COMPLIANT 

As outlined in the Trust’s Constitution and elsewhere in this 
document, the council of governors holds the non-executive 
directors to account through a variety of means, including discussion 
at general meetings, observation and comment/question at public 
meetings of the board of directors, review of board reports at sub-
group meetings, requests for attendance and/or further information 
from the chairperson and other non-executive directors. 

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

Constitution (available on 
website) 

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

Copy papers available on request 
from Sec to Board; held on 
central folders at Trust HQ (as 
detailed previously). 
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A.5.11 The 2006 Act, as amended, gives the council of 
governors a statutory requirement to receive the 
following documents.  These documents should be 
provided in the annual report as per the NHS 
Foundation Trust Annual reporting Manual:  
a) the annual accounts 
b) any report of the auditor on them; and 
c) the annual report 

COMPLIANT 

Formally presented to the council of governors at the annual 
general/annual public members meeting each year 

Minutes available in Council of 
Governors’ meeting papers on 
website 

A.5.12 The directors must provide governors with an agenda 
prior to any meeting of the board, and a copy of the 
approved minutes as soon as is practicable afterwards.  
There is no legal basis on which the minutes of private 
sessions of board meeting should be exempted from 
being shared with the governors.  In practice it may be 
necessary to redact some information, for example, for 
data protection or commercial reasons.  Governors 
should respect the confidentiality of these documents. 

COMPLIANT 

As outlined in A.5.9.   

Confidentiality on a range of issues, which would include receipt of 
any private board papers, is specified in the governors’ Code of 
Conduct.  Any breach of the Code can result in termination of office. 

No part of any private minutes has been redacted to date.  They are 
made available to governors at the same time as they are issued to 
board members (ie before approval), via a secure page on the 
Trust’s website.   Governors’ access to this page is removed when 
their tenure ends. 

Latest version of the Code of 
Conduct is available via council of 
governors’ meetings papers – 
February 2015 (on the Trust’s 
website), on the central folder 
(SMT/CoG/2014), or on request 
from the Sec to Board. 

A.5.13 The council of governors may require one or more of the 
directors to attend a meeting to obtain information about 
performance of the trust’s functions or the directors’ 
performance of their duties, and to help the council of 
governors to decide whether to propose a vote on the 
trust’s or director’s performance. 

COMPLIANT 

As stated above and stipulated in the Trust’s Constitution, governors 
may call any director to a meeting whenever required. 

Trust’s Constitution (available on 
website or on request) 

A.5.14 Governors have the right to refer a question to the 
independent panel for advising governors.  More than 
50% of governors who vote must approve this referral.  
The council should ensure dialogue with the board of 
directors takes place before considering such a referral, 
as it may be possible to resolve question in this way. 

COMPLIANT 

Incorporated into the Trust’s Constitution in 2013 
Trust’s Constitution (available on 
website or on request) 
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A.5.15 Governors should use their new rights and voting 
powers from the 2012 Act to represent the interests of 
members and the public on major decisions taken by the 
board of directors.  The new voting powers require: 
• More than half of the members of the board of 

directors who vote and more than half of the 
members of the council of governors who vote to 
approve a change to the constitution of the NHS 
foundation trust 

• More than half of governors who vote to approve a 
significant transaction 

• More than half of all governors who vote to approve 
an application by a trust for a merger, acquisition, 
separation or dissolution 

• More than half of governors who vote, to approve 
any proposal to increase the proportion of the trust’s 
income earned from non-NHS work by 5% a year or 
more.  For example, governors will be required to 
vote where an NHS foundation trust plans to 
increase its non-NHS income from 2% to 7% or 
more of the trust’s total income. 

• Governors to determine together whether the trust’s 
non-NHS work will significantly interfere with the 
trust’s principal purpose, which is to provide goods 
and services for the health service in England, or its 
ability to perform its other functions. 

NHS foundation trusts are permitted to decide 
themselves what constitutes a “significant transaction” 
and may choose to set out the definition(s) in the trust’s 
constitution.  Alternatively, with the agreement of the 
governors, trusts may choose not to give a definition but 
this would need to be stated in the constitution. 

COMPLIANT 

As above, these requirements were incorporated into the Trust’s 
Constitution on review in June 2013. 

The Trust has included a definition for a significant transaction as 
agreed by the council of governors and board of directors, reflecting 
the previous guidance issued by Monitor. 

All governors are issued with a copy of the Constitution on 
appointment and Monitor’s guidance: “Your statutory duties – A 
reference guide for NHS foundation trust governors” (August 2013).  
Governors in post at the time that the 2012 Act passed through 
Parliament were fully briefed on the changes in their roles and 
responsibilities prior to its formal implementation.  New governors 
are briefed in their first induction meeting. 

Trust’s constitution 

 
Monitor’s guidance  
(available on Monitor’s website:  
www.monitor-nhsft.gov.uk) 
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SECTION B: EFFECTIVENESS 
 
PRINCIPLE  -  B.1: THE COMPOSITION OF THE BOARD 
 
Main principle  
B.1.a The board of directors and its committees should have the appropriate balance of skills, experience, independence and knowledge of the NHS foundation trust to 

enable them to discharge their respective duties and responsibilities effectively. 

Supporting Principles 
B.1.b  The board of directors should be of sufficient size that the requirements of the organisation can be met and that changes to the board’s composition and that of its 

committees can be managed without undue disruption, and should not be so large as to be unwieldy  
B.1.c The board of directors should include an appropriate combination of executive and non-executive directors (and in particular, independent non-executive directors) 

such that no individual or small group of individuals can dominate the board’s decision taking. 
B.1.d All directors should be able to exercise one full vote, with the chairperson having a second or casting vote on occasions where voting is tied. 
B.1.e The value of ensuring that committee membership is refreshed and that undue reliance is not placed on particular individuals should be taken into account in 

deciding chairmanship and membership of committees.  The value of appointing a non-executive director with a clinical background to the board of directors should 
be taken into account by the council of governors. 

B.1.f Only the committee chairperson and  committee members are entitled to be present at  meetings of the nomination, audit or remuneration committees, but others 
may attend by invitation of the committee. 

 
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.1.1 The board of directors should identify in the annual 
report each non-executive director it considers to be 
independent. The board should determine whether the 
director is independent in character and judgement and 
whether there are relationships or circumstances which 
are likely to affect, or could appear to affect, the 
director’s judgement. The board of directors should state 
its reasons if it determines that a director is independent 
despite the existence of relationships or circumstances 
which may appear relevant to its determination, 
including if the director:  
• has been an employee of the NHS foundation trust 

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

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

 
COMPLIANT  
Stated in the Annual Report & Accounts.  Based on the Register of 
Directors’ Interests and known circumstances, there is nothing to 
preclude any of the current Non-Executive Directors from being 
declared as independent.   
 
The Directors’ Register of Interests is reviewed at least twice 
annually (January and July); additionally declarations of interest are 
invited at every meeting.  At the bi-annual review of the Register, 
Directors are reminded of their individual responsibility to ensure the 
Register is kept up to date at all times. 

 
Directors Register of Interests – 
published in meeting papers for 
public Board January and July 
(available on Trust’s website). 
Also available on request from 
Sec to Board and accessible from 
the central folder held at HQ 
(SMT/Corp Masters/Registers). 
 
Original declarations of 
independence held on personnel 
files. 
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foundation trust;  
• has received or receives additional remuneration 

from the NHS foundation trust apart from a 
director’s fee, participates in the NHS foundation 
trust’s performance-related pay scheme, or is a 
member of the NHS foundation trust’s pension 
scheme;  

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

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

• has served on the board for more than six years 
from the date of their first appointment; or 

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

 
Specific statement required 
 

B.1.2 At least half the board, excluding the chairperson, 
should comprise non-executive directors determined by 
the board to be independent 

COMPLIANT 
As above. As above 

B.1.3 No individual should hold, at the same time, positions of 
director and governor of NHS foundation trust 

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

Directors’ and Governors’ 
Registers of Interests 

B.1.4 The board of directors should include in its annual report 
a description of each director’s expertise and 
experience. Alongside this in the annual report, the 
board should make a clear statement about its own 
balance, completeness and appropriateness to the 
requirements of the NHS foundation trust. Both 
statements should also be available on the NHS 
foundation trust’s website.  

 
 Specific statement required  

To be made publicly available (on website or on 
request).  
 

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

Annual Report & Accounts  
 
Trust’s website  
(…/publicationsandreports/)  
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PRINCIPLE  -  B.2: APPOINTMENTS TO THE BOARD 
 
Main principle] 
B.2.a   There should be a formal, rigorous and transparent procedure for the appointment of new directors to the board. Directors of NHS foundation trusts must be “fit and 

proper” to meet the requirements of the general conditions of the provider licence. 
Supporting Principles 
B.2.b The search for candidates for the board of directors should be conducted, and appointments, made, on merit, against objective criteria and with due regard for the 

benefits of diversity on the board and the requirements of the trust.  
B.2.c The board of directors and council of governors should satisfy themselves that plans are in place for orderly succession of appointments to the board, so as to 

maintain an appropriate balance of skills and experience within the NHS foundation trust and on the board  
 
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.2.1 The nominations committee or committees, with external 
advice as appropriate, are responsible for the 
identification and nomination of executive and non-
executive directors.  The nominations committee should 
give full consideration to succession planning, taking 
into account the future challenges, risks and 
opportunities facing the NHS foundation trust and the 
skills and expertise required within the board of directors 
to meet them. 

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

Terms of Reference of respective 
Committees.  Available on shared 
central folder: 
SMT/Governance/TOR. 



BoD April 2015: 14_4 Code of Gov (appx 3) 24 CHECKLIST – page 24  

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.2.2 Directors on the board of directors and governors on the 
council of governors should meet the “fit and proper” 
person test described in the provider licence.  For the 
purpose of the licence and application criteria, “fit and 
proper” persons are defined as those without certain 
recent criminal convictions and director disqualifications, 
and those who are not bankrupt (undischarged).  In 
exceptional circumstances and at Monitor’s discretion 
an exemption to this may be granted.  Trusts should 
also abide by the updated guidance from the CQC 
regarding appointments to senior posts in organisations 
subject to CQC regulations. 

COMPLIANT  
 
In accordance with current procedures: 
- applicants for appointment as staff of the Trust, which would 

include executive directors, are required to declare relevant 
unspent criminal convictions; elements of the other aspects 
would be identified through the application process (CVs, 
reference and at interview) if any potential concerns raised 

- applicants for appointment as an non-executive director are 
required to declare certain unspent criminal convictions, director 
disqualifications or if they are an undischarged bankrupt 

- applicants for the council of governors are required to declare 
that they would not be debarred to apply due to any of the 
disqualification criteria set out in the Trust’s Constitution, which 
would include the issues in question.   

- all directors of the board and governors are subject to DBS 
clearance. 

- all directors and governors are bound by their respective Codes 
of Conduct, which would disqualify them from their role if their 
positions changed to the contrary 

There are no known reasons to suspect any of the current directors 
or governors of being in breach of these requirements but the Trust 
is mindful that most of the declarations are dependent on the 
individuals themselves.  The Trust is progressing work to introduce 
more robust, independent checks for “fit and proper” persons in 
2015.  Formal FPPR checks have been introduced into the Trust’s 
appointment processes for Directors since November 2014, 
including both self-declarations (for existing and new appointments) 
and Trust-led checks on new appointments 

Application forms ,personal 
records, professional registration 
checks : held in confidence. 
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B.2.3 There may be one or two nominations committees. If 
there are two committees, one will be responsible for 
consideration  nominations for executive directors and 
the other for non-executive directors (including the 
chairperson)  The nominations committee(s) should 
regularly review the structure, size and composition of 
the board of directors and make recommendations for 
changes where appropriate.  In particular, the 
nominations committee(s) should evaluate, at least 
annually,  the balance of skills, knowledge and 
experience on the board of directors and, in the light of 
this evaluation, prepare a description of the role and 
capabilities required for appointment of both executive 
and non-executive directors, including the chairperson. 

COMPLIANT 
This responsibility is shared across two committees as stated above. 
As and when vacancies arise, and at periodic intervals between 
such occasions, both Committees separately consider the balance 
and composition of the Board of Directors.  The committees also 
take account of one another’s views when progressing appointments 
within their respective remits. 

Minutes of the RATS Committee 
(key decisions from which are 
reported to the Board in 
accordance with the Committee’s 
Terms of reference).  Copies are 
available on request from the 
Chairman or Sec to Board (held 
on Chairman’s central folder), 
subject to the Chairman’s 
approval, 
Confidential Minutes of the 
Nominations Committee 
(available at Chairman’s 
approval).  The Committee’s 
recommendations are reported to 
the Council of Governors for 
approval and noted in public 
minutes, subsequently posted on 
the Trust’s website. 

B.2.4 The chairman or an independent non-executive director 
should chair the committee(s).   In the case of 
appointments on non-executive directors or the 
chairperson, a governor should chair the committee. At 
the discretion of the committee, a governor can chair the 
committee in the case of appointments of non-executive 
directors or the chairman. 

 
COMPLIANT 
This has been the Trust’s preferred practice since establishment . 
Previously the Trust declared an “exception” when appointment 
committees for the chair/NEDs were not chaired by governors.  
 
EXCEPTION 
In accordance with their Terms of Reference Committees, the 
Chairman of the Trust chairs both the RATS and Nominations 
Committee, except when the latter has been convened to discuss 
the appraisal or appointment of the Chair, in which case the meeting 
is Chaired by either the Deputy Chair or, in their absence, the Lead 
Governor (or other public Governor present and selected by the 
other Governors). 
 [DN: The committee is meeting in March, so could review this issue 
before year end.  The board may prefer to retain an exception status 
as Chair/Deputy Chair leadership of the Committee (provided that no 
conflict of interest would arise) has been used in the past to ensure 
board engagement and protect governors from liability.] 
 

As above 
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B.2.5  The governors should agree with the nominations 
committee a clear process for the nomination of a new 
chair and non-executive directors. Once suitable 
candidates have been identified the nominations 
committee should make recommendations to the board 
of governors.  

COMPLIANT 
The procedure for appointment/re-appointment and removal of the 
chair and NEDs is outlined in the Trust’s Constitution and the Terms 
of Reference for the council of governors’ Nominations Committee 
(the latter are reviewed annually).  The process includes a formal 
requirement for recommendations to be submitted to the council of 
governors for approval. 
The process has been reviewed and supported by HR specialists. 

Terms of Reference for 
Nominations Committee (as 
above). 
Various Public Minutes of the 
Council of Governors - approving 
appointment/re-appointment, 
including February 2014 (issued 
April 2014). 

B.2.6 Where an NHS foundation trust has two nominations 
committees, the nominations committee responsible for 
the appointment of non-executive directors should 
consist of a majority of governors. 

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

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

Terms of Reference for 
Nominations Committee (as 
above) 

B.2.7 When considering the appointment of non-executive 
directors, the council of governors should take into 
account the views of the board of directors on the 
qualifications, skills and experience required for each 
position 

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

Terms of Reference for 
Nominations Committee (as 
above) 
Relevant minutes Nominations 
Committee (available from 
Secretary to Board and/or central 
files, subject to Chairman’s 
sanction) 

B.2.8 The annual report should describe the process followed 
by the council of governors in relation to appointments 
of the chairman and non-executive directors. 

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

B.2.9 An independent external advisor should not be a 
member of or have a vote on the nominations 
committee(s) 

COMPLIANT 
Per Committees’ terms of reference 

Terms of Reference for 
Nominations and RATS 
Committees as above 
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B.2.10 A separate section of the annual report should describe 
the work of the nominations committee(s), including the 
process it has used in relation to board appointment.  
The main role and responsibilities of the nominations 
committee should be set out in publicly available, written 
terms of reference. 

 
 Specific statement required  

To be made publicly available (on website or on 
request). 

COMPLIANT  
– current practice 

Annual Report & Accounts (on 
website and available on request 
from Trust HQ) 
Terms of reference for the 
Nominations Committee with 
responsibility for non-executive 
directors is available from council 
of governors’ papers (presented 
annual for review).  The Terms of 
reference for the RATS 
Committee are available on 
request and are held on central 
file: SMT/governance/TOR. 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

B.2.11 It is a requirement of the 2006 Act that the chairperson, 
the other non-executive directors and – except in the 
case of the appointment of a chief executive –the chief 
executive, are responsible for deciding the appointment 
of executive directors. The nominations committee with 
responsibility for executive director nominations should 
identify suitable candidates to fill executive director 
vacancies as they arise and make recommendations to 
the chairperson, the other non-executives directors and, 
except in the case of the appointment of a chief 
executive, the chief executive. 

COMPLIANT  
As indicated earlier, the Trust’s RATS Committee is responsible for 
the appointment and terms & conditions of service for Executive 
Directors.  Its membership includes non-executive directors only but 
it is supported by the Chief Executive and Director of HR&OD as 
required.  It also has the right to call upon external advisors. 
As set out in the Trust’s Standing Orders and Constitution, 
appointments for executive directors (with the exception of the Chief 
Executive) are required to involve all of the NEDs (ie the RATS 
Committee) and the Chief Executive. 

Terms of Reference for RATS 
Committee. 
Trust’s Standing Orders/Scheme 
of Delegation (available on the 
Trust’s website or from the Sec to 
Board or Director of Finance & 
Information on request) 
Trust’s Constitution (on Trust’s 
and Monitor’s website and 
available from Sec to Board).   
The NHS Act 2006 (available 
from Office of Her Majesty’s 
Stationers; e-copy also held on 
central folder at Trust HQ – 
SMT/Monitor/Acts) 

B.2.12 It is for the non-executive directors to appoint and 
remove the chief executive.  The appointment of a chief 
executive requires the approval of the council of 
governors. 

 

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

 
As above. 
Minutes of Council of Governors 
general meetings  

B.2.13 The governors are responsible at a general meeting for 
the appointment, re-appointment and removal of the 
chair and the other non-executive directors 

COMPLIANT 
See B.2.5 above  
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PRINCIPLE  - B.3 COMMITMENT 
 
Main principle 
B.3.a All directors should be able to allocate sufficient time to the NHS foundation trust to discharge the responsibilities effectively.  

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  

B.3.1 For the appointment of a chairman, the nominations 
committee should prepare a job specification defining 
the role and capabilities required including an 
assessment of the time commitment expected, 
recognising the need for availability in the event of 
emergencies.  A chairman’s other significant 
commitments should be disclosed to the council of 
governors before appointment and included in the 
annual report. Changes to such commitments should be 
reported to the council of governors as they arise, and 
included in the next annual report. No individual, 
simultaneously whilst being a chairperson of an NHS 
foundation trust, should be the chairperson of another 
NHS foundation trust. 

 
 Specific statement required 

COMPLIANT 
The latest open competition appointment process for the incumbent 
Chair was carried out in Autumn 2008, in compliance with the Code 
of Governance, the Constitution and the Nomination Committee’s 
Terms of Reference.  The process was supported and its 
compliance monitored and affirmed by the Audit Commission, as 
independent experts.   
The role and capabilities required, including time commitment and 
Chair’s commitments are critical issues given careful review when 
considering appointment or re-appointment of the chairperson. 
The Chairman’s commitments are recorded in the Directors’ 
Register of Interest and published in the annual report; any 
amendments are reported through the Directors’ Register of Interest. 

Information pack for applicants to 
Chair appointment (2008) – was 
on the web at the time of advert; 
copies available from Secretary to 
Board and/or Director of HR on 
request. 
Nominations Committee Minutes 
and terms of reference (as 
above).  Minutes from Council of 
Governors general meetings (on 
website) 
Annual Report (on website) 
Directors’ Register of Interests 
(available on the website, with 
public Board meeting papers – 
January/July or on request from 
Sec to Board 

B.3.2 The terms and conditions of appointment of non-
executive directors should be made available to the 
council of governors. The letter of appointment should 
set out the expected time commitment. Non-executive 
directors should undertake that they will have sufficient 
time to meet what is expected of them. Their other 
significant commitments should be disclosed to the 
council of governors before appointment, with a broad 
indication of the time involved and the council of 
governors should be informed of subsequent changes. 

 To be publicly available (on website or on request). 

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

NED service agreements and 
letters of appointment are held on 
personnel files; accessible with 
approval from Chairman. 
Blank copies of the agreements 
are available on request from Sec 
to Board and held on central 
folder at HQ (SMT/CoG/NED 
appointments) 

B.3.3 The board of directors should not agree to a full-time 
executive director taking on more than one non-
executive directorship of an NHS foundation trust or 
another organisation of comparable size and complexity, 
nor the chairmanship of such an organisation.  

COMPLIANT – current practice Register of Directors’ Interests  
(accessibility as above) 
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PRINCIPLE  - B.4 COMMITMENT  DEVELOPMENT 
 
Main principle 
B.4.a All directors and governors should receive appropriate induction on joining the board of directors or the council of governors and should regularly update and refresh 

their skills and knowledge.  Both directors and governors should make every effort to participate in training that is offered.  
 
Supporting principles 
B.4.b The chairperson should ensure that the directors and governors continually update their skills, knowledge and familiarity with the NHS foundation trust and its 

obligations, to fulfil their role both on the board, the council of governors and on committees. The NHS foundation trust should provide the necessary resources for 
developing and updating its directors’ and governors’ knowledge and capabilities. 

B.4.c To function effectively, all directors need appropriate knowledge of the NHS foundation trust and access to its operations and staff. 
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.4.1 The chairperson should ensure that new directors and 
governors receive a full, formal and tailored induction on 
joining the board or the council of governors.  As part of 
this directors should seek out opportunities to engage 
with stakeholders, including patients, clinicians and 
other staff.  Directors should also have access, at the 
NHS foundation trust’s expense, to training courses 
and/0r materials that are consistent with their individual 
and collective development programme. 

 

COMPLIANT 
Current practice; on appointment the Chairman and Chief Executive 
ensure new NEDs and/or Executive Directors receive appropriate 
information packs/papers and tailored induction programme.  This is 
over and above any standard HR requirements. 
On appointment the Chairman meets all new Governors; information 
packs are provided to give an overview of the Trust, the work of the 
Governing Council and the wider NHS (locally and nationally).  A 
flexible induction programme has been developed by the Council of 
Governors to support new incumbents, together with opportunity for 
new Governors to be “buddied” (mentored) by other Governors 
already in post.  This will be further expanded by development of 
internal and national training programmes for Governors. 
 

NED and Executive Director 
induction checklists (available 
from the Sec to Board and copies 
held on Directors’ personal files) 
Copy pack and induction 
programme available from Sec to 
Board (and copies held on central 
system – Governing 
Council/Information Pack) 

B.4.2 The chairperson should regularly review and agree with 
each director their training and development needs as 
they relate to their role on the board. 

EXCEPTION  
The Chair does regularly review and agree training and development 
needs with non-executive directors and the chief executive.   
To date training and development needs for other executive 
directors have been reviewed and agreed between the chief 
executive and the director and relevant matters supported by the 
Chair and non-executive directors through the RATS Committee.   
Board Directors and Executive Team development programme been 
undertaken following external review. This has been in place since 
November 2014 – scheduled for completion in 2015 
 

Review and development needs 
identified in appraisal reports held 
on personal files. 
. 
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RELEVANT STATUTORY REQUIREMENTS 

(per Schedule A to the Code)   

B.4.3 The board has a duty to take steps to ensure that 
governors are equipped with the skills and knowledge 
they need to discharge their duties appropriately 

COMPLIANT 
In addition to the governors’ information pack and induction received 
on appointment, an internal training programme for governors was 
piloted in 2013; this continued into 2014 and has been further 
revised/strengthened for 2015.  Governors are also encouraged to 
attend, and have attended, the new national training programme 
(Governwell) for governors.  Several Governors attended national 
and regional training events in 2014 and  additionally the Trust is 
exploring the option for a bespoke in-house training session to be 
provided by Governwell on site later in the year. 
As indicated elsewhere, governors are also provided with knowledge 
via sharing of board reports and briefings at governors’ meetings. 

Noted in numerous council of 
governors’ meeting papers, 
available on the Trust’s website. 
Information handbook held 
centrally (SMT/CoG/Information 
pack) and available on request 
(with some redaction for public 
requests) 
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PRINCIPLE  - B.5 INFORMATION AND SUPPORT 
 
Main principle 
B.5.a The board of directors and the council of governors should be supplied in a timely manner with relevant information in a form and of a quality appropriate to enable 

them to discharge their respective duties.   Statutory requirements on the provision of information from the board of directors to the council of governor are provided 
in “Your statutory duties: A reference guide for NHS foundation trust governors” (Monitor August 2013) 

 
Supporting principles 
B.5.b The chairperson is responsible for ensuring that the directors and governors receive accurate, timely and clear information. Management has an obligation to 

provide such information but directors and governors should seek clarification or amplification where necessary.  
B.5.c The responsibilities of the chairperson include ensuring good information flows across the board, the council of governors and their committees, between directors 

and governors, and between senior management and non-executive directors, as well as facilitating induction and assisting with professional development as 
required. 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  
B.5.1 The board of directors and the council of governors 

should be provided with high quality information 
appropriate to their respective functions and relevant to 
the decisions they have to make. The board of directors 
and the council of governors should agree their 
respective information needs with the executive 
directors through the chairperson. The information for 
the boards should be concise, objective, accurate and 
timely, and it should be accompanied by clear 
explanations of complex issues. The board of directors 
should have complete access to any information about 
the NHS foundation trust that it deems necessary to 
discharge its duties, including access to senior 
management and other employees. 

COMPLIANT 
Per current practice and reviewed on an ongoing basis through 
respective meetings of Board and Committees, Council of 
Governors (general and sub-group meetings), NED reviews, regular 
transformation programme meetings attended by the  Executive 
Team and ad hoc review/planning sessions, to ensure continuing 
improvement in data flow to Directors and Governors. 
It is acknowledged that information flows can always be improved 
and performance reports to the board of directors (and shared with 
governors to help them hold the non-executive directors to account) 
were reviewed and refreshed during the Governance Review 
2014/15 

Trust’s Standing Orders – as 
above  
Terms of Reference of all 
Committees 
(accessibility as above) 
Meeting papers (board, council 
and committees) 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.5.2 The board of directors, and in particular non-executive 
directors, may reasonably wish to challenge assurances 
received from the executive management.  They need 
not seek to appoint a relevant adviser for each and 
every subject area that comes before the board of 
directors, although they should wherever possible 
ensure that they have sufficient information and 
understanding to take decisions on an informed basis.  
When complex or high risk issues arise the first course 
of action should normally be to encourage further and 
deeper analysis to be carried out, in a timely manner, 
within the NHS foundation trust.  On occasion, non-
executives may reasonably decide that external 
assurance is appropriate. 

COMPLIANT 
Reflects current practice and standing orders. 

Board Minutes – public (available 
on website) and private (held on 
shared SMT drive; available on 
request from Sec to board, 
subject to Chairman’s approval)  
Trust’s standing orders – 
available on website 

B.5.3 The board should ensure that directors, especially non-
executive directors, have access to independent 
professional advice, at the NHS foundation trust’s 
expense, where they judge it necessary to discharge 
their responsibilities as directors.   

   

COMPLIANT 
Per current practice and stipulated in the Trust’s Standing Orders. 

Trust’s Standing Orders   
(available on the web or on 
request from Sec to Board or 
Director or Finance & Information) 

B.5.4 Committees should be provided with sufficient resources 
to undertake their duties.  The board of directors should 
also ensure that the council of governors is provided 
with sufficient resources to undertake its duties with 
such arrangements agreed in advance. 

COMPLIANT 
Per current practice and stipulated in the Trust’s Standing Orders 
and Constitution as appropriate, and subject to regular review. 

Trust’s Standing Orders and 
Constitution  
(available on the web, through 
board and council meeting papers 
or on request from Sec to Board 
or Director or Finance & 
Information) 

B.5.5 Non-executive directors should consider whether they 
are receiving the necessary information and feel able to 
raise appropriate challenge of recommendations or 
decisions of the board, in particular making full use of 
their skills and experience gained both as a director of 
the trust and also in other leadership roles.  They should 
expect and apply similar standards of care and quality in 
their role as a non-executive director of an NHS 
foundation trust as they would in other similar roles. 

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

Public minutes available on 
Trust’s website.  Private minutes 
available via the Chairman or Sec 
to Board (subject to Chairman’s 
approval)  
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.5.6 Governors should canvass the opinion of the trust’s 
members and the public, and for appointed governors 
the body they represent, on the NHS foundation trust’s 
forward plan, including its objectives, priorities and 
strategy and their views should be communicated to the 
board of directors.  The annual report should include a 
statement as to how this requirement has been 
undertaken and satisfied. 

 
 Specific statement required 

COMPLIANT 
Supported through engagement events, the Trust’s website/intranet 
and regular members’ newsletters..It is acknowledged, however, that 
a more formal structure could be useful to support the Governors in 
this aspect and this will be improved through the work of the newly 
appointed Membership Officer.  

Council of Governors minutes of 
General Meetings and sub-
groups – available on Trust’s 
website. 
Outcomes included in Council of 
Governors’ minutes 
Members’ newsletters (available 
on website) 

B.5.7 Where appropriate, the board of directors should take 
account of the views of the council of governors on the 
forward plan in a timely manner and communicate to the 
council of governors where their views have been 
incorporated in the NHS foundation trust’s plans, and, if 
not, the reasons for this 

COMPLIANT 
Per current practice 

Council of Governors’ minutes of 
General Meetings and sub-
groups – available on Trust’s 
website. 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

B.5.8 The board of directors must have regard for the views of 
the council of governors on the NHS foundation trust’s 
forward plan. 

COMPLIANT 
Per current practice 

Council of Governors’ minutes of 
General Meetings and sub-
groups – available on Trust’s 
website. 



BoD April 2015: 14_4 Code of Gov (appx 3) 34 CHECKLIST – page 34  

 
PRINCIPLE  - B.6 EVALUATION 
 
Main principle 
B.6.a The board of directors should undertake a formal and rigorous annual evaluation of its own performance and that of its committees and individual directors.  
B.6.b The outcomes of the evaluation of the executive directors should be reported to the board of directors. The chairperson chief executive should take the lead on the 

evaluation of the executive directors.  
B.6.c The council of governors which is responsible for the appointment and re-appointment of non-executive directors, should take the lead on agreeing a process for the 

evaluation of the chairperson and the non-executives, with the chairperson and the non-executives. The outcomes of the evaluation of the non-executive directors 
should be agreed with them by the chairperson.  The outcomes of the evaluation of the chairperson should be agreed by him or her with the senior independent 
director.  The outcomes of the evaluation of the non-executive directors and the chairperson should be reported to the governors The governors should bear in mind 
that it may be desirable to use the senior independent director to lead the evaluation of the chairperson. 

B.6.d The council of governors should assess its own collective performance and its impact in the NHS foundation trust.  
Supporting principles 
B.6.e Evaluation of the board of directors should consider the balance of skills, experience, independence and knowledge of the NHS foundation trust on the board, its 

diversity including gender, how the board works together as a unit, and other factors relevant to its effectiveness. This should be reported to the council of governors 
with a specific focus on what changes are needed for improvement. 

B.6.f Individual evaluation of directors should aim to show whether each director continues to contribute effectively, to demonstrate commitment and has the relevant 
skills for the role (including commitment of time for board and committee meetings and any other duties).  

B.6.g The chairperson should act on the results of the performance evaluation by recognising the strengths and addressing the weaknesses of the board, identifying 
individual and collective development needs and, where appropriate, proposing new members be appointed to the board or seeking the resignation of directors. 

B.6.h The focus of the  chairperson’s appraisal will be his/her performance as leader of the board of directors and council of governors.  The appraisal should carefully 
consider that performance against pre-defined objectives that support the design and delivery of the NHS foundation trust’s priorities and strategy described in its 
forward plan. 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  
B.6.1 The board of directors should state in the annual report 

how evaluation of the board, its committees and its 
directors, including the chairperson, has been 
conducted bearing in mind the desirability for 
independent assessment, and the reason why the NHS 
foundation trust adopted a particular method of 
evaluation.  

 
Specific statement required  
 

COMPLIANT  
– current practice  
 

Annual Report & Accounts 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.6.2 Evaluation of the boards of NHS foundation trusts 
should be externally facilitated at least every three 
years.  The evaluation needs to be carried out against 
the board leadership and governance framework set out 
by Monitor.  The external facilitator should be identified 
in the annual report and a statement made as to 
whether they have any other connection to the trust. 

 
 Specific statement required where an external facilitator 

is used. 

COMPLIANT  
The Trust has undergone  a robust  independent review of 
governance and Board capability in 2014/2015. This has included a 
formal development programme from November 2014 – May 2015 
for the Board of Directors and members of the Executive Team. 
Although this is a new requirement under the revised Code of 
Governance (wef 1st January 2014), in 2013 the board underwent 
several reviews facilitated by external parties in terms of its board 
leadership and governance (Real World and IMD) and thus 
considers itself compliant.  The code does, however, imply a more 
structured, cohesive approach which will be reviewed for future 
action. 

Independent review feedback to 
individual directors, chairman and 
chief executive. 
Data currently confidential. 
Work with Real World reported to 
the Nominations Committee and 
IMD outcomes shared with 
auditors and Monitor.  

B.6.3 The senior independent director should lead the 
performance evaluation of the chairperson, within a 
framework agreed by the council of governors and 
taking into account the views of directors and governors 

COMPLIANT 
For rigour, the appraisal process for the Chairman is the 
responsibility of the SID supported by the Lead Governor and 
council of governors and co-ordinated by the SID and council of 
governors’ Nominations Committee with input from the Non-
Executive directors (led by the SID), the Board of Directors (co-
ordinated by the Chief Executive) and Governors as well as the 
Chairman.   
It has been agreed to widen this further for 2014- 2015 year-end 
review, with a 360o appraisal, inviting contribution from wider staff 
groups and key stakeholders 

Available from council of governor 
general meeting papers - 
presented under Nomination 
Committee reports throughout the 
year. 
Detailed appraisal outcomes and 
record of in-year training held on 
personnel files – further 
information available from the 
Chairman and Chief Executive on 
request. 

B.6.4 The chairperson, with the assistance of the board 
secretary if applicable, should use the performance 
evaluations as the basis for determining individual and 
collective professional development programmes for 
directors relevant to their duties as board members 

COMPLIANT  
– per current practice 

Led by the Chair (for NEDs  individually) and the Chief Executive (for 
Executive Directors).  Collective training /development programmes 
considered and progressed with input from Chair/Chief Executive 
and full Board. 
Appraisals of the Executive Directors are carried out by the Chief 
Executive and submitted to the RATS Committee for review and 
comment.  
Appraisals of the Non-Executive Directors are carried out by the 
Chairman and reported to the Nominations Committee, for report/ 
recommendations to the Governing Council. 

Appraisal outcomes and record of 
in-year training held on personnel 
files – further information 
available from the Chairman and 
Chief Executive on request. 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.6.5 Led by the chairperson, the council of governors should 
periodically assess their collective performance and they 
should regularly communicate to members details on 
how they have discharged their responsibilities, 
including their impact and effectiveness on:  
- holding the non-executive directors individually and 

collectively to account for the performance of the 
board of directors 

- communicating with their member constituencies 
and the public and transmitting their views to the 
board of directors; and 

- contributing to the development of forward plans of 
the NHS foundation trust; and  

 The council of governors should use this process to 
review its roles, structure, composition and procedures, 
taking into account emerging best practice.  Further 
information can be found in Monitor’s publication: Your 
Statutory Duties: A Reference Guide for NHS 
Foundation Trust Governors. 

COMPLIANT 
Per current practice, including 
annual review of Governors’ performance presented at AGM 
– liaison with members via quarterly newsletters to members and 

Lead Governors’ regular report to the Council of Governors 
(public paper) 

- regular review of the membership strategy .   
- regular review of the governors’ strategy  
- new self-evaluation process introduced by the governors in 

2013, inviting input from governors and directors. Outcomes 
informed updated governors strategy (2013) and discussion at 
the annual strategy development session for 2013; further work 
ongoing. 

 

Lead Governors’ report to general 
meeting and annual review 
presented at AGM (available on 
website or on request from Sec to 
Board) 
Annual development session 
(October/November); 
agenda/papers available from the 
Sec to Board on request. Minutes 
of relevant General Meeting  
All of the above are also held on 
central folder at Trust HQ 
(SMT/CoG/Meetings) 

   
B.6.6 There should be a clear policy and a fair process, 

agreed and adopted by the council of governors, for the 
removal from the council of any governor that 
consistently and unjustifiably fails to attend the meetings 
of the board of governors or has an actual or potential 
conflict of interest which prevents the proper exercise of 
their duties. This should be shared with governors.  In 
addition it may be appropriate for the process to provide 
for removal from the council of governors  where 
behaviours or actions by a governor or group of 
governors may be incompatible with the values and 
behaviours of the NHS foundation trust.  Where there is 
any disagreement as to whether the proposal for 
removal is justified, an independent assessor agreeable 
to both parties should be requested to consider the 
evidence and conclude whether the proposed removal is 
reasonable or otherwise. 

COMPLIANT 
- per current practice. 
Governors are also required to declare any interests on the 
Governors’ Register of interest (reviewed bi-annually, February and 
August, at a general meeting).  Governors are periodically reminded 
of their responsibility to declare any conflicts of interest. 
This has been reinforced with the introduction of the Code of 
Conduct for Governors, developed through the Constitution review 
working group and approved by the Council of Governors at its 
General Meeting in February 2013. This is was reviewed and 
updated annuallyin February 2014. 

Trust’s Constitution (available on 
the Trust’s and Monitor’s website) 
Council of Governors papers and 
minutes (February and August) 
- available on website; held on 
central folder (as advised above) 
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PRINCIPLE  -  B.7:  RE-APPOINTMENT OF DIRECTORS AND RE-ELECTION OF GOVERNORS 
 
Main principle 
B.7.a All non-executive directors and elected governors should be submitted for re-appointment or re-election at regular intervals. The performance of executive directors 

of the board should be subject to regular appraisal and review.  The council of governors should ensure planned and progressive refreshing of the non-executive 
directors.   
 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  

B.7.1 In the case of re-appointment of non-
executive directors, the chairperson should 
confirm to governors that, following formal 
performance evaluation, the performance of 
the individual proposed for re-election 
continues to be effective and to demonstrate 
commitment to the role. Any term beyond six 
years (e.g. two three-year terms) for a non-
executive director should be subject to 
particularly rigorous review, and should take 
into account the need for progressive 
refreshing of the board. Non-executive 
directors may, in exceptional circumstances, 
serve longer than six years (e.g. two three 
three-year terms following authorisation of 
the NHS foundation trust), but this should be 
subject to annual re-appointment. Serving 
more than six years could be relevant to the 
determination of a non-executive director’s 
independence   

 
 Supporting information to be made available 

to governors 

EXCEPTION 
As reported previously,  in order to bring future appointments into a routine of (a) 
expiry at the calendar year end – ie 31st December - and (b) to limit the number of 
potential terms of office expiring in any one calendar year, the initial term of office for 
latest Non-Executive appointment – Mr Spinks – was extended to three years and 
four months.  This was proposed by the Nominations Committee and Council of 
Governors.  It was also notified to Monitor in advance.   
Whilst Monitor, as regulator could not sanction or prohibit the course of action 
proposed, Monitor did confirm that there is no specific legal requirement that limits 
the term of a NED to 3 years and that whilst what the Trust proposed was not in 
compliance with the Code, it was not of itself problematic (email 16th April 2012). 

As reported previously, two appointments have been extended beyond six years:  
Mr Patton (wef 01.01.2014) and Mr Wragg (wef 01.01.2015) – for up to three years, 
subject to annual review and renewal.  The decisions of the council of governors in 
both cases are/will be recorded in general meetings’ public minutes.  In each case 
the governors wished to retain the proven skills and leadership of the candidates, 
providing ensuring stability and continuity.  These exceptions are permitted under the 
Trust’s Constitution and the Nominations Committee’s terms of reference and will be 
reported in the annual report and accounts. 

All non executive and executive director appointments/re-appointments to the board 
are subject to rigorous process.  With respect to non-executives, the council of 
governors takes careful consideration on the Trust’s strengths and the challenges 
ahead, the mix of skills and experience on the board and the need for refreshing of 
the board – all of which are demonstrated in the above appointments and in the 
ongoing appointment process for a new (additional) NED, with clinical 
background/experience  

 
 
 
Outcomes reported publicly 
in Council of Governors’ 
Minutes of General Meeting 
2012 (Mr Spinks), 2013 (Mr 
Patton), 2014 (Mr Wragg)  
Detailed papers with 
supporting information is 
provided to governors with 
public excluded from the 
meeting in accordance with 
the Trust’s Constitution.  
Copies are held centrally 
(SMT/CoG/Meetings). 
 
 
Trust’s Constitution (on 
Trust’s and Monitor’s 
website) 
Nominations Committees 
Terms of Reference  
(accessibility as above) 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.7.2 Elected governors must be subject to re-
election by the members of their 
constituency at regular intervals not 
exceeding three years.  The names of 
governors submitted for election or re-
election should be accompanied by sufficient 
biographical details and any other relevant 
information to enable members to take an 
informed decision on their election. This 
should include prior performance information 
Supporting information to be made available 
to governors 

COMPLIANT 
Current practice, per Constitution.  In 2013 the Trust went to re-tender for its 
elections.  The 2013 2014 elections (for governors’ appointment from 1st January 
20142015) were managed by UK-Engage.  Latest contract appointed (following open 
tender) in 2013) 
and carried out in accordance with Monitor’s recommended Model Rules of Election. 

Trust’s Constitution (on 
Trust’s website)  
Election materials (issued to 
voting members and copies 
available on website and on 
request) 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

B.7.3 Approval by the council of governors of the 
appointment of a chief executive should be a 
subject of the first general meeting after the 
appointment by a committee of the chairman 
and non-executive directors.  All other 
executive directors should be appointed by a 
committee of the chief executive, the 
chairperson and non-executive directors. 

COMPLIANT  
In accordance with current practice and statutory and regulatory requirements and 
guidance. 

 
Recorded in Minutes of 
Council of Governors’ 
General Meetings – 
available on Trust’s website 
 

B.7.4 Non-executive directors, including the 
chairperson should be appointed by the 
council of governors for the specified terms 
subject to re-appointment thereafter at 
intervals of no more than three years and 
subject to the 2006 Act provisions relating to 
removal of a director 

COMPLIANT 
As reported above As above 

B.7.5 Elected governors must be subject to re-
election by the members of their 
constituency at regular intervals not 
exceeding three years 

COMPLIANT 
As reported above As above 
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PRINCIPLE  -  B.8  RESIGNATION OF DIRECTORS 
 
Main principle 
B.8.a The board of directors is responsible for ensuring ongoing compliance by the NHS foundation trust with its licence, its constitution, mandatory guidance issued by 

Monitor, relevant statutory requirements and contractual obligations.  In so doing, it should ensure it retains the necessary skills within its board of directors and 
works with the council of governors to ensure they is appropriate succession planning.   
 

 
CODE PROVISION 

& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE Cross reference / 
 supporting documents  

B.8.1 The remuneration committee should not agree to an 
executive member of the board leaving the employment 
of an NHS foundation trust, except in accordance with 
the terms of their contract of employment, including but 
not limited to service of their full notice period and/or 
material reductions in their time commitment to the role, 
with the board first having completed and approved a 
full risk assessment. 

COMPLIANT 
In accordance with the Trust’s HR policies and procedures and 
requirements of the RATS Committee.   
 

Terms of Reference and Minutes 
of RATS Committee refer. 
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SECTION C: ACCOUNTABILITY 
 
PRINCIPLE  - C.1:  FINANCIAL, QUALITY AND OPERATIONAL REPORTING 
 
Main principle 
C.1.a The board of directors should present a fair, balanced and understandable assessment of the NHS foundation trust’s position and prospects 

 
Supporting Principles 
C.1.b The responsibility of the board of directors to present a fair, balanced and understandable assessment extends to all public statements and reports to regulators and 

inspectors, as well as information required to be presented by statutory requirements. 
C.1.c The board of directors should establish arrangements that will enable it to ensure that the information presented is fair, balance and understandable. 

 

CODE PROVISION BOARD RESPONSE Cross reference  
/ supporting documents 

C.1.1 The directors should explain in the annual report their 
responsibility for preparing the accounts and state that 
they consider the annual report and accounts taken as a 
whole, are fair, balanced and understandable and 
provide the information necessary for patients, 
regulators and other stakeholders to assess the NHS 
foundation trust’s performance, business model and 
strategy.   There should be a statement by the external 
auditor about their reporting responsibilities.  Directors 
should also explain their approach to quality governance 
in the Annual Governance Statement (within the annual 
report) 

 
 Specific statement required 
 

COMPLIANT  
-  per current practice and will be expanded to ensure statement fully 
aligns with the specific requirements of the new Code 

Annual Report & Accounts 
(available on Trust’s website and 
on request) 

C.1.2 The directors should report that the NHS foundation 
trust is a going concern, with supporting assumptions or 
qualifications as necessary 

COMPLIANT 
Subject to annual review by Finance & Performance Committee 
and/or Board 
(reviewed regularly by Finance & Performance  Committee). 

Annual Report & Accounts 
(available as above) 
Relevant Board/Committee 
assurance reports available 
through Board meeting papers on 
Trust’s website.  Also held on 
central files: SMT/Board or 
SMT/Governance/Finance & 
Performance Committee 
respectively) 
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CODE PROVISION BOARD RESPONSE Cross reference  
/ supporting documents 

C.1.3 At least annually, and in a timely manner, the board of 
directors should set out clearly its financial, quality and 
operating objectives for the NHS foundation trust and 
disclose sufficient information, both quantitative and 
qualitative, of the NHS foundation trust’s business and 
operations, including clinical outcome data, to allow 
members and governors to evaluate its performance.  
Further requirements are included in the NHS 
Foundation Trust Annual Reporting Manual. 

COMPLIANT – per current practice 

 
 
 
Annual Report & Accounts 
(available as above) 
 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

C.1.4 (a) The board of directors must notify Monitor and the 
council of governors without delay, and should consider 
whether it is in the public interest to bring to the public 
attention, any major new developments in the NHS 
foundation trust’s sphere of activity which are not public 
knowledge, which it is able to disclose and which may 
lead by virtue of their effect on its assets and liabilities or 
financial position or on the general course of its 
business, to a substantial change to the financial 
wellbeing, healthcare delivery performance or reputation 
and standing of the NHS foundation trust.  

 (b) The board of directors must notify Monitor and the 
council of governors without delay and should consider 
whether it is in the public interest to bring to public 
attention all relevant information which is not public 
knowledge concerning a change:  
- in the NHS foundation trust’s financial condition;  
- in the performance of its business; and/or  
- in the NHS foundation trust’s expectations as to its 

performance which, if made public, would be likely 
to lead to a substantial change to the financial 
wellbeing, healthcare delivery performance or 
reputation and standing of the NHS foundation trust 

COMPLIANT 
Monitor kept informed via Director of Finance & Information and/or 
Chief Executive liaison with Relationship Manager 
 
Council of Governors kept informed of any issues via public reports 
or confidential briefing from the Chairman, and access to the Board 
Minutes (public and private) 

 
 
 
 
 
 
Provider Licence 
Standing Orders (available on 
website or on request from Sec to 
Board or Director of Finance & 
Information) 
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PRINCIPLE  - C.2:  RISK MANAGEMENT AND INTERNAL CONTROL 
 
Main principle 
C.2.a The board of directors is responsible for determining the nature and extent of the significant risks it is willing to take in achieving its strategic objectives.  The board 

should maintain sound risk management systems 
C.2.b The board of directors should maintain a sound system of internal control to safeguard patient safety, public and private investment, the NHS foundation trust’s 

assets and service quality.   The board should report on internal control through the Annual Governance Statement (formerly the Statement on Internal Control) in 
the annual report. 

 
Supporting Principles 
C.2.c An internal audit function can assist a trust to accomplish its objectives by bringing a systematic, disciplined approach to evaluating and continually improving the 

effectiveness of its risk management and internal control processes. 
C.2.d If a trust has an internal audit function, the head of that function should have a direct reporting line to the board or to the audit committee to bring the requisite 

degree of independence and objectivity to the role. 
 

CODE PROVISION BOARD RESPONSE Cross reference  
/ supporting documents 

C.2.1 The board of directors should maintain continuous 
oversight of the effectiveness of the NHS foundation 
trust’s risk management and internal control systems 
and should report to members and governors that they 
have done so in the annual report.  A regular review 
should cover all material controls, including financial, 
operational and compliance controls. 

  
 Specific statement required affirming that the board has 

conducted a review of the effectiveness of its system of 
internal controls 

COMPLIANT  
Per current practice, reviewed via the Audit Committee and 
presentation of the Annual Governance Statement  to the Board for 
approval and subsequent signature by the Chief Executive as 
Accounting Officer 

Annual Report & Accounts 
(available on Trust’s website) 
Annual Governance Statement 
(published in Annual Report) 
Trust’s Scheme of Delegation 
(available on Trust’s website and 
on request from Sec to Board or 
Director of Finance & Information) 
Audit Committee and Board 
reports and minutes (available on 
request via the Sec to Board or 
Chair of Audit Committee; copies 
held on central folder at Trust HQ 
– SMT/Governance/ and/or 
SMT/Board respectively) 
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CODE PROVISION BOARD RESPONSE Cross reference  

/ supporting documents 
C.2.2 A trust should disclose in the annual report: 

(a) if it has an internal audit function, how the function Is 
structured and what role it performs; or 
(b) if it does not have an internal audit function, that fact 
and the processes it employs for evaluating and 
continually improving the effectiveness of its risk 
management and internal control processes. 

Specific statement required 

COMPLIANT 
The Trust does have an internal audit function - 360 assurance – 
which reports to the audit committee and has direct access to the 
Chair of the Audit Committee and appropriate executive directors. 

Audit committee assurance report 
(public board papers – available 
on website) 
 
Annual Report & Accounts 
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PRINCIPLE  - C.3:  AUDIT COMMITTEE AND AUDITORS 
 
Main principle 
C.3.a The board should establish formal and transparent arrangements for considering how they should apply the corporate reporting and risk management and internal 

control principles and for maintaining an appropriate relationship with the NHS foundation trust’s auditors.  
Monitor’s publications Audit Code for NHS Foundation Trusts and  Your Statutory Duties: A Reference Guide for NHS Foundation Trust Governors give further 
guidance. 

Supporting Principles 
None 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  

C.3.1 The board of directors should establish an audit 
committee composed of at least three members who are 
all independent non-executive directors. The board 
should satisfy itself that the membership of the audit 
committee has sufficient skills to discharge its 
responsibilities effectively, including ensuring that at 
least one member of the audit committee has recent and 
relevant financial experience. The chairperson of the 
trust should not chair or be a member of the audit 
committee.  He can, however, attend meetings by 
invitation as appropriate. 

COMPLIANT  
– per current practice and reflected in the Committee’s assurance 
and annual reports to the Board. 
 
The Trust chairperson (and the Chief Executive) attends the audit 
committee by invitation at least once annually. 

Annual Report & Accounts 
Trust’s Standing Orders (as 
above) 
Audit Committee Terms of 
Reference – published in public  
Audit Committee annual report 
available via public Board reports 
online 
Board reports on integrated 
governance; available on request 
from Sec to Board (and held on 
central folder at Trust HQ – 
SMT/Governance/TOR) 

C.3.2 The main role and responsibilities of the audit committee 
should be set out in publicly available written terms of 
reference.  The council of governors should be 
consulted on the terms of reference, which should be 
reviewed and refreshed regularly.   It should include 
details of how it will:  
• monitor the integrity of the financial statements of 

the NHS foundation trust and any formal 
announcements relating to the trust’s financial 
performance, reviewing significant financial 
reporting judgments contained in them;  

• review the NHS foundation trust’s internal financial 
controls and, unless expressly addressed by a 
separate board risk committee composed of 
independent directors, or by the board itself, review 
the trust’s internal control and risk management 
systems;  

EXCEPTION-  
The Trust is compliant on all points except consultation on the terms 
of reference (TOR) with the council of governors (a new requirement 
of the Code from 1st January).  This could, however, be addressed 
by email and/or presentation at a forthcoming sub-group meeting to 
achieve compliance by year end and be factored into the next review 
of the TOR. 

A presentation on the work of the Audit Committee is presented at 
least annually to a sub-group meeting of the governors group and 
governors also have access to the assurance reports presented to 
the Board and are therefore aware of the role and work of the 
Committee and of the auditors (internal and external).   

In addition to the core requirements, the Chair of the Audit 
Committee presents an annual report on its work to the Board of 
Directors and attends at least once annually to a sub-group of the 
Governors to report on ongoing work.  This latter link is further 

Annual Report & Accounts 
(available on Trust’s website) 
Trust’s Scheme of Delegation 
(available on Trust’s website and 
on request from Sec to Board or 
Director of Finance & Information) 
Audit Committee Terms of 
Reference – published in public 
Board reports on integrated 
governance; available on request 
from Sec to Board (and held on 
central folder at Trust HQ – 
SMT/Governance/TOR) 
Audit Committee, Board reports 
now presented in public; Minutes 
available on request via the Sec 
to Board or Chair of Audit 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

• monitor and review the effectiveness of the NHS 
foundation trust’s internal audit function, taking into 
consideration relevant UK professional and 
regulatory requirements;  

• review and monitor the external auditor’s 
independence and objectivity and the effectiveness 
of the audit process, taking into consideration 
relevant UK professional and regulatory 
requirements;  

• develop and implement policy on the engagement of 
the external auditor to supply non-audit services, 
taking into account relevant ethical guidance 
regarding the provision of non-audit services by the 
external audit firm; and  

• report to the council of governors, identifying any 
matters in respect of which it considers that action 
or improvement is needed and making 
recommendations as to the steps to be taken 

 
Main roles and responsibilities and TOR to be made 
publicly available (on website or on request). 
 

supported through the periodic informal meetings between the Audit 
Chair and a Governor nominated as Audit Liaison. 

The requirement for formal consultation with the Governors on the 
Audit Committee’s TOR, introduced from 1st January 2014, was not 
progressed, pending the wider review of the Trust’s governance and 
escalation framework, which encompassed significant changes to 
the TOR of all of the Trust’s governance committees.  Governors 
were kept informed of the latter, receiving a full briefing at their 
Annual Development session in October 2014 and consequently 
revising their own sub-group structure to better align with the new 
framework.   

Governors will be consulted upon with regard to the Audit 
Committee’s TOR at the annual review due later this year. 

Committee; copies held on central 
folder at Trust HQ – 
SMT/Governance and SMT/Board 
respectively) 
Minutes of Council of Governors’ 
Strategy & Performance sub-
group; presented to the wider 
Council of Governors (thus 
available via public reports on 
website or on request) 
 

C.3.3 The council of governors should take the lead in 
agreeing with the audit committee the criteria for 
appointing, reappointing and removing external auditors.  
The council of governors will need to work hard to 
ensure they have the skills and knowledge to choose 
the right external auditor and monitor their performance.  
However, they should be supported in this task by the 
audit committee, which provides information to the 
governors on the external auditor’s performance as well 
as overseeing the NHS foundation trust’s internal 
financial reporting and internal reporting. 

COMPLIANT 
 
Per the Trust’s Constitution, Standing Orders and current practice. 
and as above 

As above 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

C.3.4 The audit committee should make a report to the council 
of governors, in relation to the performance of the 
external auditor, including details such as the quality 
and value of the work, and the timeliness of reporting 
and fees to enable the council of governors to consider 
whether or not to reappoint them.  The audit committee 
should also make recommendations to the council of 
governors  about the appointment, re-appointment and 
removal of the external auditor and approve the 
remuneration and terms of engagement of the external 
auditor. 

 

COMPLIANT 
 
In addition to providing recommendations to the council of 
Governors with regard to the appointment etc of the external 
auditors (and ensure direct governor involvement with underpinning 
processes, as observer), the Chair provides at least annual reports 
on the work of the audit committee – including that of the external 
auditors -  to the Council of Governors via the Strategy & 
Performance sub-group.  
 
 

Minutes of sub-group and Council 
of Governor General meetings – 
available on the Trust’s website or 
on request. 
 
Annual review of Code of 
Governance compliance - public 
Board meeting papers; available 
on website or on request (copies 
held on central folders at Trust 
HQ – SMT/Board/Meetings) 

C.3.5 If the council of governors does not accept the audit 
committee’s recommendation, the board of directors 
should include in the annual report a statement from the 
audit committee explaining the recommendation and 
should set out reasons why the council of governors has 
taken a different position. 

 
 Specific statement required 

COMPLIANT 
Whilst this has not been applicable to date, the Board supports this 
approach as a point of principle and agrees to the provision of such 
a statement if required in the future or to provide a rationale for not 
doing so. 
In the event that any reportable issues arose relating to the auditors, 
the Board agrees that it should involve input from  the Council of 
Governors as well as the Audit Committee 

Annual report & accounts 

C.3.6 The NHS foundation trust should appoint an eternal 
auditor for a period of time which allows the auditor to 
develop a strong understanding of the finances, 
operations and forward plans of the NHS foundation 
trust.  The current best practice is for a three to five year 
period of appointment. 

COMPLIANT 
Per current practice 

Council of Governor Minutes (as 
above) and tendering process 
documentation (available on 
request via the Director of 
Finance & Information or Supplies 
Manager – subject to limitations 
of any commercial/in confidence 
sensitivity) 

C.3.7 When the council of governors ends an external 
auditor’s appointment in disputed circumstances, the 
chairperson should write to Monitor informing it of the 
reasons behind the decisions. 

COMPLIANT 
Not yet required since authorisation as an FT but Audit Committee 
would be aware of and give guidance to Chairman as/when 
appropriate 

Trust’s Standing Orders and 
Scheme of Delegation (integral to 
duties to Monitor by Board, and 
Audit Committee’s responsibilities 
for management of eternal 
audit/eternal auditors). 
Available on website or on 
request from Director of Finance. 
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C.3.8 The audit committee should review arrangements that 
allow staff of the NHS foundation trust and other 
individuals where relevant, to raise, in confidence, 
concerns about possible improprieties in matters of 
financial reporting and control, clinical quality, patient 
safety or other matters. The audit committee’s objective 
should be to ensure that arrangements are in place for 
the proportionate and independent investigation of such 
matters and for appropriate follow-up action. This should 
include ensuring safeguards for those who raise 
concerns are in place and operating effectively.  Such 
processes should enable individuals or groups to draw 
formal attention to practices that are unethical or violate 
internal or external policies, rules or regulations and to 
ensure that valid concerns are promptly addressed.  The 
process should also reassure individuals raising 
concerns that they will be protected from potential 
negative repercussions. 

 
The Trust’s Whistleblower Policy was revised and approved by the 
Board in 2011 and subsequently reported to the Council of 
Governors (and thus into public domain) at its general meeting. It 
was subsequently updated in 2013.   
 
In year the Board has identified a need to promote greater 
confidence in the process to ensure individuals are more sure about 
the safeguards built in to protect their positions when bringing 
forward any issue under this policy.  Work is being led by the HR 
team to support this  

Whistleblower’s Policy (available 
on Trust’s policy warehouse) or 
on request from Secretary to 
Board or Director of HR&OD 
 
Reference to bi-annual review 
included in Board papers 
(available on website) 
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C.3.9 A separate section of the annual report should describe 
the work of the committee in discharging  its 
responsibilities.  The report should include:  
• the significant issues that the committee considered 

in relation to financial statements, operations and 
compliance, and how these issues were addressed; 

• an explanation of how it has assessed the 
effectiveness of the external audit process and the 
approach taken to the appointment or re-
appointment of the external auditor, the value of 
external audit services and information non the 
length of tenure of the current audit firm and when a 
tender was last conducted; and  

• if the external auditor provides non-audit services, the 
value of the non-audit services provided and an 
explanation of how auditor objectivity and independence 
are safeguarded 

  Specific statement required  

COMPLIANT 
 
The work of the Committee is reported in the Annual Report & 
Accounts as required. 

As above 
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Section D: REMUNERATION 
 
PRINCIPLE  - D.1:  LEVEL AND MAKE-UP OF REMUNERATIONS 
 
Main principle 
D.1.a Levels of remuneration should be sufficient to attract, retain and motivate directors of quality, and with the skills and experience required to  lead the NHS foundation 

trust successfully, but an NHS foundation trust should avoid paying more than is necessary for this purpose and should consider all relevant and current directions 
relation to contractual benefits such as pay and redundancy entitlements. 
 

Supporting Principles 
D.1.b Any performance related elements of executive directors’ remuneration should be stretching and designed to promote the long term sustainability of the NHS 

foundation trust.   They should also take as a baseline for performance any competencies required and specified within the job description for the post. 
D.1.c The remuneration committee should decide if a proportion of executive directors’ remuneration should be structured so as to link reward to corporate and individual 

performance. The remuneration committee should judge where to position its NHS foundation trust relative to other NHS foundation trusts and comparable 
organisations. Such comparisons, however, should be used with caution to avoid the risk of an increase in remuneration levels with no corresponding improvement 
in performance. 

D.1.d The remuneration committee should also be sensitive to pay and employment conditions elsewhere in the NHS foundation trust, especially when determining annual 
salary increases. 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  
D.1.1 Any performance-related elements of the remuneration 

of executive directors should be designed to align their 
interests with those of patients, service users and 
taxpayers and to give these directors keen incentives to 
perform at the highest levels. In designing schemes of 
performance-related remuneration, the remuneration 
committee should follow the following provisions:  
(i)  The remuneration committee should consider 

whether the directors should be eligible for annual 
bonuses. If so, performance conditions should be 
relevant, stretching and designed to match the long 
term interests of the public.  

(ii)  Payouts or grants under all incentive schemes 
should be subject to challenging performance 
criteria reflecting the objectives of the NHS 
foundation trust. Consideration should be given to 
criteria which reflect the performance of the NHS 
foundation trust relative to a group of comparator 
trusts in some key indicators and the taking of 

COMPLIANT 
The RATS Committee is conscious of the advantages and 
disadvantages of performance related pay, and periodically 
considers options as and when appropriate in light of national 
guidance, good practice and financial viability 

Terms of Reference of RATS 
Committee, past minutes 
(confidential – available on 
Chair’s approval) 
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independent and expert advice where appropriate.  
 (iii) Performance criteria and any upper limits for 

annual bonuses and incentive schemes should be 
set and disclosed. 

(iv)  The remuneration committee should consider the 
pension consequences and associated costs to the 
NHS foundation trust of basic salary increases and 
any other changes in pensionable remuneration, 
especially for directors close to retirement.   In 
general, only basic salary should be pensionable. 

D.1.2  Levels of remuneration for the chairperson and other 
non-executive directors should reflect the time 
commitment and responsibilities of their roles.  

COMPLIANT  
– in light of current local and national pressures 
Monitored and reviewed by the Council of Governors’ Nominations 
Committee (and subsequently the wider Council of Governors), 
albeit members are conscious of the Trust’s position against national 
comparators. 

Nominations Committee minutes  
(confidential – available on 
Chairman’s approval) and Council 
of Governors’ minutes (public 
reports, available on Trust’s 
website) 

D.1.3 Where an NHS foundation trust releases an executive 
director, for example to serve as a non-executive 
director elsewhere, the remuneration disclosures of the 
annual report should include a statement on whether or 
not the director will retain such earnings. 

 
 Specific statement required 

COMPLIANT 
Per current practice and subject to monitoring via RATS Committee. 
This is not applicable to any of the current executive directors but 
the Board supports this stance in principle for any potential future 
needs. 
 

Annual Report & Accounts 
(on website).  Any such posts 
would also be reflected in the 
Directors’ Register of Interest 
(include in public Board papers at 
least twice annually and available 
on request from Sec to Board; 
held centrally – SMT/Corp 
Masters/Registers) 
 

D.1.4 The remuneration committee should carefully consider 
what compensation commitments (including pension 
contributions and all other elements) their directors’ 
terms of appointment would give rise to in the event of 
early termination. The aim should be to avoid rewarding 
poor performance. Contracts should allow for 
compensation to be reduced to reflect a departing 
director’s obligation to mitigate loss.  Appropriate claw-
back provisions should be considered in case of a 
director returning to the NHS within the period of any 
putative notice. 

COMPLIANT 
Largely per current practice and subject to monitoring via RATS 
Committee.  Additional aspects newly introduced with Code (eg 
clawback) would have been addressed if the situation had arisen, 
albeit not yet set out explicitly, the need for which shall be reviewed 
in 2015. 

RATS Terms of Reference and 
Minutes 
(as above) 
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PRINCIPLE  - D.2:  PROCEDURE 
 
Main principle 
D.2.a There should be a formal and transparent procedure for developing policy on executive remuneration and for fixing the remuneration packages of individual 

directors.  No director should be involved in deciding his or her own remuneration 
 
Supporting Principles 
D.2.b The remuneration committee should consult the chairperson and/or chief executive about its proposals relating to the remuneration of other executive directors.  
D.2.c The remuneration committee should also be responsible for appointing any independent consultants in respect of executive director remuneration.  
D.2.d Where executive directors or senior management are involved in advising or supporting the remuneration committee, care should be taken to recognise and avoid 

conflicts of interest. 
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

D.2.1 The board of directors must establish a remuneration 
committee composed of non-executive directors which 
should include at least three independent non-executive 
directors. The remuneration committee should make 
available its terms of reference, explaining its role and 
the authority delegated to it by the board of directors. 
Where remuneration consultants are appointed, a 
statement should be made available of whether they 
have any other connection with the NHS foundation 
trust. 

 
 To be publicly available (on website or on request). 

COMPLIANT 
 
Per current practice 

Annual Report & Accounts 
(available on Trust & Monitor’s 
website) 
Trust’s Standing Orders and 
Scheme of Delegation (available 
on website) 
RATS Committee Terms of 
Reference – available on website  
within public Board papers on 
Governance arrangements and 
updated regularly;  copies 
available on request from Sec to 
Board (and accessible on central 
folder at HQ – 
SMT/Governance/TOR) 

D.2.2 The remuneration committee should have delegated 
responsibility for setting remuneration for all executive 
directors, including pension rights and any 
compensation payments. The committee should also 
recommend and monitor the level and structure of 
remuneration for senior management. The definition of 
‘senior management’ for this purpose should be 
determined by the board but should normally include the 
first layer of management below board level. 

COMPLIANT 

As above 
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D.2.3 The council of governors should consult external 
professional advisers to market-test the remuneration 
levels of the chairperson and other non-executives at 
least once every three years and when they intend to 
make a large change to the remuneration of a non-
executive. 

COMPLIANT 
Nominations Committee considered remuneration levels against 
external independent report on boardroom salaries in 2013 and 
regularly reviews rates against Foundation Trust Network data 
and/or other published comparative information. 
The Committee’s recommendations are submitted to the wider 
Council of Governors for approval  

Nominations Committee Terms of 
Reference (on website, within 
Council of Governors meeting 
papers) 
Recommendation outcomes 
reported via Council of Governors 
minutes (available on website; on 
request from Sec to Board and 
held on central folder: 
SMT/CoG/Meetings/GC Minutes) 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

D.2.4  The council of governors is responsible for setting the 
remuneration of non-executive directors and the chair. 

COMPLIANT 
As outlined above As above 
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SECTION E: RELATIONS WITH STAKEHOLDERS 
 
PRINCIPLE  - E.1: DIALOGUE WITH MEMBERS, PATIENTS AND THE LOCAL COMMUNITY 
 
Main principle 
E.1.a The board of directors should appropriately consult and involve members, patients, clients and the local community 
E.1.b The council of governors must represent the interests of trust members and the public 
E.1.c Notwithstanding the complementary role of the governors in this consultation, the board of directors as a whole has responsibility for ensuring that satisfactory 

dialogue with its stakeholders takes place 
 
Supporting Principles 
E.1.d The board of directors should keep in touch with the opinion of members, patients and the local community in whatever ways are most practical and efficient. There 

should be a members’ meeting at least annually.  
E.1.e The chairperson (and the senior independent director and other directors as appropriate) should maintain regular contact with governors to understand their issues 

and concerns 
E.1.f NHS foundation trust should use an annual open meeting and open board meetings, both of which trusts are required to hold, to encourage stakeholder 

engagement. 
E.1.g Governors should seek the views of members and the public on material issues or changes being discussed by the trust. Governors should provide information and 

feedback to members and the public regarding the trust, its vision, performance and material strategic proposals made by the trust board. 
E.1.h It is also incumbent on the board of directors to ensure governors have the mechanisms in place to secure and report on feedback that will enable them to fulfil their 

duty to represent the interest of members and the public. 
  

CODE PROVISION 
& Disclosure Requirement  

(per Schedule A to the Code) 
BOARD RESPONSE 

Cross reference / 
 supporting documents  

E.1.1 The board of directors should make available a public 
document that sets out its policy on the involvement of 
members, patients, clients and the local community at 
large, including a description of the kind of issues it will 
consult on. 

 
 To be publicly available (on website or on request). 
 

COMPLIANT  
Encompassed within the Annual Report & Accounts.  Supported by 
the new Strategic Communications and Engagement Framework 
2013 – 2016 (revised Dec  2014).  

Annual Report & Accounts 
Strategic Communications & 
Engagement Framework 
presented to Public Board 
meetings (copies available on the 
Trust’s website and on request 
from Sec to Board or Chief 
NurseDirector of Communications 
& Marketing ) 

E.1.2 The board of directors should clarify in writing how the 
public interests of patients, clients and the local 
community will be represented, including its approach 
for addressing the overlap and interface between 
governors and any local consultative forums already in 
place (eg Local Healthwatch the overview and scrutiny 
committee, the local League of Friends, and staff 
groups) 

COMPLIANT 
as above As above 
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CODE PROVISION 
& Disclosure Requirement  

(per Schedule A to the Code) 
BOARD RESPONSE 

Cross reference / 
 supporting documents  

E.1.3 The chairperson should ensure that the views of 
governors and members are communicated to the board 
as a whole. The chairperson should discuss the affairs 
of the NHS foundation trust with governors. Non-
executive directors should be offered the opportunity to 
attend meetings with governors and should expect to 
attend them if requested by governors. The senior 
independent director should attend sufficient meetings 
with governors to listen to their views in order to help 
develop a balanced understanding of the issues and 
concerns of governors. 

COMPLIANT 
All Council of Governors general meeting minutes are presented to 
the Board regularly.  Key issues from sub-groups or individual 
Governors are presented to the Board via the Chairman (or other 
Director).  As A.5.5 above Directors – NEDs and Executives – have 
an open invitation to attend any and all Governors’ meetings (with 
the exception of the Nominations Committee) and the Chair/NEDs 
attend every sub-group meeting to provide briefings/updates on key 
issues.  On request, Directors will also attend any meeting by 
invitation to provide information on new issues and/or briefings on 
any specific issues of interest.  Additionally, Non-Executive Directors 
have made a commitment to increase attendance at Governors’ 
meetings. 

Public Board papers and Council 
of Governors’ general meeting 
papers and sub-group minutes 
(available on website or on 
request from Sec to Board; copies 
held on central folder at Trust HQ 
– SMT/CoG/meetings) 

E.1.4 The board of directors should ensure that the NHS 
foundation trust provides effective mechanisms for 
communication between governors and members from 
its constituencies. Contact procedures for members that 
wish to communicate with governors and/or directors 
should be made clearly available to members on the 
NHS foundation trust’s website and in the annual report 

 
 Contact procedures for members to be publicly available 

(on website or on request). 

COMPLIANT 
Regular communications are supported by Barnsley Hospital News 
(quarterly newsletter).  Details of Governors and contact points are 
also featured in the annual report, on posters across the site and on 
the Trust’s website 
Contact details for the Board of Directors are also available – via the 
Annual report and website 

Barnsley Hospital News (quarterly 
publication to all members) 
Governors’ posters (near most 
main entrances on site) 
Trust’s website 
Annual Report & Accounts 

E.1.5 The board of directors should state in the annual report 
the steps they have taken to ensure that the members of 
the board, and in particular the non-executive directors, 
develop an understanding of the views of governors and 
members about the NHS foundation trust, for example 
through attendance at meetings of the council of 
governors, direct face-to-face contact, surveys of 
members opinions. 

 Specific statement required. 

COMPLIANT – current practice 
Also reflected in earlier notes above regarding liaison and exchange 
of information between Board and Governors 
 

Annual Report & Accounts 
Records of attendance at 
governors meetings (general and 
sub-group) – available on 
website. 
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CODE PROVISION 
& Disclosure Requirement  

(per Schedule A to the Code) 
BOARD RESPONSE 

Cross reference / 
 supporting documents  

E.1.6 The board of directors should monitor how 
representative the NHS foundation trust’s membership 
is and the level and effectiveness of member 
engagement. This information should be used to review 
the trust’s membership strategy, taking into account any 
emerging best practice from the sector 

 Specific statement required. 

COMPLIANT 
Further supported by appointment of membership manager 
(February 2014) in response to governors’ request and outsourcing 
of database, supporting scrutiny of membership composition more 
easily. 

Governors and Membership 
Strategies (reviewed by 
Governors annually).  Available 
from Council of Governors’ 
meeting papers on the Trust’s 
website and on request from Sec 
to Board. 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

E.1.7 The board of directors must make board meetings and 
the annual meeting open to the public.  The trust’s 
constitution may provide for members of the public to be 
excluded from a meeting for special reasons. 

COMPLIANT 
As evidenced from conduct of  monthly board meetings and annual 
meeting (latest date = September 2014) 
Exclusions permitted under the Trust’s Constitution and Standing 
Orders and reflected in agendas where appropriate. 
 

Notices of meetings posted on 
website and on site. 
Trust’s Constitution and Standing 
orders available on website and 
on request from Sec to Board 
(held on central file: 
SMT/governance/documents and 
Monitor/constitution review) 

E.1.8 The trust must hold annual members’ meetings.  At least 
one of the directors must present the trust’s annual 
report and accounts, and any report of the auditor on the 
accounts, to members at this meeting. 

COMPLIANT 
As evidenced from latest annual meeting (September 2014) 

Minutes of annual meeting 
available via Council of 
Governors and Board papers on 
website and on request from Sec 
to Board 
(held on central file: 
SMT/CoG/Meetings and 
SMT/Board/Meetings) 
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PRINCIPLE  - E.2: CO-OPERATION WITH THIRD PARTIES WITH ROLES IN RELATIONS TO FOUNDATION TRUSTS 
 
Main principle 
E.2.a The board of directors is responsible for ensuring that the NHS foundation trust co-operates with other NHS bodies, local authorities and other relevant organisations 

with an interest in the local health economy 
 
Supporting Principles 
E.2.b The board of directors should enter a dialogue at an appropriate level with a range of third party organisations with roles in relation to NHS foundation trusts based on 

the mutual understanding of objectives. 
 

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

 supporting documents  
E.2.1 The board of directors should be clear as to the specific 

third party bodies in relation to which the NHS 
foundation trust has a duty to co-operate  
The board of  directors should be clear of the form and 
scope of the co-operation required with each of these 
bodies in order to discharge their statutory duties 

COMPLIANT  
Per published national guidance 
 

 
Guidance as published by  
Monitor, Department of Health, Care 
Quality Commission, NHS England 
 

.G.2.2 The board of directors should ensure that effective 
mechanisms are in place to co-operate with relevant 
third party bodies and that collaborative and productive 
relationships are maintained with relevant stakeholder 
bodies at appropriate levels of seniority as required. 
Periodically, the board should review the effectiveness 
of these processes and relationships and take steps to 
improve them.  

COMPLIANT 
Annual Report & Accounts 
Register of Visits held centrally – 
(available via the Sec to the Board) 
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SUBJECT: CHAIRMAN’S REPORT 

DATE: APRIL 2015  

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? 

Tick all applicable boxes 
 Patients   BCCG   Other – 
 Staff   BMBC  Please state: 

  Governors   Monitor  

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

Tick all applicable boxes 
 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? 

Tick all applicable boxes 
 Yes • Has this report (in draft or during 

development) been reviewed and 
supported by any Board or Exec 
committee within the Trust? 

 Audit 
 Not Applicable  Finance & Performance 

 To be 
developed 

 Quality & Governance 
 ET 

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

 

• 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: 
“To be the best integrated healthcare organisation of choice for our local communities and beyond” 
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Subject: CHAIRMAN’S REPORT Ref: 15/04/P-15 
 
 
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. TRUST POSITION 

2.1 As is reported in other papers in this Board meeting, our turnaround plan continues to 
progress and we continue to deliver ahead of plan.   

2.2 We must continue to give confidence to the population of Barnsley and our key 
stakeholders that care will not be compromised and we will turn this current situation 
around. I will keep reiterating this message as I think it should be constantly in 
people’s minds. Whilst we are bringing about our return to stability, we must not 
compromise on quality of care and patient safety.   
 

3. COUNCIL OF GOVERNORS 

3.1 Council of Governors had a Finance and Performance meeting in March, where the 
major discussion was about the Trust performance and within that a discussion on 
HSMR, which resulted in a suggested training session for Governors on the subject.  

3.2 On 5th March we held an extraordinary meeting of the Council of Governors to 
consider the recommendation of the Nominations Committee to appoint Nicholas 
Mapstone and Rosalyn Moore as Non Executive Directors. Council of Governors 
resolved to accept the recommendation.  
 

4. NEWS & EVENTS 
4.1 On 4 March I represented the Trust at the One Barnsley Board meeting where I 

presented a report on the local purchasing done by partners. 
4.2 On 18th March I went on a refresher training course for company Chairman delivered 

by the Institute of Directors. The training was very useful reaffirming most of my 
knowledge but also updating it. 

4.3 19th March I attended the NHS Providers Chairs and CEO network meeting in 
London, and heard presentations from Monitor and the Care Quality Commission, our 
regulators.  The most valuable part of the day, however, is the update from the CEO 
of NHS Providers giving his take on what is happening in the sector. The slides from 
this meeting are appended to this report. 

5. BARNSLEY HOSPITAL CHARITY  

5.1 The new means of giving to the Charity by text has seen an increase in use recently, 
which is welcome.    

5.2 The Tiny Hearts Appeal continues to grow. 
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5.3 The year end donation totals for 2014/15 will be reported next month.   

5.4 The Charity’s next major event is the Rainbow Run, to be held at Locke Park on 
Sunday 17th May. 

 
 
 
Stephen Wragg 
CHAIRMAN 
April 2015 
 
 
 
Appendices: 
 

• Appendix 1 – CQC Update, March 2015 
• Appendix 2 – NHS Providers Policy Update, March 2015  
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David Behan
NHS Providers, 19 March 2015

An 
update 
from 
CQC

Our purpose and role

Our purpose
We make sure health and social care 
services provide people with safe, effective, 
compassionate, high-quality care and we 
encourage care services to improve

Our role
We monitor, inspect and regulate services to 
make sure they meet fundamental standards 
of quality and safety and we publish what we 
find, including performance ratings to help 
people choose care

What we are trying to achieve

Inadequate Requires 
improvement

Good Outstanding

More providers are 
delivering Good and 
Outstanding Care

Eradication of the 
inadequate care 

through 
improvement or 

market exit

Forcing improvement – using hard 
levers of enforcement and registration 

Encouraging improvement – using soft levers of information, ratings, system 
overview etc

Services in the 
market (%)

The five key questions we ask

Is it Safe?

Is it Effective?

Is it Caring?

Is it Responsive?

Is it Well-led?

Findings since January 2015

Hospitals

1 
Outstanding

47          
Good

78 Requires 
Improvement

8   
Inadequate

Adult Social 
Care 

services
18 

Outstanding

1010       
Good

487 Requires 
Improvement

134 
Inadequate

Primary 
medical 
services

11 
Outstanding

295        
Good

38 Requires 
Improvement

9   
Inadequate

A new approach
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NHS trusts What have we done so far?

• Over half of acute trusts have been inspected

• Around 30% of mental health trusts

• Over 50% of standalone Community Health services, and several 
which are managed by acute or MH trusts

• 2 out of 10 large ambulance trusts

• Inspections of independent sector hospitals have been piloted

Variation

• The degree of variation between the best and the worst is large 
and unacceptable

• There is variation

• Between trusts

• Between services within a trust

• Within individual services (e.g. one ward may be inadequate, 
while others are functioning well)

Frimley Park NHS Foundation Trust

Safe Effective Caring Responsive Well‐led Overall

Accident and 
emergency

Outstanding
Inspected but 
not rated

Good Outstanding Outstanding Outstanding

Medical care 
(including older 
people's care)

Good Good Outstanding Outstanding Outstanding Outstanding

Surgery Good Good Good Outstanding Outstanding Outstanding

Intensive / critical 
care

Outstanding Good Outstanding Good Outstanding Outstanding

Maternity and 
family planning

Good Good Good Good Good Good

Services for 
children and 
young people

Requires 
Improvement

Good Outstanding Good Good Good

End of life care Good Outstanding Outstanding Outstanding Outstanding Outstanding

Outpatients Good
Inspected but 
not rated

Good Outstanding Good Good

Overall Good Good Outstanding Outstanding Outstanding Outstanding

Wexham Park Hospital

Safe Effective Caring Responsive Well-led Overall

Accident and 
emergency

Requires 
Improvement 

Inspected but not 
rated

Requires 
Improvement Inadequate Requires 

Improvement 
Requires 

Improvement 

Medical care 
(including older 
people's care)

Inadequate Requires 
Improvement 

Requires 
Improvement Inadequate Requires 

Improvement Inadequate

Surgery Inadequate Good Requires 
Improvement Inadequate Inadequate Inadequate

Intensive / critical 
care Good Good Good Requires 

Improvement Good Good

Maternity and family 
planning Inadequate Requires 

Improvement 
Requires 

Improvement 
Requires 

Improvement Inadequate Inadequate

Services for children 
and young people Good Good Good Good Good Good

End of life care Requires 
Improvement Good Good Requires 

Improvement Good Requires 
Improvement 

Outpatients Requires 
Improvement 

Inspected but not 
rated Good Inadequate Requires 

Improvement 
Requires 

Improvement 

Overall Inadequate Requires 
Improvement 

Requires 
Improvement Inadequate Inadequate Inadequate

NHS trusts

93%

6%

69%

21%
10%

67%

32%

55%

40%
5%

1%

1%

40%

54%

6%



10/04/2015

3

Ratings – Overall trust ratings map

This map shows the geographical 
distribution of trusts with overall ratings. 
Trusts with no rating are shown as open 
black circles. 

The decision to inspect a large number of 
IM Band 1 trusts in the first waves means 
that we may expect a higher proportion of 
Good trusts in currently uninspected sites 
(open black circles). 

A cluster of Good and Outstanding 
ratings exists in London, Surrey and 
Oxfordshire. The other good ratings are 
in Nuneaton, Sheffield and Aintree. 
This map can be updated periodically as 
more trusts are rated.

NHS trusts

November 2014

NHS trusts

• Wide variation, from outstanding to 
inadequate

• A&E and medical care of most concern:

- A&E often overcrowded with long 
waits - often caused by issues down 
the line

- Medical wards sometimes good 
except 1 or 2 ‘worry wards’ – eg. for 
older people, or escalation wards

• Critical care and services for children 
and young people generally good

• Outpatients frequently poorly organised 
and managed

What we are trying to achieve

0% 50% 100%

The standards and
guidance have helped
us to improve quality in

our service

The inspection team
provided clear

information about the
inspection process

The inspection report
provided info that helps

us take action to
improve our service

The inspection visit
helped us to reflect on
how we could improve

% agree or strongly
agree

% who do not agree or
did not know

Being outstanding is possible: 
Frimley Park

‘Clear mantra that staff worked for
Frimley not at Frimley’
‘Services changed…through feedback 
or working with the community’
‘Staff reported feeling empowered to 
develop their own solutions’

‘A&E was redesigned… including specific dementia-
friendly areas’
‘Joint working between elderly care physicians and 
A&E led to improved patient experience’
‘Drive to increase incident reporting by all staff, 
especially medical staff’
‘Joint working with specialist providers allowed patients 
to attend outpatient clinics closer to their home’

www.cqc.org.uk
enquiries@cqc.org.uk
@CareQualityComm

David Behan
Chief Executive

Thank you
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CHAIRS AND CHIEF 
EXCECUTIVES NETWORK

POLICY UPDATE

Chris Hopson 
Chief Executive, NHS 

Providers

19 March 2015

What will we cover?

• Strategic direction, money, new Government

• Pause for table discussion and questions

• Four specific issues (regulation, Devo Manc, 
specialised commissioning, WRES) and NHS Providers 
update

Deliberately sector generic slides

What’s changed since we last met in December?

• Mix of increased demand / acuity; staffing vacancies / agency 
cost; primary care overload / deterioration  and impact of 
social care funding reductions

• A difficult Winter with performance targets missed across the 
board and worsening pressure in community and mental health

• A significant further deterioration in provider finances in Q3, 
expected in Q4 and significantly worsening in 2015/16

• Yetmore regulatory intervention in response to the strategic 
deterioration

• A deeply unsatisfactory 2015/16 tariff round with the gap 
between providers and NHS system leaders widening rapidly

• Five Year Forward View implementation seriously beginning
• General Election on near horizon ‐ the dominant prism through 

everything is currently viewed

Overall mood music last time – a duality

Seriously under the cosh on demand, money, performance 
and regulatory overreach…

…but at least we now have a top level five year forward view we can 
all align behind, however difficult its delivery will be.

1. Left Right or Right Left Thinking

2020

Current situation

5YFV Vision

2015

Left Right Thinking

Start from where 
we are and work 

forward
Focus on delivery

5YFV distraction 
when looking at 
scale of current 

delivery challenge

Honesty & realism 
about where we 
are and what can 
be delivered when
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Right Left Thinking

Start from 5YFV 
vision and work 

backwards

Focus on 
transformation

Just delivering 
within existing 

model 
unsustainable

Ambition and 
passion for 

transformation is 
what counts

The dangers of each approach

Dangers of left to 
right

• Pessimism bias
• Ignoring strategic 
importance of 
transformation

• Getting trapped in the 
unsustainable existing 
model 

Dangers of right to 
left

• Optimism bias
• Wishful thinking about 
how much can be 
delivered how quickly

• Ignoring severity of 
where we currently are

• Minimising scale of 
forward operational 
challenge

“Away with the fairies”“Irretrievably stuck in today”

Finding the right balance

STABILISE 
AND 

TRANSFORM
• Requirement to deliver both
• Question is how to balance what could easily be competing demands: 

e.g. for funding
• And ensure provider sector is supported, enabled and facilitated to 

deliver both, given much much larger size of task

2. Is strategic deterioration now out of control?

Rolling stones 
gather no moss

Money

• Overall deficit
• % age providers in deficit
• Cross sector deficits
• Using up FT cash reserves 

/ cash support required
• Comparison to 2004‐6
Performance

• Winter 2015/16 versus 
winter 2014/15

• RTT

• Pressure in community 
and mental health

• Ambulance targets

What will we cover?

Strategic direction

Money

New Government

Table discussion / dialogue

Four specific issues

NHS Providers update

1

2

3

4

5

6

What will we cover?

Strategic direction

Money

New Government

Table discussion / dialogue

Four specific issues

NHS Providers update

1

2

3

4

5

6
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NHS 5YFV: The Strategic Compass

OVERALL STANCE / APPROACH
• “A compass, not a map”
• “A view that recognises we don’t know what the money 

will look like so it will be about putting choices on the 
table, not the final word.”

• NHS has to change: we can’t carry on as we are
• New national / local relationship needed

PRIORITIES
• Getting serious about prevention
• Moving to new care models
• Closing the financial gap through a mixture of NHS savings 

and extra funding
• Workforce
• Technology

IMPLEMENTATION UNDER WAY
• Overall governance: 6 ALBs; 6 ALBs plus; patients and VCS
• Planning guidance positioning
• Workstreams and Boards on new care models; workforce; 

prevention; money; engaging patients and communities; 
technology; quality

NHS 5YFV Implementation: Progress Report

• Framework established and vanguards launched – good start; new way of working with right 
national / local relationship established; needs clarity on how to move beyond the vanguard / 
challenged health economy bookends 

New models of care

• Nine months late and dangerously out of synch with new Government Spending Review – high risk 
of arbitrary, unrealistic, national solution on £22 billion efficiency savings being imposed.  

Money and closing the £30 billion 2020 gap

•Recognition serious work needed to make money balance over next Parliament but not yet clear 
how to achieve (unit costs, contract reform or staff numbers); need to address workforce shortages 
and workforce for new care models

Workforce

• Starting with diabetes and healthy NHS workforce; danger of following traditional public health as 
opposed to entire sector mobilising model;  

Prevention

• Lots of good nationally driven ideas; little local input; danger of lack of realism on local deliverability 
– needs realistic, funded, investment plan and delivery timeline

Technology

•POSITIVES: NHS takes control of own strategic direction; degree of alignment behind vision across 
NHS and politicians

•NEGATIVES: taking too long to get to implementation; what does it mean on ground; is commitment 
to new national / local real; getting 6 ALBs and DH aligned; no overarching narrative to get from 
vision to delivery; how is this really aligned to what’s actually happening on the ground?

General observations

5YFV New Care Models Work Underway

• Multi‐agency support for people in care homes & to help people stay at home 
• Using new technologies and telemedicine for specialist input 
• Support for patients to die in their place of choice 

Enhanced health in 
care homes 

• Strong focus on horizontal integration across hospitals
• Coordinated care for patients with long‐term conditions 
• Targeting specific areas of interest, such as elective surgery 
• JVs, networks, service line franchises and chains/groups

New approaches to 
hospital care 

TO COME

• Integrated primary, hospital and mental health services working as a single 
vertically integrated network or organisation 

• Sharing the risk for the health of a defined population
• Flexible use of workforce and wider community assets 

Integrated primary and 
acute care systems 

• Blending primary care and specialist services in one organisation
• Multidisciplinary teams providing services in the community 
• Identifying the patients who will benefit most, across population >30,000
• Strong focus on vertical integration

Multispecialty 
Community Providers 

NHS England

Lens 1 – New Care Models

5YFV Vanguards – applications and approvals
• Objective: identify and hot house replicable new care 

models using a new model of change
• Prize: Access to £200 million transformation fund and 

tailored national support to develop local health and care 
services to keep people well, and bring home care, mental 
health and community nursing, GP services and hospitals 
together

• New type selection process: peers, patients, local 
government and third sector

• New type support needs identification: deep dive 
bespoking

• New type replicability: emphasis on knowledge 
systematisation, product creation and transmission and 
then building communities of practice and interest

• New type pace
• What if you aren’t selected?

5YFV New Care Models Work Underway
Lens 2 – Distribution curve

Success regime for 10‐
20? challenged health 

economies

29 vanguards developing 
replicable new care 

models

What’s the plan for the 
very large middle?

“Bookends”

Good stuff is good stuff, whatever you call it

Forerunner

Vanguard

Pioneer

Pathfinder

Demonstrator site

Early adopter

7 day services

Integrated care

5 Year Forward View

Dalton Review

5 Year Forward View

Mutuals progamme
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David Bennett, CEO Monitor

But is the management bandwidth there?

It is one of my biggest 
concerns. There is not 
enough management 
bandwidth in these 
organisations to deal with 
the day‐to‐day needs, such 
as driving their efficiency 
agenda, hitting their A and E 
targets and all the other 
things they have to do, and 
at the same time planning 
and starting to make this 
more transformational 
change. 

Provider leadership roles increasingly challenging

Takes hairdryer treatment

Delivers surpluses

Keeps the show on the road

Runs a tight ship

NHS Senior 
Leaders in the 

SHA days

Delivers targets

Needs to be a system leader

Delivers breakeven

Show on the road + Transformation

Runs tight ship & co‐leads local fleet

NHS Senior 
Leaders in the 
new system

Delivers targets and outcomes
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A simple equation on finances

Increasing provider 
sector deficit

(both size of the deficit 
and number of providers 

in deficit)

Increasing provider 
sector deficit

(both size of the deficit 
and number of providers 

in deficit)

Growth in activity is 
higher than  plan

Increase in bank, 
agency and locum 
staff over plan

CIPs under 
delivered (‘we are 
snapping pencils in 

½’)

Tariff efficiency

Rapidly increasing provider sector financial deficit
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sector 
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deficit (£m)

Monitor, TDA figures and NHS Providers informed estimates

2015/16 est2014/15 est2013/142012/13

With deficits increasingly widespread
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Number of 
providers 
in deficit

Just under 60% of the provider sector and 75% 
of all acute hospitals in deficit at Q2 2014/15.

HMT worried about potential behavioural
change – when size and presence of deficits 
don’t matter. 

But ‘financial stewardship is deep in our DNA’ 
(MH FT CEO)

Just under 60% of the provider sector and 75% 
of all acute hospitals in deficit at Q2 2014/15.

HMT worried about potential behavioural
change – when size and presence of deficits 
don’t matter. 

But ‘financial stewardship is deep in our DNA’ 
(MH FT CEO)

Monitor, TDA figures
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Circle and Hinchingbrooke

“After considerable thought and 
with great regret we have 
concluded that Circle’s 
involvement in Hinchingbrooke
does not have a sustainable 
future in its existing form.

Unprecedented [accident and 
emergency] attendances, 
insufficient bed spaces for 
demand and a 10.1 per cent 
funding cut in the past year are 
factors in the decision”

BBC News, HSJ

National Tariff 2015/16 ETO v DTR

Enhanced Tariff Option (ETO)

• Efficiency factor 3.8% to 3.5%
• MRET 30% to 70%
• Specialised MR 50% to 70%
• Access to MH access targets 

0.35% uplift

Extra £500m compared to 
original statutory proposals 
(though £170m of that is 
because specialised growth 
higher than expected)

Enhanced Tariff Option (ETO)

• Efficiency factor 3.8% to 3.5%
• MRET 30% to 70%
• Specialised MR 50% to 70%
• Access to MH access targets 

0.35% uplift

Extra £500m compared to 
original statutory proposals 
(though £170m of that is 
because specialised growth 
higher than expected)

Default Tariff Rollover (DTR)

• No efficiency factor for nat. 
prices (unless QIPPed)

• No specialised marginal rate
• No CQUIN, No MH uplift, No 

change to MRET

‘Providers on DTR not be 
contributing proportionately to 
shared NHS‐wide efficiency goals 
and ineligible for discretionary 
payments, including CQUIN’

Default Tariff Rollover (DTR)

• No efficiency factor for nat. 
prices (unless QIPPed)

• No specialised marginal rate
• No CQUIN, No MH uplift, No 

change to MRET

‘Providers on DTR not be 
contributing proportionately to 
shared NHS‐wide efficiency goals 
and ineligible for discretionary 
payments, including CQUIN’

87% of providers87% of providers 13% of providers13% of providers

• Group of large trusts unwilling to make a choice as both choices undeliverable 
• Placed on DTR and NHSE have said they will withdraw CQUIN

• Affected providers currently assessing legality of process
• Dialogue ongoing: NHSE & Monitor say any changes to main tariff planks  apply to all providers

National Tariff 2015/16: one more chapter?

• New Government offers potential for 
one more go at 2015/16

• Emerging approach:
o Gather 2015/16 plans including 

provider financial deficits and 
performance delivery trajectory

o Open book show – what do you 
want to do next?

• Answer will depend on:
o How much extra money there is
o How much for NHS
o How it should be spent on NHS

• 2015/16 business planning therefore 
vital:

o 2014/15 optimism bias?
o 2015/16 pessimism bias?10 days in

More money for NHS: perspectives

Trust Boards: plug the financial gap Treasury: the NHS Money Pit

NHS England: fund 
transformation

Pump prime the £22 
billion savings

20,000 nurses
8,000 GPs

3,000 midwives
5,000 homecare workers

Labour: a lot more 
NHS staff

National Tariff: Lessons Learnt

Legislation not fit for 
purpose

•Number one on the list 
for legislative change

•Centrifugal force will be 
to let centre decide 
without hassle of 
consulting local

• Therefore strong danger 
of providers losing their 
voice and input

Importance of NHS 
system leadership / 
provider 
collaboration

•No rabbits out of hats 
please: specialist 
commissioning marginal 
rate and ETO / DTR 

•Data, evidence base and 
genuine collaborative 
work on options

Think through 
approach for provider 
sector as finances get 
even tighter

•We can unite around 
case for a bigger cake

•We can be divided if we 
are arguing about 
shares of a fixed cake

• Tariff focusses on slice 
of acute activity; danger 
that better tariff = less 
for community, mental 
health and primary care

How and when we 
oppose if no change

• Turn tariff screw and 
hope for best not 
sustainable

•Acceptance across NHS 
system leaders patchy

• Little obvious realistic 
work going on to avoid 
a continuation of 
approach for 2016/17

• If tariff objection was 
“no more, 
undeliverable”, what 
next if approach 
continues?

NHS Money: How Do We Balance Strong Cases?

• Develop 111
• Mobile treatment to 
prevent acute admission

• Integration hubs
• Target delivery

• The pivot to move care 
closer to home

• Historic underinvestment

• Better outcomes at lower 
unit cost

• Alignment with strategic 
direction of travel

• Return on investment

• Mismatch between 
disease prevalence and 
current funding 

• New targets delivery
• Driving lower public 
spending elsewhere e.g. 
DWP

• The centrifugal force of 
the tariff and PBR

• The pull of the public 
targets

• Research and innovation 
to drive GDP

• Funding front door A &E
• Growing costs of top end 
complex care

Acute care Mental 
health

Ambulance 
service

Community 
care

Acute:
• Tertiary
• DGH
• Specialist
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New Government: What Will NHS Look Like?

Alignment behind 5 
Year Forward View 
Vision & need for 
transformation

NHS finances and 
performance in freefall
and no obvious strategy 

to stabilise

A few good early steps 
to start delivering 5YFV 

vision

Five year £30 billion 
gap with no efficiency 
strategy and more 
austerity needed

No 5YFV 
implementation plan 

and narrative

A dysfunctional looking 
NHS system leadership 
structure minus Flory 

and Douglas

Damaged NHS 
credibility with centre 

of Government

Providers in Mexican 
stand off with NHS 
system leaders 

Social care under real 
pressure and likely 
austerity target

The task for the next parliament

THE SYSTEM PERSPECTIVE  

* Stabilise the system and get 
money and perfomance back on 

track

* Transform the system

THE PROVIDER PERSPECTIVE 

* Keep operational ship upright
* Find completely new way to 
deliver share of £22bn savings
* Co‐lead your local health and 

social economy and your 
institution’s journey to new 

models of care 

B
ETTER

 P
A

TIEN
T

C
A

R
E

Pressure for return to command & control

Stand back monitoring doesn’t work when 
most are missing money and performance 

targets. Re‐establish clear provider 
accountability by giving arms length bodies 

the levers they need

Provider freedom is a good model for times 
for plenty but not when you need to squeeze 

every ounce of performance out of the 
system: need a wartime governance 

structure

Intervention needed to sort out challenged 
health and social economies once and for all; 
and to referee / force those local economies 

unable to change by themselves

Differential performance on RTT delivery 
between FTs and trusts shows power of grip 

and whip

Command 
and control

• Reassert Ministerial control
• Exempt NHS from procurement and competition

“An incoming government could not, in our view, secure formal exemptions for the NHS from EU 
procurement or competition rules…To achieve this would require a major shift against the direction 
of government policy over at least the past 15 years, bringing foundation trusts firmly back under 

the direct control of government”. Kings Fund March 2015 

Our guess at other top issues

Monitor / 
TDA merger

Pan local 
health and 
social care 
economy 
referee

Change 
NHS 

England 
into less of 
an ALB 

New earlier 
intervention 
regime for 
provider 
failure

Amend 
tariff 

objection  
mechanism

Private 
Patient 

Income cap 
[Labour]

Ring 
fencing 

social care

Workforce 
decisions: 

pay, contract 
reform and 
numbers

NHS Providers activity

• Our manifesto of what is required to enable providers to carry delivering 
outstanding care

Programme for New Parliament

• Analysing what parties are saying; assessing how we can help and what risk is; 
factoring into lobbying and briefing

Manifesto analysis

• A public document drawing on Programme for New Parliament but going into 
a lot more detail on key issues we know will be on new Ministers’ agenda

Our Briefing for new Ministers

• Series of detailed meetings – in greatest depth with Labour. 
Behind the scenes meetings

• Understanding and influencing what Department and ALBs will be saying to 
new Ministers 

Talking to the Department / ALBs

• Stepping up contact with peers
• Identifying likely areas of focus

Early preparation for legislation
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What will we cover?

Regulation Devo Manc

Specialised 
commissioning

Workforce 
Race Equality 
Standard

What will we cover?

Regulation Devo Manc

Specialised 
commissioning

Workforce 
Race Equality 
Standard

Talk of more risk‐based regulatory intervention

Minor concern- monthly monitoring

Quarterly monitoring

Regulatory implications

High risk – possible licence breach & 
investigation

Medium risk – potential licence 
breach & Investigation

Medium risk but no immediate 
concerns

Risk rating

4

2

1

3

2*

Which is what you say you want to see

NHS Providers Regulation Survey (Jan 2015)
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But the current reality is…

Recent Monitor regulatory notices

 Special measures 
 Investigations
 Performance management 

And moves into development from regulators

Strategy 
toolkits

Contingency 
planning 
teams

ECIST
Restructuring 

& 5YFV

“We will not require them to 
access any of these capabilities 
unless they are in breach of their 
licence although, of course, we 
would hope that any well‐
governed trust would be actively 
looking to secure support where 
they need it.” 
(David Bennett, Monitor CEO) 

NHS Trust Chief 
Executive

NHS Trust Chief 
Executive

What would help?

“I get lots of attention, but not enough support 
from the centre. What would help?
• Transformation funding, not ‘keep my head 

above water’ payments
• Loosening the relentless downward 

regulatory pressure that takes up my board’s 
time

• National air cover for difficult changes we 
have to take

• Leadership development, including nurturing 
a collective leadership ethos in the LHE”

What will we cover?

Regulation Devo Manc

Specialised 
commissioning

Workforce 
Race Equality 
Standard

DevoManc: £6bn H&SC budget devolved to GM DevoManc: implications for other cities

• Local Authorities ‐ social care and 
public health

• CCGs – primary and secondary care
• NHS England ‐ primary and specialised 

care

Partnership board supported by:
• Joint commissioning board with 10  

LAs, 12 CCGs and NHS England
• Provider Forum

Local authorities
CCGs

NHS England

Greater 
Manchester 

Strategic Health 
and Social Care 
Partnership 

Board 
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DevoManc: Some considerations

Total Place + 
Super BCF

Multi‐annual 
funding?

Culture clash

Atomised 
commissioning

Legal basis
Means‐tested 
& free at point 

of use

Soft ring‐
fences

Complicated 
governance & 
2017 Mayor

Unit of 
regulation

Will it help deliver this ‐ the acid test?

What will we cover?

Regulation Devo Manc

Specialised 
commissioning

Workforce 
Race Equality 
Standard

Specialised services: what’s going on?

Is this a deliberate fight 
with the largest 

specialised providers?

Is this just solve the 
budget headache?

What is happening with 
centralisation of sevices? 
And how will impact be 

managed?

What will the impact of 
marginal rate be?

Pay for innovation (3D 
heart printing); pay or 

difficulty; pay for 
demand?

Where is the honest and 
realistic commissioner led 
decision on how much to 
commission matchded to 

available money?

Out of area referrals must 
be accepted even if the 

‘the hotel is full’

Where’s the evidence base 
and where’s the provider 

engagement? 

Pass‐through drug costs: 
heads I win, tails you lose

What will we cover?

Regulation Devo Manc

Specialised 
commissioning

Workforce 
Race Equality 
Standard

Workforce race equality standard

• Workforce Race Equality Standard (WRES) contains 9 indicators to help 
boards understand, monitor and demonstrate improvement of race 
equality, including:

• Relative likelihood of BME staff being appointed from shortlisting 
• Is the Board broadly representative of the population they serve?

• Mandated in 2015/16 standard contract
• Included in CQC, TDA and Monitor well‐led domain from 2016/17
• NHS Equality Delivery System (EDS2) will also become mandatory

NHS Providers role
• Work with providers and experts in the field to find good practice to 

support members
• Ensure the approach to implementation focuses on supporting board to 

use the WRES creatively to meet local priorities, rather than relying 
heavily on compliance and sanctions

• Input into development of the wider equalities agenda including sexual 
orientation, disability and gender

• Workforce Race Equality Standard (WRES) contains 9 indicators to help 
boards understand, monitor and demonstrate improvement of race 
equality, including:

• Relative likelihood of BME staff being appointed from shortlisting 
• Is the Board broadly representative of the population they serve?

• Mandated in 2015/16 standard contract
• Included in CQC, TDA and Monitor well‐led domain from 2016/17
• NHS Equality Delivery System (EDS2) will also become mandatory

NHS Providers role
• Work with providers and experts in the field to find good practice to 

support members
• Ensure the approach to implementation focuses on supporting board to 

use the WRES creatively to meet local priorities, rather than relying 
heavily on compliance and sanctions

• Input into development of the wider equalities agenda including sexual 
orientation, disability and gender

The evidence is clear that treating all healthcare staff fairly and with respect 
is good for patient care (Roger Kline, Middlesex University)
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What will we cover?

Strategic direction

Money

New Government

Table discussion / dialogue

Four specific issues

NHS Providers update

1

2

3

4

5

6

How is NHS Providers doing?

Thank you for your feedback and support We want to do more for you, and on your behalf

These survey results are encouraging but there is more we can do to help 
you survive and thrive in challenging and changing times

2015/16 Subscription Letter – arriving shortly!

Core subscription
• Original plan was to double subscriptions over three years
• Recognise changed financial environment

• Extra investment last year has enabled much richer service and higher impact

• Board agreed small increase for 2015/16 to fund increased public affairs presence (new 
Government); influencing 5YFV implementation; improving digital presence

• Increased service also partly funded by identifying £250k savings / efficiencies
• 2015/16 rise: £300 / £350 / £375 / £400 and full introduction of new £800m+ turnover band

Governors and FTGA acquisition
• Old FTGA model: 85 FTs (declining) paid £3,300 per year
• On acquisition, commitment to provide an appropriate service to all FT governors
• 2015/16 governor offer will include: free governor conference; enhanced briefing service; 
range of publications; governor enquiry service; dedicated member of our staff

• Intention is to wrap core governor service into FT member subscription from 2016/17
• But will charge separately, on pure cost recovery basis, to all FTs at £750 per FT in 2015/16
• Trusts with shadow governors can also receive service at £750.

What we haven’t talked about

CQC inspections Rose review Special measures

U&EC review 7DS
Workforce and 

HEE/LETB

CNST premia
Francis and 

whistleblowers

FOMI / Duty of 
candour / Fit and 
proper persons 

etc.
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/04/P16 
 

SUBJECT: CHIEF EXECUTIVE’S REPORT 

DATE: APRIL 2015  

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  

To report particular events, meetings or publications that the Chief Executive would like to 
bring to the Board’s attention. 

KEY POINTS 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?  

• Has this report considered the 
following stakeholders? 

Tick all applicable boxes 
 Patients   BCCG   Other – 
 Staff   BMBC  Please state: 

  Governors   Monitor  

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

Tick all applicable boxes 
 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? 

Tick all applicable boxes 
 Yes • Has this report (in draft or during 

development) been reviewed and 
supported by any Board or Exec 
committee within the Trust? 

 Audit 
 Not Applicable  Finance & Performance 

 To be 
developed 

 Quality & Governance 
 ET 

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

 

• 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: 
“To be the best integrated healthcare organisation of choice for our local communities and beyond” 
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Subject: CHIEF EXECUTIVE’S REPORT Ref: 15/04/P16 

 
 

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. ROYAL COLLEGE OF MIDWIFERY AWARDS 

2.1 Sarah Stables, a midwife at the Trust, has won the prestigious 2015 Royal College of 
Midwifery’s (RCM) Philips AVENT National Award for Innovation in Midwifery. 

2.2 Sarah used the social networking site Facebook to create “Wardbook,” which is used 
by midwifery staff at the hospital to communicate important messages across the busy 
department. 

2.3 Awarded by the RCM, the private group is now used by over 120 members, including 
the Trust’s Head of Midwifery, Specialist Midwives, Supervisor of Midwives, University 
Link Lecturers, Ward Managers and Community Midwives. It is also open to Student 
Midwives, Support Workers and staff who may be on maternity or sick leave. 

2.4 Wardbook takes advantage of its Facebook setting, linking to staff members’ personal 
accounts and is easily accessible on mobile devices.  Each week the Head of 
Midwifery writes a departmental update which gives staff the opportunity to feedback 
in real-time.  The Wardbook is used as a virtual notice board and is easy, efficient and, 
most importantly, open to all to use. 

2.5 This is a great achievement for Sarah and the midwifery department as a whole for 
winning this award in innovation.  Better communication by staff leads to better patient 
care, and using a social media tool such as Wardbook is an inventive and modern 
step forward for the Trust and it is fantastic to be recognised in this way. 

3. ISS CHEF OF THE YEAR COMPETITION 
3.1 Anita Yoxall, Chef at the Trust’s in-house eatery, Beckett’s Restaurant reached the 

final of the ISS Chef of the Year Competition and was awarded the Best Food Hygiene 
Award.   

3.2 The awards are held annually and hosted by ISS and are an opportunity to showcase 
the abilities of the organisation’s chefs who work in a number of public service 
settings. 

3.3 This is a fantastic accolade for Anita and the Trust. 
4. NATIONAL NUTRIONAL AND HYDRATION WEEK 

4.1 The National Nutritional and Hydration Week was held on week commencing 16th 
March 2015.  The aim of the week was to illustrate how, by making positive changes 
to eating and drinking habits, people can improve their quality of life.  The week 
focused on providing vital advice and guidance to health professionals on the action 
that can be taken to help prevent under nutrition and dehydration.   The event 
included: 

• Patient meal sampling.  Staff and visitors were invited to sample patient meals 
between 12:00-12:30, Monday to Friday.  This was to help change people’s 
perception of “hospital food” and give everyone an opportunity to try it.  There 
was also a gluten free menu. 
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• Wednesday was National Afternoon Tea Day.  ISS kindly provided patients with 
cake to accompany tea and coffee around all wards. 

• The week saw the launch of “Butterfly Plates” for patients.  Evidence has shown 
that coloured plates and cutlery helps some patients with dementia to eat.  This 
scheme will be piloted on Wards 19 and 20.   

5. LISTENING IN ACTION 
5.1 The Trust has joined the eighth wave of NHS Pioneers of the Listening into Action 

(LiA) initiative and attended the national launch event in Birmingham on 24th March 
2015.  The LiA is an externally guided but internally driven fundamental shift in the 
way we work to empower staff to deliver better care for patients.  The Trust’s 
navigation group, led by the Chief Executive and clinical colleagues, joined six other 
trusts who have commenced the journey together and will ultimately involve every 
member of our staff in listening and action groups working in teams all united behind a 
single goal to make things better for patients. 

5.2 LiA is not another ‘initiative’; it is a fundamental shift in the way we work and lead.  
There are literally hundreds of stories about the measurable impact of LiA on quality of 
care and the patient experience.  Some of the outcomes from other trusts include: 
70% more patients out before 10am on the day of discharge, 50% reduction in time to 
recruit, 25% reduction in stay for neck of femur patients, creating a dedicated area in 
A&E for dementia patients, 60% reduction in complaints and a 50% reduction in 
paperwork on wards.  The list of fantastic patient and staff outcomes is endless. 

6. INVESTORS IN PEOPLE  
6.1 On completion of a very rigorous assessment the Trust has been awarded Bronze 

Investors in People status.  This is an outstanding achievement, meaning that the 
Trust has evidenced 65 requirements across a whole range of standards.   

6.2 Investors in People is a framework for high performance through people and is 
recognised globally as a mark of excellence.  Achieving the status at this level will 
single the Trust out as an employer of choice which we hope will give an extra boost to 
those hard to fill vacancies that the Trust continues to carry.  We know from research 
that Investors in People organisations are more profitable, sustainable and optimistic 
about the future, everything that we need to be as we continue on our turnaround 
journey. 

7. BARNSLEY INFORMATION AND COMMUNICATION TECHNOLOGY (ICT) STRATEGY 
GROUP 
7.1 The Director of ICT attended the Barnsley ICT Strategy Group on 23rd March 2015, 

which is chaired by the Chief Operating Officer of Barnsley Clinical Commissioning 
Group, Lesley Smith.  The discussions included plans for introducing network and Wifi 
access across organisations, plans for sharing data to enable patient pathways and 
prevent hospital admissions, together with the proposed roll out of Radiology order 
communications. 
 

8. WARD LEADERS CELEBRATION OF LEARNING EVENT 
8.1 Over the last twelve months the Trust’s Band 7 Lead Nurses and Midwives have been 

undergoing a leadership development programme alongside Gail Jones Associates 
and the University of Sheffield to help enhance their leadership skills. 

8.2 The Lead Nurses worked very hard to achieve as much development as they could at 
a time when workloads have been excessive. An event to celebrate and showcase 
their learning journey and service improvement projects was held on 27th March 2015. 
The event was attended by the Chief Executive and Chairman together with members 
of the Executive Team 
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8. CONSULTANT APPOINTMENTS 

8.1 I would like the Board of Directors to note the progress on the following Consultant 
appointments:- 

• The replacement post for Consultant in Orthopaedics was advertised with a closing 
date of 15th February 2015.  The department has taken the decision to plan the 
interviews for August 2015 and the applicants have been informed and asked to 
reapply in July.  The candidates will be contacted in advance to reapply.   

• The new post for Consultant in Care of the Elderly has been advertised with a 
closing date of 19th April 2015.  Shortlisting and interview dates are still to be 
confirmed. 

• The new post for Consultant in Diabetes and Endocrinology has been advertised 
with a closing date of 6th April 2015.  Shortlisting and interview dates are still to be 
confirmed. 

Diane Wake 
Chief Executive  
April 2015 
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BoD     2014: 17_ Investors in People  
 

SUBJECT: INVESTORS IN PEOPLE BRONZE AWARD   

DATE: APRIL 2015  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance √ 

For review   Governance  
For information √  Strategy √  

PREPARED BY: Theresa Rastall, Head of Learning and Development 
SPONSORED BY: Pat McLaren, Int. Director Communications and Marketing 
PRESENTED BY: Pat McLaren, Int. Director Communications and Marketing 
STRATEGIC CONTEXT  
The Trust has been recognised as an Investor in People (IiP) for a number of years, linking to: 
Workforce Strategy: ‘Develop an engaged and motivated workforce’ and ‘Right People, Right 
Place, Right Time’; to our strategic aim: People will be proud to work for us and to specific 
business objective 2015-16: We will continue to work to ensure we have an engaged and 
motivated workforce through participation in the national "listening into action" programme and 
other agreed initiatives.   The IiP accreditation process was conducted in February-March 2015 
and the outcome is the award of Bronze Investor in People. 
          

ISSUE(S) ADDRESSED IN THIS REPORT  

1. Does the Board accept the IiP report and proposal for future action as outlined in this 
paper?  

CONCLUSION AND RECOMMENDATION(S)  
• The Investor in People Bronze Award is a significant achievement for the Trust 
• The emerging themes from the Investors in People accreditation process, combined with 

key themes from the 2014 NHS Staff Survey will form an integrated action plan to be 
shared with, owned by and progress reported by the relevant departments. 

• The recommendation is that the Board acknowledges the achievement of the bronze 
status and the proposed future actions as outlined. 
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REFERENCE/CHECKLIST 

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

1,3,4 

• 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 and 
supported by any 
Board or Executive 
committee within the 
Trust? 

Quality & Governance
 

Audit Committee
 

Finance & Performance
 

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:  
“To be the best, integrated healthcare organisation of choice for our local communities and beyond”  

 



 

BoD   Page 1 
 

Subject: INVESTORS IN PEOPLE BRONZE AWARD   Ref: 15/04/P-17 

 
1. STRATEGIC CONTEXT  
 

The Trust has been recognised as an Investor in People (IiP)for a number of years, linking 
to: 

1.1 Workforce Strategy: ‘Develop an engaged and motivated workforce’ and ‘Right 
People, Right Place, Right Time’; to our strategic aim: People will be proud to work 
for us and to specific business objective 2015-16: We will continue to work to ensure 
we have an engaged and motivated workforce through participation in the national 
"listening into action" programme and other agreed initiatives.    

1.2 The IiP accreditation process was conducted in February 2015 and the outcome is 
the award of Bronze Investor in People. Investors in People supports the Trust’s 
Five Year Strategy by providing a framework to assess current performance against 
competencies, and to provide a framework against which to develop our staff. 

 
2. INTRODUCTION  

2.1 Recognised as an Investor in People since 1996 the Trust has continually used the 
standard to shape and inform its organisation development strategy.  Investors in 
People is recognised across the world as a mark of excellence, it is also a 
management framework for high performance through people.  

2.2 The Trust identified that the current accreditation was due to expire in December 
2015 but following our unplanned financial deficit in April and subsequent Monitor 
investigation we elected to defer the assessment and sought an extension of three 
months to allow time to prepare, with the assessment taking place in February-
March 2015.  

2.3 We were successful in achieving Bronze accreditation with an additional 
competence to spare.  Accreditation lasts for three years and will expire 14th 
December 2017. The cost of the accreditation and assessment process was £7,425 
+ VAT 

 
3. THE IIP ACCREDITATION PROCESS 

3.1 We elected to have the assessment consider the 39 core evidence requirements 
plus an additional 26 evidence requirements with the objective of achieving Bronze 
level. Due to the limited timescale 29 additional evidence competencies were 
chosen to provide a ‘safety net’. 

3.2 The additional competencies we elected to include involved areas where we felt that 
we were strong and these were: 
• Learning and development 
• Recruitment and selection  
• Equality and diversity  

3.3 The assessment took place over a two week period 23rd Feb - 6th March 2015 led by 
Helen Gisbourne and Helen Burke.   



 

  

3.3.1 The Chief Executive, several directors and the Head of Learning and 
Development were interviewed in the week prior to the assessment. 

3.3.2 We provided an anonymised list of staff to include their position and length of 
service, from which a random sample of 100 were chosen. In addition the 
assessors requested some contract staff, union representatives, governors, 
equality champions and the equality and diversity lead. Some staff were seen 
individually and some in groups.  

3.3.3 In total 121 members of staff were interviewed, supported throughout the 
process by the Learning and Development team. 

 
4. THE OUTCOMES 

4.1 Key headlines from the report (attached in entirety at appendix A) are; 

4.1.1 That people are steadfast in seeing the hospital recover and all staff are fully 
committed to patients and providing care to the local community which they 
serve 

4.1.2 All staff confirmed that the Chief Executive is instrumental and dynamic in 
leading the change that is required and is available to discuss and take on 
ideas for improvement.  It is recognised by all those interviewed that the 
current Chief Executive has improved engagement from the top of the 
organisation; being available, accessible and genuine in her communication 
style    

4.1.3 All described communication as the single biggest improvement  

4.1.4 The newly established leadership model and restructure of CBUs is seen as 
logical and beneficial to the organisation 

4.1.5 Staff are committed and proud of their reputation in patient care and levels of 
performance relating to infection control, mortality, falls, ulcers etc. 

4.1.6 Mandatory training requirements are a success and people confirm e-learning 
enables them to complete this type of training in a much more efficient manner  

4.1.7 There are examples of corporate and individual innovative and creative 
practice that support the hospital’s priorities and goals and demonstrate a ‘can 
do’ attitude  

4.1.8 The hospital is supported by a wealth of excellent volunteers; Volunteers 
confirm they are trained and inducted in an appropriate way and treated as 
equals within the Trust 

4.1.9 There appears to be a good calibre of new appointments at all levels in the 
Trust.  This is strengthening the team by getting the right people with the right 
skills to take the organisation forward into an exciting future 

4.1.10 Use of external consultants and experts has brought professionalism and 
integrity to actions and solutions to tackle the requirements of the turnaround 
plan 

 



 

  

 

4.2 Key developmental points that were identified: 

4.2.1 Sickness and stress levels remain outside of target 

4.2.2 Values need to be embedded in all Trust activities by integrating consistently 
into recruitment, management capability and people’s performance 

4.2.3 Leadership to provide sustainability: Ensure that leadership behaviours are in 
line with the values and are intrinsic in all leaders’ behaviours. 

4.2.4 Clinical engagement: Provide opportunity to engage more effectively with 
clinical staff (consultants, mid grade and junior doctors) across the Trust   

4.2.5 Change management: Provide understanding across all teams on the concept 
of change and how this impacts on human behaviour 

4.2.6 Management consistency: Revisit and re-evaluate what we expect of a 
capable manager at the Trust.   

4.2.7 Talent management: Develop a Trust-wide approach to managing talent and    
succession plans 

4.2.8 Appraisal: Evaluate quality versus quantity of appraisal 

4.2.9 E-learning: All staff to have access to a computer to read email and complete 
on-line mandatory training 

4.2.10 Lorenzo: Learn from implementation of initial tranche of Lorenzo.  What will we 
do differently when rolling out to doctors in 2015?   

4.2.11 Share good practice: Learn from excellent examples of work within the Trust 
and identify a forum to share good practice 

5. NEXT STEPS  

5.1 Ensure that key themes are incorporated into the Workforce Strategy for 2015 

5.2 Triangulate outcomes with the National Staff Survey results to incorporate core 
themes into a RAG-rated action plan, share with the CBUs, wards and departments to 
own, complete, implement and report on progress. 

5.3 Provide coaching and support to departmental managers on the successful delivery 
of their action plans 

5.4 IiP standards will change in September 2015 and new evidence competencies will be 
launched.  At this time the Trust can decide if it wishes to continue with future IIP 
accreditation and what preparation would be required for this. 

 
Appendices: 
• Appendix A  Investor in People Assessment Report 
• Appendix B – Basic action plan outline of the combined Investors in People and Staff 

Survey areas for development  
 



  
 

 

 
 
 
 
 
Assessment Report 
 
Investors in People assessment report for  
Barnsley Hospital NHS Foundation Trust 
 
 
 
 
 
 
 
 
 
 
 
 
 
Undertaken by 
Helen Gisbourne, Lead Assessor 
Helen Burke, Team Assessor 
On behalf of Investors in People North of England 
 
 
Project Number: 14/0837 
 
Date: 9th March 2015 
 
 
 
 

Commercial in Confidence 

Appendix 1 



 

Page 1 

CONTENTS 
 
  
 
          Page number 
 
 
Background          2 
Priorities/objectives         2 
Methodology          2 
Conclusion and recommendation       3 
Acknowledgement         3 
Executive summary         3 
Strengths          4 
Feedback against the core standard        6   
Opportunities for development        17 
Evidence Matrix         21 
Continuous Improvement Plan        22  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Page 2 

 
 
 
 
 
BACKGROUND 
 
Barnsley NHS Foundation Trust District General Hospital (BHNHSFT) was built in the 1970s and serves a 
population of approximately quarter of a million people within the boundaries served by Barnsley 
Metropolitan Borough Council.  Occupying a single site over approximately 8.2 hectares with circa 380 
beds and a annual turnover of £165m.  They provide a range of district hospital services to the local 
community and surrounding area.  Services include emergency and intensive care, paediatric and 
maternity, along with diagnostic clinical support.  They also provide a number of specialist services in 
partnership with Sheffield Teaching Hospital NHS FT. 
 
They employ circa 2,578 WTE employees (Dec 14) and have been recognised as an Investor in People for a 
number of years. 
 
Following an investigation by Monitor in 2014 the Trust deferred the Investors in People assessment until 
February/March 2015.  The CEO and Directors welcome the assessment and see it as an opportunity to 
gain feedback from staff and to support the ongoing organisation development agenda.  
 
 
PRIORITIES/OBJECTIVES 
 
Careful planning for the assessment took place in December 2014 and as a result the assessment focussed 
on the following objectives: 
 

• To assess whether BHNHS FT continues to meet the Investors in People standard 
• To assess against an additional 29 evidence requirements and to achieve Bronze Accreditation 
• To give feedback on the appropriate aspects of the Investors in People framework that relates to 

your business objective  and measures 
• To provide feedback on additional areas within the Investors in People framework that the 

organisation may want to look at further to improve performance 
 
METHODOOLOGY 
 
The evidence gathering exercise for this visit consisted of interviews with 121 people including CEO, 
Governors, Directors, Senior Clinical Leads, clinical and support staff, sub-contractors and volunteers.  
Trade Union representatives were interviewed and fully involved and engaged in the assessment.  The site 
visit included a total of 9 days and was conducted by 2 experienced Investors in People Specialists.   
Interviewees were selected from the breadth of the Trust and were conducted face-to-face.   A very small 
number of telephone interviews took place. 
 
In addition to the verbal evidence collected, written evidence was viewed either electronically or in hard-
copy documents during the assessment.  This included: 
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Organisational Values 
Five year strategic plan 
Equality, Diversity and Human Rights Policy 
Education Strategy 
NHS Leadership Model 
Recruitment & Selection Policy 
Strategic Communications Policy 
Trust Training Plan 
Competency Matrix 
Training Matrix 
Learning & Development Policy 
Appraisal preparation document 
Trust Appraisal document   
 
Both Assessors attended a Team Brief led by the Medical Director and this included input from other 
senior colleagues and the Head of Learning & Development. The briefing was well attended by a cross 
section of staff. The Assessors were also able to observe other information available informally and also to 
interact with the wider friendly and welcoming team at the Trust. 
 
CONCLUSION AND RECOMMENDATION 
 
Having carried out the assessment process rigorously and in accordance with the guidance for Assessors as 
stated by UKCES, the assessors are satisfied that BHNHS FT meets the requirements of the Investors in 
People core standard plus 27 additional evidence requirement to achieve Bronze Accreditation.   
 
ACKNOWLEDGEMENT 
 
We would like to thank all those who took part in the assessment especially those who helped with the 
interview schedule and bringing interviewees to rooms for interview at the right time. We would also like 
to thank you all for your hospitality shown to us whilst we were in the premises for meetings and 
interviews.   
 
The commitment of interviewees to BHNHS FT was heartening, they were engaged, open and honest 
during the interviews and this made our job of collecting evidence a pleasure. 
 
Assessor:  Helen Gisbourne 
Date:  9th March 2015 
 
EXECUTIVE SUMMARY 
 
Historically BHNHS FT has always been a high performing hospital.  In April 2014 the Trust completed both 
an internal and external investigation into how the Trust finances had been managed and subsequently 
submitted reports to Monitor.  As a result Monitor opened its own investigation into the Trusts financial 
position, its performance against the 4 hour wait target and governance arrangements.  In May 2014 the 
Trust was found to be in breach of its licence and Monitor requested a 2 year turnaround plan. 
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As expected this proved challenging times for the Trust and required strong leadership from the newly 
appointed CE and dedication and commitment from clinical and administrative/support staff. 
 
As part of the process the Trust engaged its workforce in creating a Business Plan based on 4 key aims: 
 

Patients will experience safe care 
Partnership will be our strength 
People will be proud to work for us 
Performance matters 
 

At the assessment those interviewed described their awareness and engagement with the four key aims 
and can describe what is required to achieve them.  As an outcome teams across the hospital, without 
exception have worked hard to bring about success and to meet the requirements of the turnaround plan.  
All staff are committed to maintaining the autonomy and credibility of the hospital. 
 
Learning and Development strategy underpins the performance of the Trust and this continues to be 
creative and innovative sourcing funding from external bodies to create opportunities for staff. 
 
There can be no doubt that the NHS as a whole continues to face significant challenges across all of its 
markets which are prone to funding cuts, efficiency savings and other national changes.  The content of 
government policy requires the agility of organisations to make changes to service provision and be able to 
adapt to new delivery requirements.  BHNHS FT is no exception and has risen to the challenge of achieving 
the requirements of the turnaround plan and to meet the ongoing vision of the NHS.  This has been tough 
for many staff and in particular for staff in A&E and Theatres to achieve the 4 hour wait target.  As a result 
sickness absence and stress levels have been high and whilst there had been a small improvement, the 
December/January period indicated sickness absence had risen slightly and staff engagement results 
dipped. 
 
Both assessors were able to discuss the current situation with interviewees and to explore their views.   
Most people interviewed understand that pressures, constraints, cuts and having to do more with less is 
the norm across all NHS organisations.  They also acknowledge that it is “not the fault of management at 
Barnsley Hospital” but that this is how it is within the NHS at the current time.  On the whole, whilst there 
are pockets of de motivated and disenchanted staff, people are steadfast in seeing the hospital recover 
and all staff are fully committed to patients and providing care to the local community which they serve. 
 
The Trust has maintained its position as a dynamic organisation that is passionate about the care it offers 
local people.   The hospital’s journey is compelling and the leadership team have ensured improvement 
and sustainability during challenging times.   
 
All staff confirm that the CE is instrumental and dynamic in leading the change that is required and is 
available to discuss and take on board ideas for improvements.  People recognise that the Trust embarked 
on a significantly challenging journey in May 2014 and there is still a long way to go.  Assessment 
discussions proved, on the whole that staff are engaged with the organisation,  however there are pockets 
of people who still feel aggrieved and demotivated by cuts in resources.  These views were in the minority 
and the assessors were able to have meaningful in-depth discussions with staff to elicit their views and to 
really understand motivation and frustration.  Taking on board these dynamic discussions against the 
complexity and backdrop of the wider NHS, they are confident that Barnsley Hospital continues to meet 
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the Investors in People standard   including an additional 27 evidence requirements to achieve Bronze 
status. 
 
There are excellent areas of practice at the Trust and attention should be given to these areas of success.  
It is easy to focus on what isn’t working well however patient feedback, clinical success, achievement of 
targets etc. all demonstrates improved performance.   
 
There is still much work to be done and many new ways of working require to be embedded in day to day 
activity however, on the whole, newly formed organisational structures and well appointed members of 
the team provide the opportunity to achieve the key aims of the hospital. 
 
AREAS OF STRENGTH 
 
Chief Executive 
It is recognised by all those interviewed that the current CE has improved engagement from the top of the 
organisation.    She is available and accessible and is genuine in her communication style.   People describe 
that the CE inherited performance problems and was unaware of noncompliance issues when she took on 
the job role.  Since then she has fought hard to improve performance within the Trust.  Staff briefings 
which include honest and accurate feedback on performance are welcomed.  The intranet, e mails, blogs 
and her style of “walking the floor” has encouraged people to believe she is committed to securing the 
future of Barnsley Hospital for Barnsley people. 
 
“She is grounded, credible and competent”   
“She has an excellent track record and a good career history” 
“Interested in having the conversation and hearing what people think.” 
 
Values and Vision 
People confirm the Values are inherent in the way in which they behave and work across the NHS and the 
hospital.  Everyone relates to them and describe “it is important that we treat people how we would want 
to be treated ourselves”.  People confirm the values have stayed true and supported the Trust through the 
last few difficult months. 
 
“Our values are real and not box ticking” 
 
Strategy 
Performance against strategic objectives and those measures in the turnaround plan appear to be on 
track.  It is early days however the. 4 hour wait target has been achieved and appraisal and mandatory 
training targets well underway.  Unfortunately sickness and stress levels are still outside of target and 
slightly increased over the winter period. 
 
Communication 
Everyone described communication as the single biggest improvement.  The Communication Strategy has 
led to the availability of information including compliance and performance issues.  Permission to 
challenge and have the difficult conversation is now encouraged and this is respected by the wider team.  
People also confirm they are encouraged to get in touch directly with the CE.   Certainly the organisation 
wide briefs that are led by the CE and other Directors are appreciated and have provided an opportunity 
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for staff to share their thoughts and ask questions.  There is greater use of team meetings, constructive e 
mails and the intranet.    
 
“Communication is so much better.  You feel you are being given all the information you need and this is 
reassuring” 
 
Leadership  
The newly established leadership model and re structure of CBUs is seen to be logical and beneficial to the 
organisation by allowing joined up thinking and collaboration to improve patient experience.  The new 
structure also lends itself to process improvement and greater team involvement.  
 
“CE has made a big difference.  You see her face and she comes into the staff canteen” 
 
Commitment  
In spite of the many challenges and pressures placed on the Hospital the team remain committed to 
providing excellent patient care.   People demonstrate real passion and are digging deep to keep the 
hospital on track and there are some very proud people doing their level best to comply and take the 
hospital into a positive place.  There is no doubt that because many people are local to Barnsley a real 
sense of this is that it is “their hospital” and they have a vested interest in turning things around and 
delivering against the strategic goals. 
 
“What makes me proud is even through troubled times there is immense pride in the staff team” 
 
Patient Care  
Staff are committed and proud of their reputation in patient care and levels of performance relating to 
infection control, mortality, falls, ulcers etc. 
 
Learning and development  
Certain learning and development opportunities have been affected by cost savings however overall and 
within current financial constraints there are still a significant amount of development opportunities 
available for staff.  Mandatory training requirements are a success and people confirm e learning enables 
them to complete this type of training in a much more efficient manner.  The newly appointed Head of 
Learning & Development is inspirational and working with external agencies to secure funding for level 2 
and 3 staff within the Trust.  This will provide an excellent career path for auxiliary and health care 
assistants and complement succession plans. 
 
Innovation 
There are examples of corporate and individual innovative and creative practice that support the hospital’s 
priorities and goals and demonstrate a “can do” attitude.  Examples include selection and training of ANPs 
in anticipation of 24/7 service delivery, responsiveness of specialist oncology dietician to beep, use of 
Facebook, improvement in provision of Pharmacy in A&E.   The principles of multiskilling non clinical 
support make logical sense to improve cover and continuity of services (although staff confirm progress 
has been slower than ideal because of workload implications) 
 
Volunteers 
The hospital is supported by a wealth of excellent volunteers who give generously of their time.  They are 
valued by the organisation and managers and staff describe how they “don’t know how they would 
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manage without their valuable input”.  Volunteers confirm they are trained and inducted in an appropriate 
way and treated as equals within the Trust. 
 
New appointments 
There appears to be a good calibre of new appointments at all levels in the Trust.  This is strengthening the 
team by getting the right people with the right skills to take the organisation forward into an exciting 
future. 
 
Use of external experts 
Use of external consultants and experts has brought professionalism and integrity to actions and solutions 
to tackle the requirements of the turnaround plan. 
 
FEEDBACK AGAINST THE INVESTORS IN PEOPLE STANDARD 
 
01 Business Stategy 
A Strategy for improving the performance of the organisation is clearly defined and understood 
 1.1, 1.2, 1.3, 1.4, 1.5, 1.6, 1.7, 1.13, 1.17, 1.19 
 
There is a clear Vision at BNHS FT - “To be the best integrated healthcare organisation of choice for our 
local communities and beyond”.   Everyone is committed to achievement of the vision and ongoing 
excellence of the Trust. 
 
The five year strategic plan and two year turnaround plan are built around four key drivers – Quality, 
Delivery & Culture, Financial Control and Accountability and form the basis for all objective and targets. 
All plans include measurable outcomes e.g. achieving 4 hour wait in A&E;  reducing recruitment and 
selection time to an average of 56 days;  improving health and wellbeing and reducing absence by 1%; 
improving engagement score from 3.74 – 3.80, drive efficiencies etc.  The open forums that the Chief 
Executive (CE) and other Directors undertake have been extremely useful in communicating the 
Vision and Plans.  Those staff who had attended an open forum felt it was beneficial, particularly the 
opportunity to ask questions of senior people. 
 

Consultation is an embedded feature at the Trust and key partners include the Board, Joint Partnership 
Forum, Local Negotiating Committee, H&S Board, Patients Experience Board, Information Governance 
Board, Workforce Board.   Consultation arrangements with Trade Unions are good and there are weekly 
meetings with the HR Director and representatives.   There are also Joint Partnership meetings and 
Medical Staff Committee meetings.  Union representatives are positive about the management board and 
confirm they are committed to working with the hospital to achieve a positive experience for staff and 
patients. 

 
Without exception everyone described how communication within the Trust has improved and the CE 
keeps them informed of hospital performance against the turnaround plan.  Staff confirm the CE holds 
Team Brief where progress is reported and that Managers then cascade down to teams.  On the whole this 
is effective however there are small pockets of staff who confirm this is less obvious and who claim to 
know that a business plan exists but not to have been involved in developing it.  This presents an area for 
improvement in terms of consistency however all staff are able to describe priorities for their area of work 
regarding quality / standards / targets/ milestones and understand how they can impact on these. 
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Some people confirm they are encouraged to develop their own goals and objectives at appraisal which 
feedback into the team and organisational business plan. 
 
In the current climate many people are expected to work overtime to help cover for staff shortages / 
sickness or overdue waiting times / lists etc.  People interviewed do not seem aware of policy on maximum 
overtime and working without a break and the Trust may want to consider who is monitoring or 
controlling this aspect of work. 
 
NHS values are embedded within its constitution and in the case of BNHS FT they are owned by the Board 
and underpin stakeholder engagement.  They have stood the test of time and originally developed 
through stakeholder events with governors, partners, NEDs and staff.  Everyone can describe the Values 
and confirm they are embedded and an integral part to the way everyone works.  Managers, on the whole, 
ensure they manage in line with the Values and staff confirm they are influential in how they carry out their 
job role.  Managers also describe how Value based questions are asked at recruitment and a formal “Value 
based recruitment policy” is being developed.   
 
Values are now an integral part of Appraisal documentation and performance is rated against the values 
and expected behaviours and this drives pay and increments within pay bands. There is a real perception 
that messages about vision and values are much clearer now than in the past and there’s more chance of 
individuals engaging and shaping both aspects of Trust development. 
 

It is apparent there are messages from some staff interviewed that through tough and difficult times which 
mean they have to work with fewer staff and less resources, that Values can be tested.  This can be 
stressful and times have been challenging however overall their commitment is strong and they believe 
the values help to keep people focussed on caring for patients and striving to work together as a team. 

 

Cultural improvements which have been achieved through the recent restructuring are beginning to 
break down barriers and are facilitating more of a team approach to patient care.   
 
“We are involved in a culture of not stopping” 
“It’s been tough and still is.  We need to reflect on what we have achieved” 
“We used to be like mushrooms kept in the dark.  Now I feel part of the whole vision” 
“The culture starts at the top” 
“I’m accountable to the people of Barnsley” 
 
02 Learning and Development Strategy 
Learning and development is planned to achieve the organisation’s objectives 
2.1, 2.2, 2.3, 2.4, 2.5, 2.6, 2.8, 2.13 
 
The current economic environment has meant that there are budget constraints.  However the Trust 
strategies prioritise and support maintaining necessary levels of learning and development (in some cases 
this is limited to mandatory training), increasing morale, improving the clinical environment at the same 
time as reducing costs. 
 

The Education Strategy and Learning & Development Strategy identify priorities for 2015 and are linked to 
the recovery plan.  These strategies embed Trust Values and behaviours and relate to measuring impact 
including the staff engagement piece.  Clear measures link to the Learning & Development Plan including 
90% of mandatory and statutory training compliance and 95% of Appraisals completed within year.  A 
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clear priority in these Strategies highlights departmental goals and targets for the Learning & 
Development and Organisation Development teams.  Monthly compliance data is measured and available 
on the intranet.  The Learning & Development strategy is supported by workforce planning  including 
getting the right people with the right skills e.g. developing nurse practitioners, health care workers having 
access to a defined career path.  

 

Learning & Development activities are measured and evaluated through the success of objectives within 
the turnaround plan and wider strategic plans including achieving 4 hr wait in A&E, hitting targets for 
mortality, patient safety, infection control and ulcers etc. 

 

Learning and Development solutions are supported by use of external resources including Sheffield School 
of Medicine, Sheffield Hallam University, Barnsley College and Health Education England.  There are also 
many other productive relationships with external sources that drive effective learning and development 
across the organisation. 

 

The Trust has made a clear commitment to employing apprentices to provide career opportunities to local 
people and are working in partnership with both schools and job centres.   

 

There are many examples of comprehensive training opportunities for the entire workforce and these are 
included in training plans and aligned to requirements within NHS inspection regime and external 
legislation.   

 

In response to managing stress within the organisation and sickness absence levels the Trust has 
introduced many activities to enable staff to develop resilience.  These include  Stress management and 
Resilience Training, Fit for 15,  Mission Possible, Culture Mapping exercise, Join the conversation, full 
consultation, health & wellbeing support and activities (to mention a few).   
 
Staff describe that there is an emphasis in some teams on cross training to provide back up and cover.  
Everyone confirmed that mandatory and necessary training is prioritised over individual learning and 
development requests however there are many examples of staff participating in post graduate and 
university level education.  Staff also confirm they have opportunities to participate in NVQs and 
vocational training. Overall there are many internal opportunities for individuals to learn including career 
progression, coaching, mentoring, shadowing, secondment, library, intranet, e learning, sharing 
ideas/approaches etc. 

 

Overall managers can describe the requirements of learning and development plans for their teams.  
Those in a clinical role describe the need to maintain CPD and staying at the top of their game 
professionally.  Consultants describe development of Junior Doctors and how they are instrumental in 
supporting them in this regard.  As described in the turnaround plan, ensuring all mandatory training is 
completed is a priority for all managers.  To ensure the Trust licence is maintained there has been 
considerable resources ploughed into priorities surrounding mandatory training.  Managers also describe 
the need to build resilience into their teams and ensure they handle stress and pressure within the job.  
Going forward there is visible commitment to ensuring the viability of the Trust and so all managers are 
fully committed to ensuring staff are skilled to do their job.  Managers are also aware of the need to meet 
the needs of the workforce plans and there are examples of managers ensuring their teams are 
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progressing to provide career opportunities within the Trust.  Managers also describe the need to deal with 
and manage change successfully and engender this within their teams. 
 
All staff are involved in identifying their own development needs through feedback from line managers, 
Appraisal, one to ones, supervision, staff surveys and team meetings.  However there does appear to be 
small pockets where managers are not as proactive as others in supporting teams to fulfil training plans 
and mandatory training requirements. 
 
There is also some negativity and a perception from a small number of people that the resource situation is 
not likely to improve in the future, even if the financial situation is resolved, because if they demonstrate 
they can get by with fewer people then resources will be maintained at a lower level. 
 
 
03 People Management Strategy 
Strategies for managing people are designed to promote equality of opportunity in the development 
of the organisations people 
3.1, 3.2, 3.3, 3.4, 3.5, 3.6, 3.7, 3.11, 3.12, 3.14, 3.18 
 

There is robust evidence of real commitment from the CE, Board and Directors to include everyone in 
ideas and organisational improvement activities.  The Communications Strategy links to the Membership 
and Engagement strategy, Patient Information Strategy, OD framework, Staff engagement plan, Vision 
and Values. 

 

As a result investment in communication is extensive and includes  CE communication events, Core brief, 
weekly e newsletter “The Buzz”,  Intranet, global e mails, communication events, notice boards, annual 
business plan launch.  People are encouraged to attend all meetings, briefs and forums and to comment 
and put forward their thoughts and this has been very visible since May 2014 and the launch of the 
turnaround plan. 

 

All staff confirm there is now a very visible and accessible CE and there are examples of staff directly 
approaching her to put forward their thoughts and ideas.  

 

The CE and Directors clearly uphold a raft of policies including HR policies to provide equal opportunity 
and access to many effective people management processes including learning and development, flexible 
working, communication, career development, consultation etc.     

 
The Trusts’ performance against these activities is measured through staff survey and monthly pulse 
checks.  However,  as before,  pressure of workload inhibits flexibility and undermines desire to give fair 
and equal access for some.  Some staff describe how they are unable to complete mandatory training 
during their day job and end up trying to complete in lunch breaks etc.  Within this context, equality of 
opportunity to access learning and development is difficult for certain individuals. 
 

Also it must be noted that some Level 1 &2 staff often feel there are lack of opportunities because of 
absence of any funding to support further training.  They often feel they are on a tram track and have no 
way to better themselves or change direction.  Clearly any new funding opportunities sourced by the Head 
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of Learning and Development will significantly motivate and engage this section of the workforce. 

 
The Recruitment & Selection Policy is well supported by an open and fair process.  The CE confirms that 
the restructure at a senior level followed the challenges experienced in 2014 and the recruitment process 
is now clearly linked to strategy and to ensure the right people with the right skills are appointed.  Use of 
psychometrics and value based recruitment is also enhancing and developing the Trusts approach to 
recruitment.  Training and Development opportunities are available for those with responsibility for 
recruiting staff and managers confirm the effectiveness of training.  They all believe that recruitment is a 
fair and open process that reflects good practice. 
 
All staff interviewed confirm they believe the process to be open and fair. Some did comment it would 
help morale if it was communicated when vacant posts had been successfully filled – light at the end of 
the tunnel for worst hit departments. 

 

The Equality & Diversity policy is linked to the Recruitment & Selection Strategy and workforce plans.  
There is good gender balance in Board membership and good balance of ethnicity amongst Drs.  Equality 
& Diversity reports are statutory requirement and analyse recruitment trends is undertaken Equality 
impact assessments are carried out on learning and development activities including  timings, flexibility, 
family friendly etc. 

 

The Trust employs an experienced Equality & Diversity Advisor who works with staff, patients and the local 
community.   There is an effective and proactive diversity champion network who promotes good practice 
across teams.     

 

The Trust is also aware of age profile and there are excellent examples of people working beyond the 
retirement age.   Succession plans are informed by diversity and the hospital is developing a younger 
workforce through an apprenticeship scheme, graduate scheme and reviewing the Calderdale framework. 

 

There are good checks and balance to ensure everyone is treated equally e.g. Appraisal and return to work 
interviews and completion of mandatory training. 
 
Managers confirm there are many opportunities for people to improve and grow their career both within 
the Trust and within the NHS.  Managers complete Appraisal, 121s and team meetings to share 
information and identify a team approach to achieving team targets.  People are given the opportunity to 
participate in Trust wide OD and policy developments and managers encourage staff to participate.  Staff 
are given the opportunity to lead on specific continuous improvement projects and many other 
development opportunities.  There are examples of managers planning career development training for 
their staff.  Clinical staff describe the opportunity to secure secondments to develop their talents and 
enhance their cv. 
 
“There is lots of evidence here of promotion and people moving about the Trust – recognised as beneficial for 
all because extends network of contacts” 
 

“There are good checks and balances with the Trust e.g. Appraisal and return to work interviews”. 
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“We make effective use of an interview panel which involves relevant people.  Everyone follows the guidelines 
in policy and we don’t recruit just to fill the post.  We only appoint if it’s the right person for the job including 
team fit and attitude”. 

 
04 Leadership and management strategy 
The capabilities managers need to lead manage and develop people effectively are clearly defined and 
understood 
4.1, 4.2, 4.3, 4.5, 4.6, 4.8, 4.10, 4.12, 4.13 
 

In response to the outcome of Monitor and associated mal practice the CE  led a review of the behaviours 
and capabilities required by leaders employed by the Trust.  As a result the Board received training and 
reviewed the Trusts approach to governance, risk, culture, business chemistry and working together as a 
team.  One significant outcome included restructure and appointment of new CBUs reducing numbers 
employed in this role from 14  to 6.  This has been a positive move and people confirm there are 
improvements since restructure at CBU level. 

 

The CE and HR Director describe how the “Healthcare Leadership Model” informs the development of 
leaders and manager.   This contains four levels of performance and 9 dimensions of leadership behaviour 
which includes topics such as sharing the vision and engaging the team.   At a senior level recruitment 
competencies are assessed through psychometric and assessment centres and ongoing they are reviewed 
through performance against job descriptions and behaviours related to the Values of the organisation.  
Key requirements of leaders and managers going forward is performance against the values, managing 
change, quality, managing performance (sickness and attendance), financial control and accountability.  
At manager level there may not be a full understanding of the Healthcare Leadership Model and how this 
drives their performance around leading, managing and developing a team.  It would be useful to revisit 
what we expect of an effective manager at BHNHS FT.  There is also some minor evidence of conflict with 
newly appointed managers who are driving through expectations of performance.  This heightened 
approach to the need to improve effectiveness and reduce mistakes is difficult for some long serving 
members of staff to embrace – this may only be the result of a transitional phase. 

 
The performance of managers is reviewed through a range of mechanisms which include feedback from 
the Board, Joint Partnership Forum, H&S Board, Patients Experience Board, Information Governance 
Board and Workforce Board.  Other forms of review include Friends & Family, Staff Survey and Pulse 
Survey.  Feedback to managers cascades from SLT meetings, CBUs and to ward/team level.  Feedback is 
ongoing by informal 121s, appraisal, trust wide and team meetings. 
 

Review against these capabilities at the present time is crucial to ensure compliance and achievement of 
the turnaround plan 
 
Development opportunities and support to managers is provided through many different routes including 
formal professional development via professional bodies (clinical and non clinical), Trust management 
development opportunities (ILM and CMI accredited courses), mentoring, coaching, secondment to other 
wards/departments, leading on projects, cross team working, multi-agency working and a raft of 
development opportunities available at the Trust. 
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Examples of leadership and management development include participation in Platform to transform’ for 
senior leaders, University based Band 7 leadership course for ward leaders and Mission Possible’, Dale 
Carnegie change management programme,  as well as formal management qualifications and training 
around L5 & L7 & ‘coaching conversations’ ’master classes’. 
 
Managers confirm they are developed as managers and constantly reviewed against what is expected of 
them to lead and manage people.  They give examples of the requirements to meet the needs of the 
overall Vision of the Trust and to maintain sustainability going forwards.  They confirm the need to 
achieve appraisal for all staff, deliver effective sickness/absence management, motivate and engage with 
their teams, support staff and identify learning and development needs to ensure full compliance with 
statutory requirements. 
 
Some managers describe how they support people to engage in activities that develop leadership skills 
and there are excellent examples within clinical teams, pharmacy, clinical services and occupational 
therapy.  There are also good examples of staff engaging in Secondments, leading on projects, and 
involved in efficiency savings and innovation. 
 
Some staff also describe that they are given the opportunity to develop leadership skills by leading on 
projects, secondment opportunities, shadowing, cross functional working, leading meetings etc.  It is 
recognised that some team members are not interested in developing leadership skills and simply want to 
come to work, do a good job and go home.   However not all staff confirm they are encouraged by their 
manager to develop leadership skills.  This may be in administrative environments where work load is 
high and difficulties with Lorenzo are causing operational problems. 

 
05 Management effectiveness 
Managers are effective in leading managing and developing people  
5.1, 5.2, 5.3, 5.4 
 
Managers describe how they are effective in leading, managing and developing people by successful 
delivery of  appraisal,  team meetings, support to staff, rotas, 1:1s in some departments, releasing people 
for training, some teams experience coaching and involvement in generating improvement ideas etc.   
Managers and staff confirm there is a strong focus on performance management of under-performing 
individuals and achieving performance targets.  Managers describe that they are also required to support 
staff who are suffering from the highest work pressures and sign post to training, occupational health and 
counselling. 
 
It was very clear to the assessors that those staff who demonstrated the highest levels of motivation where 
those who confirmed their managers were effective.  There are small pockets within the organisation 
where managers are not consistent in delivering what is required by the Trust to lead, manage and develop 
people.  Some staff confirmed they had not had a team meeting for some time, some complained their 
appraisal was sporadic or lacked quality.   These complaints were in the minority. 
 
It is an obvious challenge for some managers who are responsible for large numbers of staff to compete 
with the quality experience of those who manage smaller teams.  There may be, in the longer term, the 
need to consider organisational structure and how this impacts on the productivity and efficiency of the 
organisation. 
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It must be stressed, on the whole, staff are highly complementary about their manager and there was 
feedback about excellent Managers who walk the talk, walk the floor and adopt good management and 
leadership practices. 
 
06 Recognition and reward 
People’s contribution to the organisation is recognised and valued 
6.1, 6.2, 6.3 
 

Through difficult times and high expectations of performance it is always going to be difficult to ensure 
the wider team, in such a complex organisation as the NHS, experience high levels of motivation.  People 
are expected to work long hours, go the extra mile and meet the needs of the turnaround plan and all 
associated targets.  All teams have worked hard to achieve and those individuals in A&E and Theatres 
took the brunt over the winter period.  The frustrations around the implementation and roll out of 
Lorenzo have also caused an impact on workloads and efficiencies.    It is therefore important for the 
organisation to express its appreciation to the team for their efforts and achievements.   

 

There is confirmation that the CE values the efforts of people and thanks the organisation through 
effective communications and does genuinely value everyone’s contribution.  Staff describe that they 
would like to see all leaders and managers living these principles as the organisation gets back on track 
and meets the requirements of its plans. 

 

Management style and behaviour has a significant influence on staff perception and it is important to 
ensure consistency in management practice across the Trust.  Managers confirm they understand the 
pressures placed on people and recognise and value people’s individual contribution and on the whole say 
“thanks for a job well done”.   Some managers confirm they send thanks by way of cards, e mails, cakes 
and chocolates.   

 
When staff feel valued they describe their accountability for making a difference against targets and 
achieving results.  They continue to make improvements in patient care and achieve good feedback from 
patients and families.  Dignity and respect are at the forefront of how people treat each other. 
 

The £5 voucher for hitting target is subject of much debate but on the whole the intentions are 
appreciated.    The IPad lucky dip is also seen as a great thank you and the follow on idea of Ipads for full 
attendance is an excellent idea.  There are many other ways in which the organisation demonstrates that 
it values its people and this is through many forms including good communication, learning and 
development opportunity, career opportunity, HR policies and practices, health promotion initiatives, 
flexible working patterns etc.  Fit for 15 has brought about a sense of fun and low key competition within 
teams.   

“This is a good place to work and people ought to realise what they’ve got” 
“The Drs always appreciate us and say thank you” 
“Work load and staffing is ridiculous” 
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07 Involvement and empowerment 
People are encouraged to take ownership and responsibility by being involved in decision making 
7.1, 7.2, 7.3, 7.16, 7.19 
 
The communications strategy promotes staff engagement, responsibility and trust by providing 
people with current information on many levels to allow them to do their jobs with autonomy.  
Everyone interviewed by the assessors confirmed that communications had improved since the 
appointment of the CE.  The result being that staff generally feel engaged with, and consulted by the 
Trust, they gave examples of what it is that makes them feel engaged and involved, for example; 
 

• Good communication from the top and an opportunity to contribute ideas and engage with 
the CE 

• Involvement in project team working, e.g. Patient Care and Pathways for Patients, workforce 
development  group, diversity champions and training and education forum; 

• Trust wide surveys to gauge people’s views; 
• Team discussions and meetings to generate ideas on how to improve  service and patient care; 
• Collaboration within multi-disciplinary teams which has improved team working; 
• Appraisal discussions with line manager; 
• Praise and recognition for effort and good work; 

 
All team members interviewed by the assessors demonstrate great pride and are keen to talk about their 
experiences in improving services at the Trust.  They take real ownership and personal fulfilment in 
representing the organisation.  The hospital is like a community of people who serve the local population.  
Individuals are immensely satisfied in their work at the hospital and confirm, even though times are tough, 
they are completely committed to the people of Barnsley and in providing high quality patient care. 
 
08 Learning and development 
People learn and develop effectively 
8.1, 8.2, 8.3, 8.4, 8.9, 8.12, 8.14 
 
Top managers can describe the extensive range of innovative methods and solutions to learning and 
development.  They describe a wide-ranging and all-embracing raft of internal opportunities available and 
that the assessor has already described in other areas of this report.  There is also good use of external 
opportunities and there are examples of working with health organisations, universities and private sector 
training providers. 
  
Managers confirm their approach to identifying their teams learning and development needs.  There are 
clearly team requirements dependent on the discipline and whether people work in a clinical or non-clinical 
role.  Learning needs are identified at the outset of employment and form part of induction discussions.  
Job role requirements and discussions at appraisal also drive what is required and CPD impacts on more 
personal and professional development.   In the current climate Managers confirm a high priority is to 
ensure all team members have completed mandatory training needs. 
 

Managers also describe Apprenticeships, multi skilling, union training, diversity training, training for 
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governors and volunteers as other examples of the many development opportunities available at the 
Trust. 

 
People confirm they participate in learning and development and in particular mandatory training.  Many 
individuals describe the breath of learning open to them which includes university and post graduate 
opportunities.  Staff also confirm attendance at conference etc. as a useful form of learning and that 
learning is shared within teams.  There are some people who confirm mandatory training “is all” they are 
receiving by way of training in the current climate.  Some understand the financial pressures better than 
others.     
 
Corporate Induction appears effective and staff can describe the support they received when joining the 
Trust or changing job role.  Volunteers also confirm their comprehensive induction process. 
 
Staff confirm they are encouraged to learn from what has gone before and to look for continuous 
improvement in patient care.   
 
“We have reflective practice and offer support to colleagues” 
“All of my mandatory training is now up to date” 
“I’ve completed a diploma in leadership here at the trust” 
“I’m doing a degree and the hospital has sourced funding for me” 
“I’ve learnt new communication skills and can now negotiate better with patients” 
 
09 Performance Measurement 
Investment in people improves the performance of the organisation 
9.1, 9.2, 9.3, 9.4, 9.5, 9.11 
 
Senior leaders confirm the allocation of a corporate budget for Trust wide training initiatives.  The 
Learning & Development Department hold the Study Leave budget and departments are allocated a 
training budget however this differs in quantity and some have a good training budget and some have 
virtually none – this depends on the size of the team and complexity of their requirements.  The CE 
confirms the significance of the investment in learning and how this has to be an imperative to safe 
functioning at the Trust.  As a result the requirement to ensure 100% mandatory training is currently 
driving the allocation of resources.  This provides stability and ensures the Trusts operating licence. 
 
Leaders and managers describe the overall impact of Learning & Development on achievement of the 
Turnaround Plan.  Restructure of CBU’s has been an investment by the Trust which has driven through 
change.  Other activities to develop positive attitudes and challenge behaviours has led to a big 
turnaround in performance and helped to drive quality and improvement.  E.g. complying with 4 hr wait in 
A&E. Supporting managers to deal with return to work interviews and to manage sickness absence has 
previously improved sickness rates.  Unfortunately the recent monthly report shows a dip in performance 
in regard to sickness absence however this may be seasonal and down to winter pressures.   Completion of 
mandatory training is helping to meet statutory and legal requirements.  Leadership and board 
development has led to improved performance, better dynamics, open dialogue and relationships where 
asking challenging questions is encouraged. 
 

There is recognition by the CE, Directors and Managers that there is still a way to go however the 
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investment in changing practice within the Trust has resulted in licence compliance being achieved and 
the requirements of the turnaround plan being fulfilled.   Managers mostly link improvement in 
performance as a result of much improved communication, a move towards openness and transparency 
from the CEO. 

 

Historically BNHS FT has offered many learning and development opportunities for all staff and people can 
describe a variety of opportunities.  For many this covers a range of topics and solutions at varying levels 
and many of these have already been referred to in this report.  Nevertheless there are a small sample of 
people interviewed who feel all they are receiving is mandatory training and that more developmental 
activity is required.  Budget constraints and allocation of resources are obviously behind this change within 
the Trust and the leadership team clearly have to make tough decisions to drive efficiency savings. 
 
Lorenzo is a hot topic within the hospital and many mentioned the failure during the introduction of the 
system e.g. quality of approach and timing plus lack of adequate training to provide the required 
knowledge and skills to operate the package effectively.  More needs to be done to support individuals 
both at Ward and Administration level within the organisation.  The service is being extended to Drs. later 
in 2015 and lessons need to be learnt from the initial roll out about the things that have worked and those 
things that are still inefficient.  Lorenzo has created a certain amount of stress for patient facing and non-
patient facing staff which has an effect on engagement and motivation. 
 
“Clinical training provided through QA scheme ensures better chance of spotting rare conditions and keep up 
to date with latest thinking and good practice” 
“We are the best performing Trust in England for A&E” 
 
10 Continuous improvement 
Improvements are continually made to the way people are managed and developed 
10.1, 10.2, 10.3, 10.9 
 

Review and restructure has led to improved performance e.g. solid and vibrant senior team, reduced 
numbers of CBUs, improvement in appraisal compliance,  clear performance targets and performance 
management framework.  Overall there is success and compliance with the turnaround plan, completion 
of mandatory requirements, sickness absence and stress related issues (it should be noted that whilst 
performance has dipped in the latter two areas the Trust is investing significant resources into improving 
this area).  Other areas of improvement include improved governance arrangements, constructive whistle 
blowing leading to positive investigations, transformation of emergency care (working with ECIST to 
achieve right results).    The overall outcome is the hospital is one of the best performing Trusts in England 
for A&E results. 

 

Managers confirm in their opinion there is improved performance and effectiveness of CBU structures and 
tri-partied management arrangements.  Collaboration with Rotherham for provision of some services is 
seen as more cost effective and good way of sharing knowledge skills and information 

 
Overall both managers and staff confirm the following improvements within the Trust: 
 

Access to CE demonstrating openness and interest in individual’s ideas and opinions 
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CE and Directors more visible and walking the floor.  CE completing shifts and attending wards to engage with 
staff.  Asking for staff views through significant range of interventions 

Cascading and sharing information  

Improved communications giving better sense of community, openness and transparency increasing trust and 
involvement 

Closer performance management of individuals  

Compliance with performance appraisal requirements leading to more quality discussions with manager 

More integrated service provision through cross team coordination and cooperation 

In the past some training just happened on a cycle now starting to differentiate and do by exception where 
needed or through e learning which is quicker, cheaper and more accessible 24/7 

Plans to introduce new leadership and management training solutions for different groups of people 

Feedback from 360’s experience by some people and done by some for others – used to inform change 

An attempt to learn about Lorenzo roll out (interestingly and disappointingly only one or two people attended) 

Better coordination and team work, culture under CE 

Introduction of interdepartmental meetings in some areas where everyone has a voice 
 
“We have a brand new birthing unit with state of the art technology” 
 
OPPORTUNITIES FOR DEVELOPMENT 
 
Quality improvement is a challenging agenda within any organisational context and positioned against the 
complex backdrop of the NHS this is particularly relevant to BHNHS FT.  In this report the assessors aim to 
highlight the good practice within the Trust and going forward make the following recommendations to 
support their journey and OD agenda.   
 
One of the challenges for the Hospital is to maintain a consistent approach to managing people and this 
will be successful with the application of consistently applied behaviours and management competencies. 
 
These recommendations are made in the spirit of improvement and are optional for the Trust to consider: 

 
Values 
Continue to promote the values across all areas of Trust activity ensuring they form the basis of what is 
acceptable and what is not acceptable.  Build into the recruitment and selection process and develop a 
robust “Value based recruitment model”.     
 
Ensure all leaders live and breathe the values and are inspirational role models in this respect. 
 
Embed Values into the Appraisal process for all staff and highlight the behaviours that are expected of 
everyone to uphold the organisational values. 
 
Continue to make explicit the expected behaviours of managers and all those who are responsible for 
leading a team.  Build Values and behaviours into management capabilities, job descriptions etc.   
 
Ensure Values form the basis of OD and management development activity. 
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Continue to develop robust systems to measure compliance against the values and expected behaviours.  
A good starting point for this is the move to include values and value based discussion in Appraisal for all 
staff. 
 
Leadership 
The current CE is described by many as an excellent example of good leadership.  Ensure this style of 
leading is extended across all leadership teams and is a sustainable quality within the leadership model.   
 
Clinical engagement 
There is the opportunity to engage more effectively with clinical teams (consultants and Doctors) across 
the Trust.  There is significant opportunity with the appointment of a new Medical Director to involve 
clinical teams in the decision making process and tap into their invaluable clinical knowledge within the 
hospital. 
 
“It’s very early days and it’s still evolving.  The Board need to work with us” 
 
Change management 
Equip leaders, managers and staff with knowledge and skills to understand some of the key principles of 
change and the “human response” to change.   Change is ongoing and is the “norm” within any service or 
sector and in particular the NHS and public sector organisations.  Therefore it is important to equip staff 
with some of the simple tools and techniques to understand their response to change and the response of 
their colleagues.  Very simple management theories such as (Tuckman and Kubler-Ross) can give staff 
some simple tools and techniques to support them in their journey. 
 
“Change is hard but we have to embrace these changes” 
 
Management Consistency 
The Trust develops managers and there are many capable people within a management role.  Most staff 
are complementary about the effectiveness of their manager and describe the many things they do to 
support them in their job role.  However there is a small sample of staff that does not appear to have the 
same relationship with their manager and describe times when they do not receive Appraisal or attend 
team meetings.  Throughout the assessment there was a key theme that those staff who are most 
motivated are those with effective managers and so it is crucial for the Trust to ensure all managers work 
to the same standards and levels of quality when they manage teams.  This can be achieved through 
raising the profile of management capabilities, discussing at appraisal and rolling out effective 
management development activities.   
 
Engagement 
As stated above, those staff who are most engaged and dealing with the pressures of work are those that 
describe positive and productive relationships with their manager.  It is recommended to ensure effective 
managers at all levels of the organisation and to support those who may need development in this area.  
There are examples of managers who are responsible for high numbers of staff and it may be useful to look 
at structures and how they impact on organisational productivity. 
 
“A negative person (manager) will take the sheep with them” 
 
Talent management 
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Many staff have experienced an excellent career journey at the Trust and others are less sure how to 
promote themselves.  It would be motivational for staff it there were an explicit policy on talent that links 
with assessing peoples capabilities and how they can identify an career route either within the hospital or 
the wider NHS. 
 
Having an effective talent management programme will feed and steer the workforce and its succession 
planning allowing the Trust to have a comprehensive understanding of its people and their capabilities.  It 
will also identify any “at risk” areas within the Trust where the organisation has key roles that it may 
struggle to replace if people left. 
 
For employees talent management is about planning personal and professional development in order to 
achieve effectiveness in a current role and in preparation for a desire future role. 

 

 
Appraisal 
The Trust has achieved a great deal in this regard and targets for appraisal completion are being met 
across the Trust. It would be useful to evaluate the success and impact of Appraisal across teams to ensure 
it is not simply “a tick in the box” and does in fact provide the required outcomes for the organisation and 
to improve performance for individuals, teams and the Trust. 
 
Managing sickness absence 
Ensure all managers are trained in managing sickness and can deal with in a positive approach that reflects 
Trust Values and the requirements of policy and the management capability piece.    It is valuable for them 
to appreciate the pressures of workload in key departments and understand trends and themes to enable 
them to deal with sickness in a fair and yet flexible way. 
 
E learning 
Most staff confirm that completing mandatory training on line is much easier and more efficient than 
attending the classroom.  Ensure all staff have the capacity to complete during their busy working day and 
that all managers support them in taking time out of their schedule to use the computer and complete 
mandatory training requirements. 
 
Lorenzo 
Most staff describe the difficulties experienced by the introduction of Lorenzo and that training has not 
been fit for purpose.  Moving forwards and as the system becomes increasingly embedded within the Trust 
it will be vital to learn from past mistakes and provide support to those departments and staff who are 
harassed and stressed by Lorenzo.  Administration staff, in many departments, is struggling with their day 
to day workload as a result of what appears to be a “slow and less agile application” than the previous 
software.  Lorenzo does have a significant impact on staff engagement and the many difficulties 
surrounding its application. 
 
“Lorenzo has stolen people’s time” 
 
Communication 
Whilst this is the single biggest improvement across the organisation there are still a small amount of staff 
who battle to access a computer to read their e mails and complete on line training.  Access to the intranet 
is blocked for people to use at home and yet this would provide some people with the obvious opportunity 
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and freedom and flexibility to complete certain activities within their job role from home.  It is 
acknowledged that the Trust does not want to encourage people to spend time working at home when 
they already contribute to long hours of work however, for some, it may provide opportunity. 
 
Share good practice 
Both assessors talked to many staff who were pioneering new ways of working and introducing new 
methodology into the workplace and yet there seems to be no obvious route or forum to share good 
practice.  The Trust should consider ways of celebrating success, new ways of working and organisational 
change programmes with the wider team to promote learning from each other.  This would also inform the 
staff engagement piece.   
 
Speak people’s language 
BNHSFT employs some excellent people in both clinical, managerial and support roles.  In some instances 
and simply because of their working background and professional training,  some individuals may speak a 
different language and demonstrate a different orientation when talking about organisational success.  It 
is important to bring together “a meeting of minds” between clinical and non-clinical staff to achieve 
patient safety and excellent patient care.  Look to ways to bring together everyone’s agenda and 
producing a successful outcome.   
 
Evaluation 
Ensure all Trust performance is linked to a robust evaluation strategy and methodology.  Ask the “so what” 
question up front.  How do we know the many OD initiatives and staff interventions support and impact on 
Trust performance?  What do we need to do differently?  How can we evaluate the impact of staff survey 
on staff motivation?  Is the questionnaire digging in the right areas?  How does an on line questionnaire sit 
with peoples individual learning and communication style?  Is staff survey giving us accurate information 
that actually promotes staff engagement?  Does the output and findings within staff survey promote or 
impede staff engagement? 
 
“Staff survey and what you put into it is only as good as you are feeling that day” 
“If you’ve had a bad day then your comments on staff survey will be negative” 
“Sometimes you think, not again, I’m busy enough” 
 
Journey 
BNHS FT is on a journey and during the last months has improved many practices within the Trust.  
Leadership and structures are new and there is much hope within the organisation and much 
determination to ensure the hospital remains at the top of its game.  Going forwards the CE and Directors 
will need to ensure the shift in practices and improvements are maintained and that people management 
strategies are embedded and performance continually improves. 
 
The Investors in People standard also requires to see that new processes are embedded and going forward 
the assessors would look for further improvements and alignment of good practice.   
 
“The grass is never ever greener” 
 
Indicators included in the assessment and “not met” 
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1.17 Managers can describe how they make sure the core values are at the heart of the way the 
organisation operates 
 
The Trust and it’s teams have identified a set of core values that are effective and embedded within many 
aspects of Trust performance.  However, following on from the many pressures of the previous months 
and change in leadership, not all managers could confirm that the values “are at the heart of the 
organisation”.  They are optimistic and confirm that the CE is heading in the right direction with the 
organisation in this respect.  They are hoping that, by the next formal assessment, they can confirm that 
this is the case. 
 
4.12 Managers can describe how they encourage everyone to develop leadership capabilities 
 
Again there are areas of good practice within the Trust and many managers describe how they provide 
their staff with the opportunity to develop leadership skills.  However not all managers are able to describe 
how they provide staff with these opportunities.  Many are stretched with pressures of work and not able 
to release staff to participate in Trust projects and cross functional working.  A more formal approach to 
talent management would support the achievement of this indicator. 
 
 
 
 
 

INVESTORS IN PEOPLE FEEDBACK MATRIX  

 

The following matrix highlights the 66 evidence requirements met by BHNHSFT to achieve Bronze 

accreditation as an Investor in People 

 
 Investors in People Indicators 

ER 1 2 3 4 5 6 7 8 9 10 
1 √ √ √ √ √ √ √ √ √ √ 
2 √ √ √ √ √ √ √ √ √ √ 
3 √ √ √ √ √ √ √ √ √ √ 
4 √ √ √  √   √ √  
5 √ √ √ √     √  
6 √ √ √ √       
7 √  √        
8  √  √       
9        √  √ 

10    √       
11   √      √  
12   √     √   
13 √ √  √       
14   √     √   
15           
16       √    
17           
18   √        
19 √      √    
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20           
21           
22   √        
23           
24           
25           
26           
27           
28           
29           
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Continuous Improvement Plan 
 
BHNHS FT March 201 
 
All of the recommendations below aim to have a direct positive impact on the organisation and achievements of its objectives. 
 

Business Issue 
 
 

What 

Suggested Action(s) 
 
 

How 

Potential Benefits / Impact of 
Taking No Action 

 
Why 

Suggested 
Timescale  

When 

Potential Solutions / Support 
Available 

 
Who 

To respond to the 
requirements of the 
turnaround plan and prepare 
the organisation for future 
challenges 
 
To promote employee 
engagement through 
involvement, contribution and 
effective management 
strategies. 

Values – further embed 
Embed in all Trust activities by 
integrating consistently into 
Recruitment, management capability 
and people’s performance.  Ensure they 
form the basis of all trust activity 
including and in particular leadership 
and management development 
. 
Leadership 
To provide sustainability ensure 
leadership behaviours in line with the 
Values are intrinsic in all leaders’ 
behaviours.  Describe role models and 
what it means to be an inspirational 
leader within the NHS and the Trust 
 
Clinical engagement 
Provide opportunity to engage more 
effectively with clinical staff 

All of the recommendations will 
support organisational 
improvement,  improved staff 
engagement and ultimately 
excellent patient services 
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(consultants’ and Doctors) across the 
trust.   
Change management 
Provide understanding across all teams 
the concept of change and how this 
impacts on human behaviour.  Identify 
some simple principles and include in 
learning and development (maybe 
resilience training?).   
 
Management Consistency 
Revisit and re-evaluate what we expect 
of a capable manager at the Trust.  How 
do we capture these capabilities and 
communicate to all managers.  Find 
ways to measure the impact of 
managers on team performance.  
Measure productivity against those 
teams with effective and motivational 
managers. 
 
Engagement 
Management consistency impacts on 
the engagement piece.  As above and 
find ways to understand those teams 
who are most engaged and why this is. 
 
Talent management 
Develop a Trust wide approach to 
managing talent and succession plans.  
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Provide a transparent career journey for 
people within the Trust and the NHS. 
 
 
Appraisal 
Evaluate quality v quantity of appraisal.  
How does an effective manager use the 
appraisal to motivate and engage team 
members and offer further support et. 
Is there a correlation between those 
staff who have effective appraisal and 
are most positive and motivated. 
 
Managing sickness absence 
Ensure all managers are trained and 
competent in managing sickness 
absence and return to work interviews 
  
E learning 
All staff to have access to a computer to 
read email and complete on line 
mandatory training.  Managers to 
provide time for staff to complete 
mandatory training 
 
Lorenzo 
Learn from implementation of initial 
tranche of Lorenzo.  What will we do 
differently when rolling out to Drs in 
2015.  Review training needs of all staff 
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and find flexible ways of supporting 
people in their job role to effectively use 
Lorenzo 
 
Communication 
As described above, make sure all staff 
have access to a computer to ensure 
they can read e mails (particularly team 
brief/organisational related e mails from 
CE) 
 
Share good practice 
Learn from excellent examples of work 
within the Trust and identify a forum to 
share good practice.  Celebrate success 
of new ways of working. 
 
Speak people’s language 
Ensure joining up of hearts and minds 
between clinical perspective and 
management perspective 
 
Evaluation 
Continue to develop a robust evaluation 
methodology that explains success and 
where investment is best placed.  This 
links into efficiency saving and most 
effective use of funds available 
 
Journey 
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Continue the journey of self-
improvement.  Further embed people 
management practices across the Trust 
looking for improvements and best 
practice 
 
 
 

Investors in People ongoing 
activity 

Continue to engage with Investors in 
People Specialist(assessor) to maintain 
momentum and achievement of goals 
 
Review the newly refreshed framework 
(edition 6) following August 2015 and 
consider what this will mean for the 
Trust at the next full assessment 
 
Use the additional stretch within the 
standard to promote and improve 
organisational performance 
 
Formal 18 month activity with specialist 
June 2016 
 
Formal 3 year assessment – December 
2017 
 
Consultancy support from assessor 

Business improvement When 
required 
 

Investors in People Specialist 
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Investors in People and National Staff Survey key themes: to form master and 
bespoke action plans 

 

 

Aims/ Targets/ Objectives Aims/ Targets/ Objectives 

To reduce work related stress Not providing standard of care I aspire to 

Implement a robust engagement program 
Develop a process to ensure that staff are  
provided with feedback in regard to reported 
errors 

To ensure the high quality of appraisals Do not have adequate supplies and 
equipment to do my work 

Develop a talent management program Provide a culture where people feel 
supported to report errors/ near misses and 
incidents not reported. To reduce Sickness and absence 

Identify lessons learnt from Lorenzo for future 
implementation plans 

Organisation does not act on concerns by 
patients service users 

Embedding values and behaviours across the 
Trust 

Would not be happy with standard of care 
(friend or relative 

Ensure that change management training 
opportunities are available to staff 

Reporting of physical violence/ harassment 
and bullying 

Identify any areas of manager inconsistency 
with operations aspects of leadership 
particularly sickness management 

Dissatisfied with opportunities to use skills 
and responsibility given 

Develop a platform for sharing good practice 
across the Trust Team communications to achieve objectives 

Would not recommend organisation as a 
place of work Staff feeling valued and given feedback 

 

 

 

 

Key:  Themes common to both 
IIP and SS 

IIP key themes Staff Survey Themes 

Appendix 2 
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/04/P/18 
 

SUBJECT: FINANCE & PERFORMANCE ASSURANCE REPORT 

DATE: APRIL 2015  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY: Francis Patton, Non Executive Director, Chair Finance & 
Performance Committee 

SPONSORED BY: Francis Patton, Non Executive Director, Chair Finance & 
Performance Committee 

PRESENTED BY: Francis Patton, Non Executive Director, Chair Finance & 
Performance Committee 

STRATEGIC CONTEXT  

The current financial environment for the Trust continues to be extremely challenging and it is essential 
that the Board is assured that both the financial and the general performance of the Trust are effectively 
managed and that the Trust remains viable. 
The Finance & Performance Committee (F&P) has been put in place under the new Governance structure 
to provide assurance to the Board of Directors in relation to complex financial and operational matters 
following detailed analysis and challenge of both the financial and operational reports received. 

KEY ISSUE(S) ADDRESSED IN THIS REPORT   
The major discussion points at the meeting and therefore key issues addressed in this report were the 
year end outturn, what this year’s cost improvement programme (CIP) would deliver recurrently, worries 
around workforce and the effects of recent IT changes. The report also provides updates on issues 
previously raised to Board concerning the new integrated report, the Consultant model for ED, the Care 
UK contract and issues raised around the performance of Trauma and Orthopaedics. The meeting 
covered its normal agenda with detailed focus on the financial performance and key operational targets. 
CONCLUSION AND RECOMMENDATION(S)  

In terms of year end outturn we are on plan to deliver against budget and we will work through how we will 
present the final outturn to the external market. This year’s CIP plan will deliver to target but there is an 
issue on recurrent CIPs which will need incorporating into the 2015/16 budgeting process and will make 
next year more difficult. Workforce continues to be an issue and the committee has asked for this to be 
examined in more detail. Ongoing relationships with the Clinical Commissioning Group (CCG) continue to 
be interesting with some pressure being brought to bear on risk sharing and signing of the contract.  We 
are managing both of these, having said no to risk share, and will only sign the contract when we feel that 
it is appropriately funded. Finally in terms of Lorenzo deployment phase 1 issues are beginning to die 
down and the team is now focused on phase 2. 

New issues that need escalating to Board this month are: 
• Finance Report/CIPs – recurrent element from 2014/15 
• Capital Plan 
• Engagement with CCG 

Updates have been provided on:- 
• potential significant staff absence (cumulative) due to sickness levels 
• Ongoing development of a new-style, robust, integrated performance report 
• Clarity required around recurrent and non-recurrent CIPs linked to the point above 
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• Referral to Treatment (RTT) training/ Electronic Patient Record (EPR) 
• GP provision in Emergency Department 
• Trauma & Orthopaedics activity 
 
The following have been removed from the Chair’s log as either completed or being managed through 
F&P:- 
• Cardiology business case for approval – as recommended by the Committee but outside of our 

current authorisation levels 
• Request for revision of business case authorisation levels for the Committee and Executive Team 
• PACs 
• Capital programme 

 
The Board is asked to note the risks identified to next year’s budgeted plan and accept this report.  

 
 

REFERENCE/CHECKLIST 
• Which business plan objective(s) 

does this report relate to? All 

• Has this report considered the 
following stakeholders? 

Tick all applicable boxes 
 Patients   BCCG   Other – 
 Staff   BMBC  Please state: 

  Governors   Monitor  

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

Tick all applicable boxes 
 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? 

Tick all applicable boxes 
 Yes • Has this report (in draft or during 

development) been reviewed and 
supported by any Board or Exec 
committee within the Trust? 

 Audit 
 Not Applicable  Finance & Performance 

 To be 
developed 

 Quality & Governance 
 ET 

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

See Chair’s Logs (separate reports) 

• 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: 
“To be the best integrated healthcare organisation of choice for our local communities and beyond” 
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Subject: Finance & Performance Committee Assurance Report Ref: 15/04/P/18 

 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
Committee / Group Date Chair 
Finance and Performance Committee 26 March 2015  Francis Patton, Non Executive Director 
 
Log 
Ref 

Agenda Item Issue and Lead Officer Receiving Body, i.e. 
Board or Committee 

Recommendation/ Assurance/ mandate 
to receiving body 

28 Engagement 
with CCG 

 
The local authority is seeking a risk share 
arrangement in relation to the Better Care Fund.  
This is based on the potential risk that admissions 
will not reduce.  The Trust does not support this 
view. 
 
The CCG is keen to sign the 2015/16 contract as 
quickly as possible.  The Trust’s view is that the 
contract will be signed at the point at which it deems 
activity to be appropriately funded.   
 

Board of Directors  
F&P Chairs Log,  
March 2015 

The Interim Director of Finance has been 
requested to continue the strategy of 
achieving a contractual position for 2015/16 
and report back to April F&P. 

27 Capital Plan 

The draft capital programme for 2015/16 at 
£7.169m is in excess of the planned depreciation 
charge.  Monitor have noted this and there is the 
potential for further challenge.  The Board needs to 
be aware of this and the fact that at £3.476m, the 
2014/15 Capital programme was significantly less 
than the depreciation charge.  This was driven by 
the cash position. 

Board of Directors  
F&P Chairs Log  
March 2015 

The Interim Director of Finance will report 
back to April F&P on any further feedback 
from Monitor on the proposed value of the 
capital programme. 

26 
Finance 
Report/CIP 
Update 

 
Whilst the Trust will achieve its CIP plan for 
2014/15, the full year effect is less than anticipated 
and will adversely impact 2015/16 which will need 
to be addressed. 
 

Board of Directors  
F&P Chairs Log  
March 2015 
 

The Interim Director of Finance will report 
back to the April F&P on how this impacts 
the 2015/16 plan together with the potential 
to alleviate the pressures 
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CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
Committee / Group Date Chair 
Finance and Performance Committee February 2015  Francis Patton, Non Executive Director 
 

25 Workforce 
dashboard 

When examining the workforce dashboard it 
became apparent that the combination of Trust 
vacancies, sickness levels (particularly long term 
sick) and maternity cover means that potentially a 
significant percentage of our workforce could be 
absent at any one time. This needs to be 
considered in conjunction with a risk previously 
flagged about the potential major impact on next 
year’s ‘Ward Staffing Uplift’ CIP of £1.7m. 
– K Kelly / J Fernandez 

Board of Directors 
F&P Chairs Log  
February & March 2015 

March Update 
This continues to be a risk and a full 
assessment will come back to April F&P. 
There was a lot of discussion about the 
accuracy of the sickness level figures which 
need checking. 

21 CIP Update 

The Board needs to understand what of the 
2014/15 programme are recurrent CIPs and how 
this plays into the 2015/16 programme. 
 – B Kirton 

Board of Directors 
F&P Chairs Log  
February & March 2015 

A full review of CIPs detailing those which 
are one off and those which are recurrent 
will come to March F&P and will flow into 
2015/16 CIP plan. 
 
To follow in April as linked to the budgeting 
process. 
 
March Update 
This will come to April F&P to review in 
detail but the issue of the non-recurrent 
element is picked up in 26 above. 
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CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
Committee / Group Date Chair 
Finance and Performance Committee 27 January 2015  Francis Patton, Non Executive Director 
 
Log 
Ref 

Agenda Item Issue and Lead Officer Receiving Body, i.e. 
Board or Committee 

Recommendation/ Assurance/ mandate 
to receiving body 

20 ICT Report 

RTT Training:  
The implementation of Lorenzo has highlighted pre-
existing issues with the processes for recording and 
monitoring 18 week wait/referral to treatment (RTT) 
performance.  A task and finish group is being 
established, led by Nicola Beaumont in conjunction 
with the EPR team, to ensure all staff are trained 
appropriately and that robust reporting is in place. 
– J Bradley 

Board of Directors  
F&P Chair’s Log January, 
February & March 2015 
 

February Update 
Paper to come to ET in early March with full 
plan and timescales.  
 
March Update 
This paper is in draft and has not come to 
ET yet, it was agreed that it would go to ET 
in the next two weeks and then come to 
April F&P. 

19 Finance Report 

Consultant model being looked at for ED to address 
cover needs.  Consultants met to discuss new ways 
of working; outcomes to be reported at next 
meeting. 
– D Curtis 

Board of Directors  
F&P Chair’s Log January, 
February & March 2015 

February update 
Outline paper presented to F&P, feedback 
given and full paper to go to ET on March 
10th. Will come back to March F&P. 
 
March Update 
This has not yet been to ET; due in next 7 
days so will come to F&P in April. 
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CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
Committee / Group Date Chair 
Finance and Performance Committee 27 November 2014  Francis Patton, Non Executive Director 
 
Log 
Ref 

Agenda Item Issue and Lead Officer Receiving Body, i.e. 
Board or Committee 

Recommendation/ Assurance/ mandate 
to receiving body 

14 Workforce 

A paper was presented on how all the differing 
types of discretionary leave required can be 
consolidated in order to provide one leave policy 
which, whilst providing a supportive environment, 
removes duplication of differing types of leave 
available. This will include detailed analysis of the 
amount of leave used, who by and cross 
referencing with sickness absence  
– K Kelly / J Fernandez 

Board of Directors  
F&P Chair’s Log  
December 2014, February 
& March 2015 

February update 
This has been delayed two months and will 
come to March F&P. 
 
March Update 
It was agreed that the number of paid days 
should be consistent for all types of 
discretionary leave (emergency domestic, 
emergency leave/time off for dependents, 
carers leave and bereavement leave).  This 
was agreed at 3 days for each absence but 
with a limit of 10 days in a 12 month rolling 
programme.  Discretion could be applied 
(but this must be at General Manager level).  
Discretionary leave was to be rationalised 
into one policy, stipulating the above, and 
consultation commenced. 
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Committee / Group Date Chair 
Finance and Performance Committee 23 October 2014  Francis Patton, Non Executive Director 
 
Log 
Ref 

Agenda Item Issue and Lead Officer Receiving Body, i.e. 
Board or Committee 

Recommendation/ Assurance/ mandate 
to receiving body 

10 Finance Report 

Yearend outturn generated much discussion. The 
forecast was based on a number of assumptions 
prepared by CBU accountants which were then 
challenged by the Interim Director of Finance and 
Deputy Director of Finance. 
– S Diggles 

Board of Directors  
F&P Chair’s Log November 
&  December 2014 and 
February & March 2015 

February update  
The issues and actions reported previously 
have been addressed.  The committee 
discussed the revised year end outturn and 
how this will be presented and will look at 
this at March F&P to clarify the best way to 
present the final figures to give clarity and 
transparency. 
 
March Update 
This was carried forward as an action for 
April F&P where we will have a better 
understanding of the year end outturn.  

6 Engagement 
with CCG 

The Care UK contract for GPs in ED is due to finish 
on 30 September 2014. There is no current agreed 
long term solution  
– D Curtis 

Board of Directors  
F&P Chair’s Log November 
&  December 2014 and 
February & March 2015 

February update  
CareUK continue to deliver the service 
required and the long term future of GP 
availability in ED is part of the 5 year 
strategic review 
 
March Update 
There has been no change from the 
February update, F&P will continue to 
monitor this and any risk it poses. 
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Log 
Ref 

Agenda Item Issue and Lead Officer Receiving Body, i.e. 
Board or Committee 

Recommendation/ Assurance/ mandate 
to receiving body 

4 IT 

Post “go live” - January F&P update:  
The knock on effects of EPR continue particularly 
the Lorenzo phase 1 deployment. There are a 
number of workarounds in place and pressures 
such as data backlogs and process changes that 
need extra resource to manage them. This could 
cause a cost pressure particularly if not picked up in 
the known costs charged to the balance sheet. 
What is needed in a number of areas is a change in 
working practices to better fit with the new system 
and these need to be addressed as a matter of 
urgency.  This links to a wider review of outpatient 
processes  – J Bradley. 

Board of Directors  
F&P Chair’s Log 
September, October, 
November & December ’14 
and February & March 2015 

February update: 
Progress reviewed and going in right 
direction but will continue to be monitored 
by the Committee. 

Phase 2 options discussed with a view to 
implementation in Maternity. 

March Update 
Outstanding issues from Phase 1 Lorenzo 
deployment continue to be monitored 
weekly by the Executive Team but are 
reducing.  Phase 2 deployment plans are 
now being finalised with scope agreed to 
include Maternity, replacing the existing 
Evolution system, and “TTO” functionality 
for recording prescription data.  Further 
work will be undertaken on the options to 
deploy full electronic prescribing 
functionality as the availability of this option 
for Lorenzo becomes clearer.  At this point 
we do not expect to deploy “Request and 
Result” (aka order communications) 
functionality in Lorenzo, but a final decision 
will be confirmed during April. 

3 
CBU 1 Trauma 
and 
Orthopaedics  

Trauma and Orthopaedics is an area of concern 
with income £460,000 down on plan and other 
issues flagged in this area  
– D Curtis 

Board of Directors  
F&P Chair’s Log 
September, October, 
November & December ’14 
and February & March 2015 

February update  
T&O will not deliver on their original budget 
despite the WLI’s that have been put in 
place. This needs planning in to next year’s 
budgeting process 

March Update  
A paper has been put together for ET on 
future external support with full market 
analysis. Once discussed and agreed this 
will come to F&P. 
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BARNSLEY HOSPITAL NHSFT REF: 15/04/P/20 
 

SUBJECT: MONTHLY INTEGRATED TRUST BOARD REPORT – 
REPORT PERIOD MONTH 11 

DATE: APRIL 2015  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY:  

SPONSORED BY: 
Michael Wright, Deputy Director of Finance 
Karen Kelly, Director of Operations 
Heather McNair, Director of Nursing & Quality 

PRESENTED BY: 
Michael Wright, Deputy Director of Finance 
Karen Kelly, Director of Operations 
Heather McNair, Director of Nursing & Quality 

STRATEGIC CONTEXT  

The attached report is the latest version Template for the integrated performance report to give 
the Board and its committees a full overview of Quality and Performance against key indicators.   
The report will include trends and actions needed if any indicators are non compliant 
 

KEY POINTS ADDRESSED IN THIS REPORT   

1. What is the current Quality and Performance compliance of the Trust 
2. What are the trends in our Quality and Performance 
3. How do we benchmark against other organisations in our network 
4. Actions to address non compliance against key indicators  

 

CONCLUSION AND RECOMMENDATION(S)  

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

 
 
 
 
 
 
 
 
 
 
 
 

 



REFERENCE/CHECKLIST 
• Which business plan objective(s) 

does this report relate to?  

• Has this report considered the 
following stakeholders? 

Tick all applicable boxes 
 Patients   BCCG   Other – 
 Staff   BMBC  Please state: 

  Governors   Monitor  

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

Tick all applicable boxes 
 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? 

Tick all applicable boxes 
 Yes • Has this report (in draft or during 

development) been reviewed and 
supported by any Board or Exec 
committee within the Trust? 

 Audit 
 Not Applicable  Finance & Performance 

 To be 
developed 

 Quality & Governance 
 ET 

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

 

• 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: 
“To be the best integrated healthcare organisation of choice for our local communities and beyond” 
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Domains Red Achieved Trend Location

Green 0/4 4/4 ↔ Tab:

QPE

Page:  

15-17

Tab:

Amber 1/4 3/4 ↔ Elective

Page:

9

Tab:

Green 0/1 1/1 ↔ QPE

Page:

16

Tab:

Amber 0/8 7/8 ↔ Cancer

Page:

11

Tab:

Green 0/1 1/1 ↑ Emergency

Page:

7

Tab:

Amber 0/4 3/4 ↑ Summary

Page:

4

Tab:

0/4 4/4 ↔ Finance

Page:

24

Tab:

Amber 1 / 4 2 / 4 ↔ Staffing

Page:

26

Total income is marginally ahead of plan at month 11.  

CIP achievement remains ahead of plan.  

Cash & funding is significantly ahead of plan.  

The deficit is slightly ahead of plan (year to date) as has been the case throughout the financial year.

Validation against the 62 GP cancer target continues but initial findings are that this target is compliant.

The Trust continues to achieve the Emergency Access target.  Quarter 4 and year end will be achieved.

In relation to our key strategic objectives we continue to demonstrate a high level of performance.  Our challenge is to 

ensure we continue to achieve against targets in year 2 of our turnaround plan.

Executive summary

Staffing

Mortality

Quality and patient 

experience

Elective Access 

Finance 

Comments

Operational efficiency 

Falls including multiple falls:

Whilst the Trust is not going to achieve the target set to reduce falls by 50% from the 2013/14 benchmark there has been a 

reduction of 25% on this benchmark. Multiple falls have been reduced to date by 48%. 

Serious Incidents:

In February 2015 the Trust logged Six Serious Incidents (one of which was a Grade 3 Pressure Ulcer). Four of these occurred 

in the month of February.

Incident grading:

In February there has been an increase in incidents resulting in severe harm or death; 5 incidents resulting in death and 1 

incident resulting in severe harm. All incidents resulting in death have been logged as an SI (in either February or March) 

and undergoing a full Root Cause Analysis (RCA) Investigation.

The Trust is achieving the bottom line Referrals to Treatment (RTT) targets.  However there are a few specialities 

struggling with achievement , namely Urology and General Surgery

Performance (YTD) Performance (Latest Month)

Cancer 

Emergency Access

Year/Quarter to Date Performance Latest Month

RTT Admitted 

RTT Non-
Admitted 

6 weeks 
wait 

RTT 
Incomplete 
pathways 

HSMR 

14 GP 

14 BS 

31 FDT 

31 STS 31 STC 

62 GP 

62 SC 

62 UG 

ALos - 
Elective 

AloS - Non-
Elective 

28 Days 
cancellation 

Outpatient 
DNA Rates 

Under 4 
hour wait 

Note: The YTD gauges  are composite indicators based on the KPI listed on the summary sheet. Each  indicator is evenly weighted  within its domain and a score is given based on the YTD performance with green = 1 , amber  = 2  and red = 3.  The score is then 
aggregated to give an overall rag rating for the domian.  

Staff turnover 

Appraisals  
Mandatory 
Training 

Sickness 
absence  

MRSA 

C Diff Never 
Events 

VTE 

Cash and 
Funding 

Surplus/ 
Deflicit 

Total 
income 

Total 
CIP 
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Reporting Month Feb-15

Executive lead : Heather McNair

DOMAINS KPI Measure Target Set By
Year/Qrt 

to Date
Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 TREND 

MRSA Bacteraemia (QTD) A < 0 Monitor 0 0 0 0 0 0 0 0 0 0 0 0

Clostridium difficile (weekly Trust attributable) A < 20 Monitor 12 0 0 0 1 2 2 3 1 2 0 1

Never Events 0 0 National 0 0 0 0 0 0 0 0 0 0 0 0

VTE A > 95% National 96.4% 96.6% 98.7% 96.7% 96.9% 96.0% 97.1% 96.1% 95.1% 95.5% 95.3% 99.5%

Number of Serious Incidents A < 66 National 42 8 3 4 3 3 2 2 5 4 4 4

Incidents - Deaths A < 0 National 11 1 0 0 0 0 1 2 1 0 1 5

Incidents - Severe A < 0 National 7 1 0 0 2 1 1 1 0 0 0 1

Medication Incidents - Causing harm A < 10 National 8 0 0 1 1 0 0 1 1 0 1 3

Falls A < 515 National 753 72 59 58 55 73 75 57 57 75 85 87

Multiple Falls A < 128 National 136 17 8 5 4 21 8 11 9 11 21 21

Pressure Ulcers 3&4 A < 29 National 27 7 3 4 4 1 1 7 0 0 0 N/A

Mortality HSMR A < 105 National 101.7 107.6 104.9 102.5 103.5 102.7 102.8 102.6 101.7 104.2

Staff turnover A < 7 - 10 % BHNFT 7.3% 7.2% 7.2% 6.9% 6.6% 6.9% 7.2% 7.5% 8.1% 7.9% 7.9% 7.9%

Appraisals A > 90.0% BHNFT 90.3% 89.8% 80.1% 84.8% 90.5% 91.9% 92.6% 93.0% 93.2% 92.6% 92.3% 91.9%

Mandatory Training A > 90.0% BHNFT 85.1% 86.0% 85.3% 85.5% 86.4% 85.5% 86.0% 85.4% 84.8% 84.4% 83.4% 82.8%

Sickness absence A < 3.5% BHNFT 4.5% 4.0% 4.0% 4.2% 4.1% 4.3% 4.4% 4.5% 4.7% 5.2% 5.0% 5.1%

RAG and Measure Descriptions

RED Failed Target

AMBER  
Failed by <5% (This tolerance does not apply to Cancer & A&E targets 

which will be RED if the target is not achieved)

GREEN Achieved Target

< Less is Good

>  More is Good

Q Quarter to date

A  Annual to date

Workforce

Quality and  

patient experience

Summary - Quality

Patients will Experience safe care.
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Reporting Month

Executive lead : Karen Kelly

DOMAINS KPI Measure Target Set By
Year/Qrt 

to Date
Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 TREND 

RTT Admitted A> 90% National 94.6% 94.7% 95.2% 93.4% 94.9% 94.9% 94.6% 92.4% 94.5% 94.2% 98.3% 95.4%

RTT Non-Admitted A> 95% National 97.7% 97.5% 98.1% 98.2% 97.7% 97.0% 97.4% 96.7% 100.0% 97.2% 96.6% 96.6%

RTT Incomplete pathways A> 92% National 95.2% 96.8% 96.8% 96.1% 96.2% 96.2% 95.8% 94.2% 93.2% 94.4% 93.1% 94.5%

Diagnostics patients waiting more than 6 weeks? A < 0 National 1265 140 236 249 194 192 69 20 18 60 84 3

14 Day- Cancer Two Week Wait Q > 93.0% National 99.1% 94.2% 93.1% 93.6% 93.8% 91.0% 93.3% 96.7% 97.7% 98.5% 99.8% 98.6%

14 Day - Symptomatic Breast Two Week Wait Q > 93.0% National 96.7% 92.1% 98.7% 97.0% 95.3% 97.0% 94.2% 97.0% 95.8% 98.1% 94.3% 98.8%

31 Day - First Definitive Treatment Q > 96.0% National 100.0% 98.6% 100.0% 100.0% 100.0% 98.2% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

31 Day - Subsequent Treatment (Surgery) Q > 94.0% National 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

31 Day - Subsequent Treatment (Chemotherapy) Q > 98.0% National 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

62 Day - GP Referral to Treatment Q > 85.0% National 82.8% 89.6% 85.1% 89.4% 94.5% 88.6% 83.3% 83.5% 91.7% 94.4% 81.4% 83.1%

62 Day - Screening referral to Treatment Q > 90.0% National 100.0% 92.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

62 Day - Consultant Upgrade to Treatment Q > 85.0% National 100.0% 100.0% 100.0% 83.3% 100.0% 75.0% 92.3% 75.0% 100.0% 66.7% 100.0% 100.0%

Emergency Access Total % Patients who waited < 4 Hrs A > 95.0% National 96.9% 95.0% 98.6% 97.3% 97.3% 96.4% 97.1% 96.6% 95.5% 90.3% 93.7% 96.2%

Average length of stay - Elective A < 3.75 BHNFT 3.67 2.30 2.20 2.10 2.10 2.10 2.00 1.90 2.76 2.41 2.67 3.09

Average length of stay - Non-Elective A < 3.75 BHNFT 3.60 3.80 3.61 3.50 3.48 3.49 3.46 3.77 3.60 3.98 3.70 3.59

Patients admitted after cancellation within 28 Days after cancellation A < 0 BHNFT 0 0 0 0 0 0 0 0 0 0 0 0

Outpatient DNA Rates A < 10% 10.1% 10.7% 11.1% 12.8% 10.7% 10.9% 11.0% 11.0% 10.6% 10.9% 13.9% 11.0%

RAG and Measure Descriptions

RED Failed Target

AMBER  
Failed by <5% (This tolerance does not apply to Cancer & A&E targets 

which will be RED if the target is not achieved)

GREEN Achieved Target

< Less is Good

>  More is Good

Q Quarter to date

A  Annual to date

Summary - Performance
Feb-15

Operational efficiency 

Cancer 

Access 

Performance Matters
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Reporting Month

Executive lead : Karen Kelly

Target Jan-15 Feb-15
Current 

Qtr
FYTD

12 month 

Trend

 This month,    Last 

month

↑ = Got Better

↓ = Got Worse

All Cancer 2 Week Wait 95.0% 99.6% 98.6% 99.1% 95.5% ↓

Breast Symptomatic 93.0% 94.3% 98.8% 96.7% 96.0% ↑
92.51%

Diagnostic to 1st treatment 96.0% 100.0% 100.0% 100.0% 99.7% ↔

Subsequent Treatment (Surgery) 94.0% 100.0% 100.0% 100.0% 100.0% ↔

Subsequent Treatment (Drugs) 94.0% 100.0% 100.0% 100.0% 100.0% ↔

Urgent Gp referral to treatment 85.0% 81.4% 83.1% 82.2% 87.6% ↑

Screening Programme 90.0% 100.0% 100.0% 100.0% 99.0% ↔

Admitted - % treated within RTT 90.0% 98.3% 95.4% 96.8% 94.7% ↓

Non-Admitted - % treated within 

RTT
95.0% 96.6% 96.6% 96.6% 97.6% ↑

Incomplete Pathways % still 

waiting
92.0% 93.0% 94.5% 93.8% 95.0% ↑

ED

ED - Total Time in ED - 4 hours or 

less
95.0% 93.7% 96.2% 94.9% 95.8% ↑

Cdiff
20 

(year end)
0 1 1 12 ↑

20

R
TT

RTT

Monitor

Notes

C
an

ce
r 

R
ep

o
rt

in
g

31 Day

62 Day

Feb-15

Cancer Reporting: 
All key performance indicators for cancer (excluding breast screening) are compliant with 
the exception of the GP 62 day position. Reflective of the national picture, this has proved 
particularly challenging through Q4 which is a direct result of a number of contributing 
factors including unstable services (Urology, cancer admin).  
The reported figure for February is as yet an unvalidated position. Further work is 
underway to ensure all accountable treatments are identified and that potential breach 
savings/adjustments are made to achieve the maximum percentage for February. 
Whilst this indicates a Q position of 82.2%, the actual position to date is 83.8% with an 
already large number of accountable, compliant treatments noted for March. Realistically 
the quarter position remains fragile but achievable, but this will be dependent on 
concerted effort across all specialities throughout the remainder of March. 

RTT: The Trust continues to meet its  bottom line targets for RTT.  

ED: After significant presssures in January the Trust has  again met the 4 hour wait target in 
February   

Infection control: The trust continues perform well against its Cdiff targets for the year. 
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Reporting Month Feb-15

Executive lead : Karen Kelly 4 2 1

Cancer information below is a 

month behind reporting 

schedule
Target CBU 1 CBU 3 CBU 4 CBU 6 Trustwide

FYTD 

Trustwide

All Cancer 2 Week Wait 95.0% 98.7% 99.7% 100.0% 99.6% 95.5%

Breast Symptomatic 93.0% 94.3% 95.7%

Diagnostic to 1st treatment 96.0% 100.0% 100.0% 100.0% 100.0% 99.7%

Subsequent Treatments 94.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Urgent Gp referral to treatment 85.0% 78.6% 85.7% 33.3% 81.4% 87.2%

Screening Programme 90.0% 100.0% 100.0% 100.0% 98.8%

Consultant Upgrades 80.0% 100.0% 100.0% 100.0% 89.8%

Admitted - % treated within RTT 90.0% 98.0% 95.7% 92.8% 93.9% 95.4% 94.2%

Non-Admitted - % treated 

within RTT
95.0% 98.1% 98.8% 95.8% 97.9% 96.6% 97.3%

Incomplete Pathways % still 

waiting
92.0% 97.5% 98.6% 91.2% 93.2% 94.5% 94.9%

Cdiff
20 

(year end)
1 0 0 0 0 12

MRSA 0 0 0 0 0 0 0In
fe

ct
io

n
s

Infections

CBU

Notes

C
an

ce
r 

R
ep

o
rt

in
g 

- 
Fe

b
 1

5

31 Day

62 Day

R
TT

RTT

The Monitor indicators have been broken down by CBU for the latest 
month to give an indication of how well particular areas are 
performing. 
Cancer reporting is one month behind current reporting month, RTT 
and infection is current reporting month. 
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Reporting Month

Karen Kelly

Target Jan-15 Feb-15
Qtr to 

date

Year End 

Forecast
Trend

Emergency Department 

Attendances
6125 5710 11835 78813

Seen within 4 hours 95% 93.7% 96.2% 94.9% 95.8%

Total Time in ED - 95th Percentile 240 314 240 281

95th Percentile 240 433 324 388

Median Wait 205 222 223 223

Single Longest Wait 360 775 685 775

95th Percentile 240 238 237 238

Median Wait 105 144 149 146

Single Longest Wiat 360 628 618 628

95th Percentile 191 182 186

Median Wait 60 65 74 70

Single Longest Wait 387 363 387

>12 hours, Time to Leave ED from 

Decision to Admit Time
0 0 0 0 0

Left Without Being Seen 5% 2.0% 1.8% 1.9% 2.1%

Emergency Care Pathway

Executive lead :

Notes

A
cc

id
en

t 
an

d
 E

m
er

ge
n

cy

Admitted Patients

Non-Admitted Patients

Time to Treatment Decision

Feb-15

Notes: 
4 Hour Target Achievement  
Performance against the 4 hour A&E target has recovered in February with the Trust 
achieving its target.  

4 Hour Target Achievement - Local Benchmark 
The latest weekly figures highlight the continued A&E pressures in some of the 
Yorkshire and Humber Trusts. 

Week Ending 

Doncaster and 

Bassetlaw Hospitals 

NHS Foundation 

Trust

Sheffield 

Teaching 

Hospitals NHS 

Foundation Trust

The Rotherham 

NHS 

Foundation 

Trust

Barnsley 

Hospital NHS 

Foundation 

Trust

Harrogate & 

District NHS 

Foundation 

Trust

Airedale 

NHS 

Foundation 

Trust

04/01/2015 87.81% 79.00% 80.59% 83.04% 95.28% 94.63%

11/01/2015 90.80% 84.97% 86.17% 90.59% 94.07% 89.22%

18/01/2015 92.10% 95.63% 94.47% 97.59% 97.81% 89.84%

25/01/2015 93.46% 94.26% 94.82% 96.68% 96.41% 98.11%

01/02/2015 93.38% 92.10% 95.62% 98.73% 95.39% 97.85%

08/02/2015 92.01% 90.52% 90.74% 96.16% 97.16% 96.07%

15/02/2015 90.02% 90.35% 96.58% 98.38% 96.52% 95.04%

22/02/2015 87.24% 87.43% 96.87% 97.48% 94.11% 97.03%

01/03/2015 92.23% 88.38% 90.12% 92.52% 96.47% 95.50%

08/03/2015 93.20% 89.47% 92.90% 99.13% 98.03% 96.25%
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Reporting Month

Karen Kelly

Target Jan-15 Feb-15
Qtr to 

date

Year End 

Forecast
Trend

% Under 15 mins 78.7% 82.1% 80.3%

% Between 15 and 30 mins 14.9% 13.1% 14.0%

% Between 30 and 60 mins 2.0% 1.0% 1.5%

% Between 60 and 120 mins 0.2% 0.1% 0.1%

Over 120 mins (SI) 0.0% 0.0% 0.0%

% Not Recorded 4.2% 3.7% 3.9%

Total Ambulance Handovers 1838 1595 3433

A
m

b
u

la
n

ce

Ambulance to ED Handover Time

Emergency Care Pathway

Executive lead :

Notes

Feb-15

Ambulance Information Summary Table 

 

Delayed Transfers of Care: 

A process needs setting in place to capture the information required to monitor this 
indicator. 

Total 

Handovers

0-15 

mins

15-29 

mins

30-59 

mins

60+ 

mins

No 

Handover 

Time

Total 

Breaches

Accepted 

Breaches (30+ 

unchallenged)

Apr-14 1760 1401 150 4 0 205 154 1

May-14 1785 1568 139 8 0 70 147 2

Jun-14 1791 1552 158 13 0 68 171 1

Jul-14 1683 1419 176 19 0 69 195 1

Aug-14 1730 1496 143 9 0 82 152 1

Sep-14 1745 1481 137 8 1 118 146 0

Oct-14 1844 1467 178 15 3 181 196 1

Nov-14 1898 1559 232 21 0 86 253 0

Dec-14 1963 1520 274 55 8 106 337 37

Jan-15 1838 1447 273 36 4 78 313 16

Feb-15 1595 1310 209 16 1 59 226 4
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Reporting Month

Karen Kelly

Target Jan-15 Feb-15
Current 

Qtr FYTD
12 month 

Trend

RTT -Admitted - % treated within 

RTT
90.0% 98.3% 95.4% 96.8% 94.7%

RTT - Non-Admitted - % treated 

within RTT
95.0% 96.6% 96.6% 96.6% 97.6%

RTT - Incomplete Pathways % still 

waiting
90.0% 93.0% 94.5% 93.8% 95.0%

0 Tolerance to RTT waits of more 

than 52 weeks
0 0 0 0 0

Diagnostic Tests Numbers waiting 

over 6 weeks (DM01)
0 84 3 87 1265

Diagnostic Tests Numbers waiting 

over 6 weeks %
0.0% 3.4% 0.1% 1.8% 4.0%

% Cancelled Operations 0.8% 1.2% 0.6% 0.9% 0.7%

Urgent Operations - Cancelled 

Twice
0 0 0 0 0

Cancelled Operations - Breaches of 

28 day Rule 
0 0 0 0 0

Hip fractures within 36 hours of 

admission (NHFD)
TBC 24 19 43 229

Hip fractures within 36 hours of 

admission (NHFD) %
TBC 87.5% 89.5% 88.4% 86.0%

Theatre utilisation - Main TBC 88.6% 93.2% 93.2%

Theatre utilisation - Day TBC 78.1% 80.9% 80.9%

Elective Care Pathway

Executive lead :

Notes

Feb-15

RTT:  
The Trust continues to meet its  bottom line targets for RTT. However, there are individual 
specialties  not meeting the target which will result in financial penalties for the Trust.  
February so General Surgery and Urology fail the target and General Surgery fail to hit the 
Non-Admitted target for the month. 

Diagnostic Waits: 
There continues  to be a number of breaches for diagnostic procedures against the six 
week target although February's performance of just 3 breaches represents  the best 
performance this financial year. 

Cancelled Ops: 
The Trust continues to perform well against this target with low cancellations overall and no 
cancelled operation not offered a date within 28 days.  

Hip Factures within 36 hours of admission: 
A best practice tariff is paid for the amount of activity that hits this target so it  is an 
important income and quality measure. 

Theatre Utilisation Rates:  
There is no target currently set for Theatre utilisation rates so the figures are just tabled for 
information but, it will be useful for the Trust to benchmark performance in this area in the 
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Reporting Month

Karen Kelly

Target Jan-15 Feb-15 QTD YTD

GP Written Referrrals - made N/A 4493 4410 8903 46522

GP Written Referrrals - seen N/A 3486 3710 7196 34028

GP referral rate year on year +/- 

2013/14 & 2014/2015
NA 3.7% 8.5%

Total referral rate year on year +/- 

2013/14 & 2014/15
NA 11.2% 12.6%

New outpatient appointment DNA 

rate
10.0% 12.7% 11.0% 12.4% 10.9%

11.00%

Follow-up outpatient appointment 

DNA rate
10.0% 13.7% 10.9% 12.2% 10.1%

11.00%

Total outpatient appointment DNA 

rate
10.0% 13.9% 11.0% 12.3% 11.3%

11.00%

Appointment slot issues 0 1176 1453 2629 15959

Appointment slot issues % 4.00% 29.3% 38.8% 33.9% 36.6%

D
N

A
 r

at
es

Outpatients

Executive lead :

Notes

Feb-15
G

P
 r

ef
er

ra
ls

Slots through Choose & Book:  
Slot issues per Direct Booking Service (DBS) booking compared to other Trusts shown below 

Referrals:  Referral rates continue to be higher than the same period last year over the last 

few months. This is both GP & other referrals. A a full year trend will be presented in the 
next report. 

DNAs: 
The Trust DNA rate has recently increaed in both New and Follow-up appointments. A 
comparison with other Trusts in the Yorkshire and Humber region to the end of December 
shows the Trust to have the second highest DNA rate in the region and the latest month 
sees the DNA rate stand at 11% overall. 
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Reporting Month

Executive lead : Karen Kelly

Target Jan-15 Feb-15
Current 

Qtr
FYTD

12 month 

Trend

 This month,    Last 

month

↑ = Got Better

↓ = Got Worse

All Cancer 2 Week Wait 95.0% 99.6% 98.6% 99.1% 95.5% ↓

Breast Symptomatic 93.0% 94.3% 98.8% 96.7% 96.0% ↑
92.51%

Diagnostic to 1st treatment 96.0% 100.0% 100.0% 100.0% 99.7% ↔

Subsequent Treatment (Surgery) 94.0% 100.0% 100.0% 100.0% 100.0% ↔

Subsequent Treatment (Drugs) 94.0% 100.0% 100.0% 100.0% 100.0% ↔

Urgent Gp referral to treatment 85.0% 81.4% 83.1% 82.2% 87.6% ↑

Screening Programme 90.0% 100.0% 100.0% 100.0% 99.0% ↔

Consultant Upgrades 80.0% 100.0% 100.0% 100.0% 87.5% ↔

Screening to Offer of 1st 

Assessment <=3 weeks
90.0% 82.6% 82.1% 82.1% 92.1% ↓

Screening to 1st Assessment 90.0% 100.0% 100.0% 100.0% 87.6% ↔

Screening to issue of normal 

results <=2 weeks
90.0% 98.9% 98.6% 98.6% 96.6% ↓

Cancer
Feb-15

Notes

31 Day

62 Day

C
an

ce
r 

R
e

p
o

rt
in

g

Breast Screening

All key performance indicators for cancer (excluding breast screening) are compliant with 
the exception of the GP 62 day position. Reflective of the national picture, this has proved 
particularly challenging through Q4 which is a direct result of a number of contributing 
factors including unstable services (Urology, cancer admin). 
The reported figure for February is as yet an unvalidated position. Further work is 
underway to ensure all accountable treatments are identified and that potential breach 
savings/adjustments are made to achieve the maximum percentage for February. 
Whilst this indicates a Q position of 82.2%, the actual position to date is 83.8% with an 
already large number of accountable, compliant treatments noted for March. Realistically 
the quarter position remains fragile but achievable, but this will be dependent on 
concerted effort across all specialities throughout the remainder of March. 

A new escalation report will be implemented imminently to facilitate proactive pursuance 
of pathway delays to prevent breaches. The initial draft is to be discussed with general 
managers at the Operational Group 23rd March 2015. The report will be supported by 
regular meetings between the Cancer Services Manager and Service Managers in 
respective CBUs 
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Reporting Month Feb-15

Executive lead : Karen Kelly

CQUIN SUBSECTION Total Value
Q1

Actual

Q2

Actual

Q3

Submitted

Q4

Estimated
Total

Friends and Family Test £203,524

Indicator 1.1a Implemenation of staff F&F test £67,163 £67,163
Indicator 1.1b Early Implementation £34,599.08 £34,599
Indicator 1.2 Increased Response Rate £17,300 £17,300 £34,599
Indicator 1.3 Increased Response Rate in acute inpatient services £67,163 £67,163

£203,524

Indicator 2.1 Reduction in Prevalence of pressure ulcers £203,524 £203,524
£203,524

Indicator 3.1 Dementia - Find, Assess, Investigate and Refer £40,705 £40,705 £40,705 £122,114
Indicator 3.2 Dementia - Clinical Leadership £20,352 £20,352
Indicator 3.3 Dementia - Supporting Carers of People with Dementia £30,529 £30,529 £61,057
Pressure Ulcers £305,287
Indicator 1b Pre-existing ulcers that improve £19,080 £19,080 £19,080 £19,080 £76,322
Indicator 1c Grade 2 pressure ulcers acuired within 10 days £19,080 £19,080 £19,080 £19,080 £76,322
Indicator 1d Detrioration of pressure ulcers form grade 2 £19,080 £19,080 £19,080 £19,080 £76,322
Indicator 1a Evidence based reporting and action plans £19,080 £19,080 £19,080 £19,080 £76,322

£885,333
Indicator 2a Implementaion of recommended prescription documentation £88,533 £88,533 £88,533 £88,533 £354,133
Indicator 2b Antimicrobial prescriptions with specified stop date £44,267 £44,267 £44,267 £44,267 £177,067
Indicator 2c Antimicrobial prescriptions with specified indication £44,267 £44,267 £44,267 £44,267 £177,067
Indicator 2d used for an appropriate durationrescriptions with specified stop date £44,267 £44,267 £44,267 £44,267 £177,067
Learning Disabilities £457,931
Indicator 3a Flagging and coding patients £15,264 £15,264 £15,264 £45,793
Indicator 3b Recording reasonable adjustments £68,690 £68,690 £68,690 £206,069
Indicator 3c Measuring 8impact of reasonable adjustments £68,690 £68,690 £68,690 £206,069

£488,459
Indicator 4a Outpatient Letters - Improvement in Timeliness £30,529 £30,529 £30,529 £30,529 £122,115
Indicator 4b Outpatient Letters - Inclusion of full dataset £30,529 £30,529 £30,529 £30,529 £122,115
Indicator 4c Discharge Communication - Inclusion of full dataset £30,529 £30,529 £30,529 £30,529 £122,115
Indicator 4d Discharge Communication - Timeliness of subsequent letter £30,529 £30,529 £30,529 £30,529 £122,115
7 Day Working £305,287
Indicator 5 AMU Clinical Assessments within 14 hours of arrival £305,287 £305,287

Achieved/Low Risk £656,876 £643,647 £613,118 £738,285 2,651,926£       
Lost/High RisK £0 £0 £34,599 £366,344 400,943£           

Total £656,876 £643,647 £647,717 £1,104,629 £3,052,869

CQUINS PAYMENT & RISK

L1

L2

Antimicrobial Stewardship

N1

N2
NHS Safety Thermometer

N3

Dementia

L5

L3

L4

Clinical Communications
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Reporting Month Feb-15

Executive lead : Karen Kelly

CQUIN SUBSECTION PAYMENT
Q1

Actual

Q2

Actual

Q3

Submitted

Q4

Estimated
Total

National Friends and Family Test £5,168 £2,145 £879 £2,145 £5,168
National NHS Safety Thermometer £5,168 £5,168 £5,168
National Dementia £5,168 £1,808.80 £1,033.60 £2,325.60 £5,168
Specialised 1st Retinopathy of Prematurity (ROP) screening £50,939 £12,735 £12,735 £12,735 £12,735 £50,939
Specialised Specialised Dashboards £7,382 £1,846 £1,846 £1,846 £1,846 £7,382
Seconday Care Dental None Specified £45,868 £11,467 £11,467 £11,467 £11,467 £45,868
PH England £34,600 £34,600 £34,600

Total £28,192 £27,856 £27,959 £70,286 £154,293

Grand Total Achieved/Low Risk £685,068 £671,503 £640,199 £808,570 £2,805,340

%age 100% 100% 95% 69% 87%

CQUINS PAYMENT & RISK

Commentary: 
The Trust chose not to undertake roll-out of early implementation across all services for the FFT as the deadline  coincided with the implementation of  Lorenzo.  There is no opportunity to 
recover this income. 

For quarter 4 the risks to the achievement of the CQUIN payments are clinical communication and Seven day working.  The backlog of letters on digital dictation at the start of the quarter and 
missing times for clinical assessments make achieving these targets  very high risk.  
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Reporting Month Feb-15

Executive lead : Karen Kelly

13/14 

Actuals 14/15 Plan

14/15 

Actual Variance %
Elective Daycases 19,203 21,015 20,409 -606 -3%

Elective Inpatients 3,645 4,085 3,613 -472 -12%

Elective Total 22,848 25,100 24,022 -1,078 -4%

Non Elective 29,650 33,328 32,334 -994 -3%

Non Elective Total 29,650 33,328 32,334 -994 -3%

Other Activity 2,274,084 2,532,142 2,662,326 130,184 5%

Other Activity Total 2,274,084 2,532,142 2,662,326 130,184 5%

A&E Attendences 67,196 73,155 72,250 -905 -1%

A&E Total 67,196 73,155 72,250 -905 -1%

Outpatients 232,218 263,134 246,185 -16,949 -6%

Outpatients Total 232,218 263,134 246,185 -16,949 -6%

* Please note excess bed days are not included in these figures.

Activity

Elective Inpatient Spells.  activity was lost in April due to bed pressures and changes to Gynaecology clinical pathways following a change in consultant staff reducing conversion rates have contributed 

to the under performance against plan.

Day Case Spells.  main areas of underperformance are Urology - related to staffing issues and Gynaecology - changing clinical pathways as per elective comments

Non-elective spells - although below on activity income is above plan indicating a richer case mix

Other activity - this includes high volume services such as direct access pathology which is the main contributor to the over performance

A&E Attendances - only 1% variance from plan

Outpatient attendances - the main underperformance has been since October.  Data validation continues to improve the position
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Reporting Month Feb-15

Stuart Diggles

Month 

Plan

Month 

Actual

Variance % Variance Plan YTD Actual YTD Variance % Variance

ACTIVITY LEVELS

Elective inpatients 389 389 0.11% 0 4,490 4,220 -6.02% -270

Day Cases 1,818 1,971 8.43% 153 21,015 20,409 -2.88% -606

Non-elective inpatients 3,605 2,902 -19.49% -703 41,685 37,641 -9.70% -4,044

Outpatients 22,795 20,041 -12.08% -2,754 263,134 246,185 -6.44% -16,949

A&E 6,130 5,714 -6.79% -416 73,155 72,250 -1.24% -905

Other (excludes direct 

access tests)

10,138 8,731 -13.88% -1,407 117,478 114,007 -2.96% -3,472

Total activity 44,874 39,748 -11.42% -5,126 520,958 494,712 -5.04% -26,246

CIP £'000 £'000 £'000 £'000 £'000 £'000

Income 35 169 382.86% 134 267 390 46.07% 123

Pay 630 685 8.73% 55 4,408 4,541 3.02% 133

Non-Pay 56 74 32.14% 18 804 813 1.12% 9

Total CIP 721 928 28.71% 207 5,479 5,744 4.84% 265

INCOME £'000 £'000 £'000 £'000 £'000 £'000

Clinical (Activity) 10,817 11,250 4.00% 433 124,980 124,558 -0.34% -422

Other Clinical 258 -212 -182.17% -470 3,119 3,613 15.84% 494

CQUINS 267 -99 -137.08% -366 2,940 2,538 -13.67% -402

Risks & Penalties 0 -57 -57 0 -763 -763

Business Cases 475 975 105.26% 500 4,374 4,781 9.30% 407

Other 2,155 2,868 33.09% 713 15,509 18,006 16.10% 2,497

Total income 13,972 14,725 5.39% 753 150,922 152,733 1.20% 1,811

OPERATING COSTS £'000 £'000 £'000 £'000 £'000 £'000

Pay -9,623 -9,661 0.39% -38 -108,000 -107,153 0.78% 847

Drugs -976 -1,054 -7.99% -78 -10,674 -11,079 -3.79% -405

Non-Pay -3,170 -3,832 -20.88% -662 -36,546 -38,882 -6.39% -2,336

Total Costs -13,769 -14,547 -5.65% -778 -155,220 -157,114 -1.22% -1,894

Finance

Executive lead :

Commentary 
Key to RAG Rating 

The RAG rating applied to Variance % is based on the following criteria: 
• Green equating to 0% or greater
• Amber behind plan by up to 5% 
• Red greater than 5% behind plan 

The key points derived from this table are as follows: 

• Activity is behind plan year to date excluding  Direct Access.   Direct 
Access tests were excluded from the Other category because large
variances in these figures skew the overall activity variance. 

• CIP remains ahead of plan year to date at £5.7m which is £0.3m
favourable, although there are variances at scheme level.  The current 
position includes significant achievements, for example, the vacancy
factor and the closure of two further wards. CIP forecast achievement 
for the full year is still expected to be on target.

• Clinical Income including CQUINs is £0.8m behind plan year to date. 
The main drivers for this are CBU 1 at £0.3m and CBU 4 at £1.1m. 

• Business case income has been released in support of ongoing 
initiatives and is currently £407k ahead of plan. 

• Other income (non-clinical) has a favourable year to date variance of 
£2,008k.  The favourable position is largely offset by corresponding 
costs.

• Operating costs are behind plan year to date although as above other 
income is offsetting.  Total pay expense is showing a favourable 
variance of £0.8m, however there is still pressure around the levels of 
agency spend, with particular pressures in CBU 1 (Emergencies, 
Orthopaedics and Care Services), CBU 3 (General & Specialist Medicine)
and CBU 4 (Surgery). 
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Reporting Month Feb-15

Stuart Diggles

Finance

Executive lead :

Month 

Plan

Month 

Actual

Variance % Variance Plan YTD Actual YTD Variance % Variance

£'000 £'000 £'000 £'000 £'000 £'000

EBITDA 203 178 12.32% -25 -4,298 -4,381 -1.93% -83

Depreciation -497 -489 1.61% 8 -5,303 -5,238 1.23% 65

Restructuring & Other -29 -21 27.59% 8 -320 -202 36.88% 118

Financing Costs -155 -154 0.65% 1 -1,707 -1,703 0.23% 4

SURPLUS/(DEFICIT) -478 -486 -1.67% -8 -11,628 -11,524 0.89% 104

SOFP & CASH £'000 £'000 £'000 £'000 £'000 £'000

Capital Spend 45 209 -364.44% 164 3,447 3,070 -10.94% -377

Inventory 1,568 1,358 13.39% 210

Receivables & 

Prepayments

7,962 6,841 14.08% 1,121

Payables & Accruals -10,679 -17,104 60.16% 6,425

Deferred Income -346 -1,861 437.86% 1,515

Long Term Loans

Cash & Funding (Cash less 

PDC/Loans)

-66,629 -57,571 13.59% 9,058

KPIs

EBITDA % 1.45% 1.21% 16.80% -0.24% -2.85% -2.87% -0.72% -0.02%

Deficit % -3.42% -3.30% 3.53% 0.12% -7.70% -7.55% 2.07% 0.16%

Receivable Days 17 15 15.10% 3

Payable (including 

accruals) Days

57 89 56.32% 32

Continuity Of Service 

Rating

1 1 0.00% 0

• EBITDA is behind plan year to date, this is marginal. Depreciation, 
restructuring and finance costs all have a favourable variance. 

• The year to date deficit is slightly favourable to plan.  This continues the 
trend from previous months. 

• Capital expenditure remains behind plan year to date.  The position 
equates to 89% delivered. 

• Total creditors including accruals are above plan by £6.5m. 
• Deferred income has been released in month particularly in    relation 

to resilience monies and the Anaesthetist/Intensivist business case. 

• Funding is ahead of plan by £9.1m due to the strict management of 
cash outflows deferring the need to draw down further Public 
Dividend Capital (PDC) 

• Debtor days are 15 year to date
• Payable Days are significantly above plan due to the strict management 

of cash. 
• The Continuity of service risk rating remains a 1

Page 17



Reporting Month Feb-15

Stuart Diggles

Finance

Executive lead :

TREND GRAPHS
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Pay as a % of Clinical Income 

Pay as a % of clinical income Plan pay as a % of planned clinical income

• Income analysis - this graph analyses the split of income on a monthly basis and 
demonstrates the variability of clinical income. 

• Clinical income per day - Actual remains behind plan although the variability follows the 
planned trend line 

• Pay as a % of clinical income - Clinical income is broadly tracking plan. 
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Reporting Month Feb-15

Stuart Diggles

Finance

Executive lead :

TREND GRAPHS
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Deficit Trend Analysis 

Deficit Plan Deficit

• Agency run rate - this graph indicates that the agency costs are running at a lower rate
than in 2014

• CIP achievement - this graph indicates that CIP achievement is ahead of plan,  with 
significant savings made in August, September and October. 

• Deficit  trend analysis - this graph demonstrates an achievemnet closely aligned to plan 
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Reporting Month

Heather McNair

Target / 

Benchmarking
Jan-15 Feb-15

Current 

Qtr FYTD
12 month 

Trend

V
TE VTE 95% 95.3% 99.4% 97.3% 96.7%

H
an

d
 

w
as

h
in

g

Handwashing 100% 99.4% 100.0% 99.7% 99.6% 0.95

Falls
43  

(515 Year)
85 87 172 753 472

Multiple Falls
11  

(128 Year)
21 21 42 136 117

Incidence of Medication Errors - 

All

33  

(400 Year)
32 32 64 582 366

Incidence of Medication Errors - 

No adverse outcome
241 22 17 39 402

Incidence of Medication Errors - 

Near misses
63 9 12 21 172

Incidence of Medication Errors - 

Causing harm

9  

(10 Year)
1 3 4 8 9

Never Events 0 0 0 0 0

Single Sex Breaches 0 0 0 0 0

Serious incidents - Adult 66 4 4 8 42

Serious incidents - Child 0 0 0 0 1

Serious incidents - Not patient 

specific 
3 0 0 0 0

Total Number of Complaints N/A 18 27 45 222

Cdiff 20 0 1 1 12

MSSA Surveillance 0 0 0 4

MRSA 0 0 0 0 0

Ecoli -Total hospital Surveillance 3 0 3 20

In
fe

ct
io

n
s

M
e

d
ic

at
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n
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o

rs
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o
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ci

d
en

ts
Quality and Patient Experience

Executive lead :

Fa
lls

Notes

Feb-15

Falls including multiple falls 
Whilst the Trust is not going to achieve the target set to reduce falls by 50% from the 2013/14 benchmark there has 
been a reduction of 25% on this benchmark, however over the past three months there has been an increasing pattern  
in the number of falls.  Multiple falls have been reduced to date by 48%.  
Focused work is currently being undertaken in this area by the Trust falls group including development of a new falls 
policy to ensure compliance with NICE guidance, piloting of a new falls risk assessment, new training plan with a move 
from e-learning to face to face training for staff and the re-introduction of safety  briefings. Falls is a special monitoring 
agenda item on the patient safety and quality group and reports progress on a monthly basis.  

Serious Incidents 
In February 2015 the Trust logged Six Serious Incidents (one of which was a Grade 3 Pressure Ulcer). Two incidents  
2015/5619 and 2015/6721 occurred in previous months 

2015/5131 Unexpected death (Sepsis) 
This SI involves a patient who underwent orthopaedic surgery to her left foot. After discharge the patient injured her left 
foot and attended ED but was discharged. The patient returned to ED again the next day and septic shock was identified 
secondary to infected internal fixation in the patients left foot. The patient went to theatre for debridement and was 
then admitted to ITU. Patient died on ITU. 

2015/5232 Unexpected Death (Fall) 
This SI involves a patient who sustained a sub-dural haemorrhage following an unwitnessed fall in the toilet on AMU. 
The patient had been admitted the previous evening via ED following a fall at home with loss of consciousness. CT scan 
on admission showed no abnormality. The patient was not suitable for surgical intervention and died on AMU.  

2015/5322 Unexpected Death (Controlled Drugs)  
An incident was reported on the night shift on Saturday 7 February 2015.  The patient affected by the incident 
subsequently died in hospital.  The death was reviewed by the Speciality Clinical Lead and referral to the
Coroner's office was made.  The Police were notified by the Coroner.  The Trust's internal serious incident 
investigation is ongoing and concerned family members have been fully briefed.  A number of staff have been 
helping the Police progress their investigation too. Assurance is given that everything is being done to get to the 
bottom of the situation and that safety and wellbeing of patients wremains the  highest priority. 
2015/5619 Fall/Pelvic Fractures 
 This SI involves a patient who suffered multiple falls and fractures to her pelvis over the course of a number of 
admissions between October 2014 and January 2015. It appears that some of the falls were not reported onto Datix and 
X-rays were not performed. A pelvic fracture may have been missed. The patient’s family had reported concerns to PALS. 
The patient was placed onto end of life care and died. Incident occurred in December.  

2015/6638 Surgical Error    
This SI involves an elderly patient who underwent manipulation under anaesthetic for dislocated revision hip. In theatre 
an open manipulation was attempted with a change of acetabular liner. The liner in stock would not fit. The company 
rep was contacted for a replacement liner. The spinal anaesthetic had worn off and was converted to a general 
anaesthetic. The procedure was abandoned as the patient was bleeding and had become cardiovascularly unstable. The 
patient was transferred to ITU.  

2015/6721 Hospital Acquired, Avoidable Grade 3  Pressure Ulcer 
Incident occurred in November. 
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Reporting Month

Heather McNair

Target / 

Benchmarking
Jan-15 Feb-15

Current 

Qtr FYTD
12 month 

Trend

Coroners Inquest's- Notifications, 

Investigations
26 2 3 5 20

HSMR 105 101.7

Prevention of Future Death Reports 

– Notifications Received
2 0 0 0 0

Prevention of Future Death 

Reports – Number Outstanding
0 0 0 0 0

Total (NPSA Reported) N/A 382 0 382 4171

Total (All)
616    (7400 

Year)
593 601 1194 6641 ` 6783

Total (All) % of Admissions N/A 10.7% N/A 21.6% 13.0%

Death 0 1 5 6 11

Severe 0 0 1 1 7

Moderate N/A 6 10 16 71

Low N/A 34 48 82 450

No Harm N/A 548 537 1085 5995

Grades 3 & 4   Pre 72 hours 29 0 Not avalible 0 0

Grades 3 & 4  Post 72 hours 29 1 Not avalible 1 1

Grade - 2  Pre 72 hours N/A 3 8 11 11

Grade - 2 Post 72 hours N/A 6 7 13 13P
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One month behind normal reporting 

schedule

Executive lead :

Quality and Patient Experience

Notes

Feb-15

Mortality:  
The Trust's latest rolling 12 month HSMR is 101.7. Comparative figures with other Trusts in South Yorkshire are shown 
below (BHFNT) Iis highlighted in green. YTD performance against the year target of 105 is also shown below 

Incident grading: 
In February 15 there has been an increase in incidents resulting in severe harm or death. 

Incidents resulting in severe harm: 
Incident 1 - Involved an unwitnessed patient fall. On entering the room staff found the patient on the floor with a laceration 
to the left eye and right elbow and other injuries.  Patient had pulled the self retaining catheter out in AMU. Patient started 
on neuro observations.  
Incidents resulting in death: 
Incident 1 -  SI 2015/5131 Unexpected death (Sepsis) 
Incident 2 - SI 2015/5232 Unexpected Death (Fall) 
Incident 3 - SI 2015/5322 Unexpected Death (Controlled Drugs) 
Incident 4 - Patient admitted for elective Total Hip replacement. Low blood pressure through night and had cardiac arrest at 
06:00hrs.  Incident logged as an SI in March 
Incident 5 - Patient underwent a laparoscopic appendectomy. Patient returned to ED following discharge died following a 
Pulmonary Embolism. Incident logged as an SI in March. 

Pressure Ulcers 
February grade 3 pressure ulcers will be discussed and outcome agreed as per South Yorksire policy at the pressure ulcer 
forum on the 24.03.15 and will be reported retrospectively next month. 
The Trust has appointed to a  Tissue Viability Training post (12 month contract) who will commence on 1 April 2015 and will 
ensure  a focus on pressure ulcer training for all clinical nursing staff. Root cause analysis is now being undertaken on all 
grade 2 hospital acquired pressure ulcers in order to reduce these further. New  mattresses that are hybrid and be quickly 
changed into a dynamic mattress have been ordered for the medical block for delivery in early April 2015 this will ensure 
quick access to the correct mattress once a patient has been identified at risk of pressure ulcer development.  

LOCAL QUALITY TARGETS: (where compliance is not monitored monthly) 
Demonstrate 95% compiliance with the implementation of the National Early Warning Score (NEWS) in the adult 
patient. 
Latest audit results November 2015 
95% of the forms were completed;  
42% were escalated according to procedure. 
There will be re-audits in March 15. Actions following this audit will be monitored by Deteriorating Patient Group and Mortality 
Steering Group 

Demonstrate 95% compliane with the implementation of the Sespsis Six bundle 
Latest audit results November 2015 
The re-audit in November 2014 evidence a reduction in compliance with Sepsis Six. An action plan is being developed in conjunction with the Medical Director.  
 The re-audit in November evidenced that: 
92% of patients had IV fluids and antibiotics within the hour. 
Regarding the other individual components of the pathway the compliance was as follows: 
Blood cultures – 77% Urine – 58% Lactate – 77% Oxygen – 77% 
There will be re-audits in March 15. Actions following this audit will be monitored by Deteriorating Patient Group and Mortality  Steering Group 

Review 95% of all applicable in hospital deaths within 15 working days of the death occurring  
As at 31st January a total of 424 mortality reviews have been requested. Of these 61% of have been completed and returned with 27% being undertaken within the target of 15 working days of the death occurring. 

75% compliance with healthcare record keeping standards 
Audit being undertaken, March 2015 
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Reporting Month

Heather McNair

Quality and Patient Experience
Feb-15

Executive lead :

Nursing Staffing Commentary: 
 
BHNFT is committed to ensuring that levels of nursing staff, match the acuity and dependency needs 
of patients in order to provide safe and effective care. Nurse staffing includes:  
Registered Nurses 
Registered Midwives 
Unregistered health care/midwifery care assistants 
Unregistered nursing/midwifery auxiliaries. 
The Trust uses an e-rostering system with duty rosters created eight weeks in advance to ensure the 
levels and skill mix of the nursing staff on duty are appropriate for providing safe and effective care.  
This allows for contingency plans to be made where the roster identifies that the planned staffing falls 
short of the minimum requirement, for example where there are vacant nursing posts or staff 
appointed have not started in post.  These contingency plans can include:  moving staff from a shift 
which is above the minimum required level, moving staff from another ward/area which is above the 
minimum required level, or the use of flexible/temporary staffing from the Trust’s internal bank or via 
an external nursing agency. 
The areas that currently have the most vacancies  in nursing are in CBU 1. There has been a focused  
rolling  recruitment campaign  ongoing since September 2014 to recruit to these areas. 
 

14 96.9% 98.4% 100.4% 87.5%

17 83.6% 95.4% 100.2% 135.7%

18 84.0% 90.8% 100.0% 114.3%

19 86.7% 95.7% 103.6% 141.1%

20 83.3% 97.9% 96.4% 116.1%

AMU 78.0% 98.4% 96.3% 100.9%

23 88.8% 100.7% 90.6% 271.6%

24 89.8% 132.0% 99.1% N/A

28 99.4% 97.8% 100.0% 137.5%

31 73.1% 99.3% 100.0% 90.9%

32 80.2% 116.5% 94.6% 107.1%

34 70.7% 113.4% 97.3% 116.7%

ITU 79.3% 71.6% 93.4% N/A

SHDU 93.9% 72.0% 100.0% N/A

CCU 100.5% 116.4% 100.1% N/A

AN/PN 95.7% 98.0% 91.3% 97.1%

Birthing Centre 97.9% 83.1% 98.1% 85.7%

37 82.5% 73.4% 81.8% N/A

15 90.6% 88.9% 89.6% 89.3%

Average fill rate - 

registered 

nurses/midwives  (%)

Average fill rate - 

care staff (%)

Average fill rate - 

registered 

nurses/midwives  (%)

Average fill rate - 

care staff (%)

Day Night

Ward name
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Reporting Month Feb-15

Executive lead : Heather McNair

Trend Arrow: Latest Month v Previous Month

↑= Got Better ↓= Got Worse

CDU MRSA C-Dff Number of 

Serious 

Incidents 

occurring in 

month

Incidents - 

Deaths

Incidents - 

Moderate

Incidents - 

Severe

Never 

events

Medication 

Incidents - 

Causing harm

Falls - 

Adverse 

Outcome

Multiple 

Falls - 

Adverse 

Outcome

Pressure 

Ulcers 2

Pressure 

Ulcers 3 

(January 

2015) 

Pressure 

Ulcers 4

Single Sex 

Breaches

Trust Trust 1 ↓ 4  ↑ 5  ↓ 10  ↓ 1  ↓ 3  ↓ 22  ↓ 6  ↓ 15  ↓ 1 ↑

CDU
ED 1 ↓ 1  ↓ 1  ↓
Ward 19 3  ↔ 1  ↓
Ward 20 1 ↓ 1↓ 1  ↓ 1  ↓ 1  ↓ 2  ↔ 1  ↔ 1  ↓
Ward 23 3  ↓ 1  ↓ 1  ↑
Ward 34 1  ↓ 1  ↔
Ward 33 1  ↓ 1  ↓ 1  ↓

AMU 1↔ 1  ↔ 1  ↔ 1  ↓ 7  ↓
CCU

Ward 17 1  ↓ 2  ↓
Ward 18 1  ↔ 3  ↓ 1  ↓
Ward 24 1  ↓
Ward 27

Ward 28 1  ↓ 1  ↓ 2  ↓ 1  ↓

SDA

Ward 29 1  ↓ 1  ↔ 1  ↓
Ward 31 1  ↓ 1  ↓ 3  ↓ 1  ↓
Ward 32

Day Surgery

ICU 1  ↔
SHDU 1  ↓
ITU 1  ↔ 1 ↔
Theatres 1↔ '1  ↓

Ward 14 1  ↓
Ward 37 1  ↓
Birthing Centre

Heat Map: Quality Indicators

Emergency, Ortho & 

Care Services

General & Spec Med

General & Spec Surg

Theatres, Anaesth & 

Critical care

Womens, Children & 

GUM
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Reporting Month Feb-15

Executive lead : Heather McNair

Indicator Name

Incidents

Falls

Pressure Ulcers

There has been a marked increase in incidents resulting in severe harm or death, including two falls. These have been recorded as Serious Incidents however only 4 of the 6 incident occurred during 

the reporting month. All reported SIs are subject to RCA investigations. 

2015/5131 Unexpected death (sepsis),  2015/5232 Unexpected death Fall (head injury), 2015/5322 Unexpected Death (Controlled Drugs),  2015/6638 Surgical Error,

2015/6721 Pressure Ulcer Grade 3 occurred in Nov 2014 and 2015/5619 Fall - Pelvic fractures occurred in Dec 2014 (highlighted following a complaint)

Focused work is currently being undertaken using a whole systems review by the Trust falls group to understand the issues with regard to falls and put in place systems and process to reduce the 

number of falls this includes the development of a new falls policy to ensure compliance with NICE guidance, piloting of a new falls risk assessment which will have two stages, new training plan 

with a move from e-learning to face to face training for staff and the re-introduction of safety  briefings. Falls is a special monitoring agenda item on the patient safety and quality group and reports 

progress on a monthly basis.

Work continues to further reduce the number of hospital acquired pressure ulcers at both grade 2 and 3. The Trust has appointed to a  Tissue Viability Training post (12 month contract) which  will 

commence on 1 April 2015 and will ensure  a focus on pressure ulcer training for all clinical nursing staff. Root cause analysis is now being undertaken on all grade 2 hospital acquired pressure 

ulcers in order to reduce these further as well as continuing on all grade 3 pressure ulcers. All  hospital acquired pressure ulcers at all grades are reviewed by the Tissue Vaibility Team wherever 

possible. New  mattresses that are hybrid and be quickly changed into a dynamic mattress have been ordered for the medical block for delivery in early April 2015 this will ensure quick access to 

the correct mattress once a patient has been identified at risk of pressure ulcer development. 

Heat Map: Quality Indicators

Comment
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Reporting Month

Heather McNair

National 

Benchmark
Jan-15 Feb-15

12 month 

Trend

Harm Free 93.70% 96.5% 97.2% 89.02%

Pressure Ulcers- All 4.50% 2.05% 1.69% 4.73%

Pressure Ulcers - New 1.00% 0.29% 0.28% 1.05%

Falls with Harm 0.70% 0.29% 0.56% 0.74%

Catheters &New  UTIs 0.30% 0.00% 0.28% 0.32%

NewVTEs 0.40% 1.17% 0.28% 0.42%

All Harms 6.30% 3.52% 2.82% 6.62%

New Harms 2.30% 1.76% 1.41% 2.42%

Sample Size TBA 341 354

No of Wards Surveyed TBA 20 20

Safety Thermometer

Notes

Executive lead :

Feb-15

There has been focused work undertaken on the collection and validation of 
the data  for the safety thermometer with education and clear roles and 
responsibilities for seeior nursing staff.  
This taken alongside the focused work that has been undertaken to reduce 
the number of hospital acquired pressure ulcers and VTE has meant that the 
Trust is now consistently above the national  benchmark for the Harm Free 
care overall and also is exceeding the national benchmark for all indicators for 
February 2015. 
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Reporting as at: Feb-15

Executive lead :

Key Issues Target
Current 

Month
Last Month

Rolling 12 

Months
Trend

12 Month 

Trend

Sickness Absence Rate 3.50% 5.06% 5.01% 4.47 ↑

Staff Turnover 7 - 10 % 7.93% 7.94% 7.33% ↔

Mandatory Training 90% 82.80% 83.40% 85.12% ↓

Appraisal Rates - Medical 90% 94.00% 91.20% 86.50% ↑

Appraisal Rates - Non Medical 90% 91.80% 92.30% 92.81% ↓

Recruitment - Medical 76 Days 100% 100% 72.73% ↔

Recruitment - Non Medical 56 Days 95.00% 78.90% 75.45% ↑

Vacancy levels
FTE 

Budget
FTE Contracted Variance Maternity Count Sickness

Trust 2,722.40 2,546.85 6.45% 80 5.06%

Diagnostic and Clinical Support 

Services CBU
479.75 412.49 14.02% 7 4.96%

Theatres, Anaesthetics and Critical 

Care Services CBU
310.64 269.11 13.37% 8 5.41%

Diagnostics & Clinical Support CBU—Physiotherapists recruitment action plan in development to mirror staff nurse initiatives already in place. Radiography 

Dept open event held for 3rd year diagnostics students over 4 dates in March. A similar event is to be held in the Pathology Dept to help address recruitment 

difficulties. Out to recruit for two long standing consultant radiologists.Theatres, Anaesthetics & Critical Care Services CBU—Ongoing targeted campaign in 

place for ODP’s, including current advert in local ’Around Town’ magazine. Two of the new consultant anaesthetists started in March.   

Comments

Hilary Brearley

Staffing and Organisational Development

High Level Summary 
 Sickness - 
Estates Sickness Absence is less than 3.5%, Women’s & Children’s CBU Sickness has decreased by 
0.5%, Theatres CBU Sickness has decreased slightly by 0.18%, Diagnostics CBU has increased by  
almost 0.9%, Emergency CBU has increased by 0.92% 

Staff Turnover -  
This remains at a comfortable healthy rate within the required range of 7—10% 

Mandatory Training -  
Mandatory training February compliance is 82.8% this is a 0.6% decrease since January.  
Women's & Children's and GUM Services CBU and Estates & Facilities have exceeded their 90% 
target. 
General and Specialist Medicine CBU are the worst performing at 74.9% 
Corporate services CBU has achieved 88.5% compliance 

Appraisals -  
CBU 1 = 90.60% 
CBU 2 = 100% 
CBU 3 = 88.20% 
CBU 4 = 95.50% 
CBU 5 = 100% 
CBU 6 =  96.20% 

Recruitment - General Recruitment only -  
20 recruitment campaigns completed in February of which 1 was outside the 56 working days 
timeline, due to  obtaining individual’s occupational health clearance, and so overall, achieving  95% 
compliance against target. 
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EXECUTIVE SUMMARY 
 

Key Issue RAG Trend Financial Performance Summary Appendix 

 
 

  
 Consolidated Results 

The consolidated figures referred to in this executive summary and supporting appendices 
are those of the hospital and its subsidiary, BHSS Ltd.  Charitable Funds are excluded. 

 

Key to RAG Rating 

The RAG Rating applied to financial commentary is based the on following criteria 

• Green equating to on or exceeding plan. 

• Amber behind plan by up to 5%. 

• Red greater than 5% behind plan. 

 

 
Financial 

Reporting Indices 

 
 
 

 
 

 
The Trust’s continuity of service rating exclusive of working capital facility at month 11 
 is 1.  In line with expectations, a number of indicators of forward financial risk have been 
triggered.  Liquidity is -21.8 days, and the capital servicing capacity defined as revenue available 
for capital service over annual debt service is -3. The month end cash balance of £5.9m however 
represents 13 days of operating expenses. The cash balance is dependent on the level of 
distressed funding advanced, currently £16.9m (prior month £13.3m). 
 
The actual capital expenditure to date is 89.1% of the plan included within the Trust’s Turnaround 
Plan.   
 
The Trust’s forward plans do not envisage a restoration of a rating of 4 until 2019. The factor that 
will drive the improvement in the rating is liquidity. 
 

 
Appendix 1 

 
Statement of 

Comprehensive 
Income 

   
The consolidated overall position for month 11 is an £11.5m deficit, against a plan position of 
£11.6m deficit, a favourable variance of £0.1m. (A deficit of £11m was reported for month 10 
against a plan deficit of £11.1m.) EBITDA is slightly below plan. 

 
Appendix 2   

 Green 

Green 



Key Issue RAG Trend Financial Performance Summary Appendix 

 
 Income  

 

 
 
 
 
 
 

  
Clinical Income 
£0.7m adverse to plan at month 11, of this £0.3m is due to risks and penalties. (Month 10, £0.7m 
adverse).  Within the £0.7m position the significant adverse variances relate to CBU 1 £0.3m and 
CBU 4 £1.1m.  
 
Other Income 
£2.5m favourable to plan at month 11, (£1.8m favourable to plan at month 10). Of this other 
income, £0.4m has been received to support improvement activity to reduce exposure to financial 
risks and penalties. Other income sources are also ahead of plan due to the recovery of increased 
costs incurred on various activities where such costs are a pass through. 
 
Deferred Income is released in line with the delivery of the activities funded and against costs 
being incurred, strict guidance on the release of deferred income is in place. Additional deferred 
income was released in month to support the Trusts overall revenue position. This includes the 
release of resiliance funding to support increased costs around activities supporintg winter 
pressures and Anaesthetist/Intensivist business monies drawn down to offset costs of hospital 
24/7 working to ensure safety at night. 
 

 
Appendix 2a 

 
Cost 

Improvement 
Programmes 

   
Achievement at month 11 is £5.7m, which is £0.3m ahead of plan, although there are variances at 
scheme level.  The current position includes significant achievements, for example, the vacancy 
factor and the closure of two further wards. CIP forecast achievement for the full year is still 
expected to be on target. 
 

 
Appendix 3 

 
Pay 

 
 
 

  
Total pay expense is showing a favourable variance of £0.8m.  Although a favourable variance 
there is still pressure around the levels of agency spend, with particular pressures in CBU 1 
(Emergencies, Orthopaedics and Care Services), CBU 3 (General & Specialist Medicine) and 
CBU 4 (Surgery).  

 
 

 
Statement of 

Financial Position 

 
 
 

  
The principal variances at month 11 are cash which is £25.9m favourable to plan (due to the PDC 
received), total creditors including accruals which are above plan by £6.5m and Public Dividend 
Capital which is £16.9m favourable to plan. Debtors over 90 days due are currently more than 5% 
of the total. Deferred income is £1.5m favourable to plan at £1.9m due to the advance receipt of 
business case incomes, resilience funding and accounting for maternity pathway deferred income 
within this figure.  Overall, total assets employed are £17.0m favourable to plan. 
 
 

 
Appendix 4 & 

4a 

Amber 

Green 

Green 

Green 



Key Issue RAG Trend Financial Performance Summary Appendix 

 
Cash 

   
Cash is £25.9m ahead of plan.  Cash flow has been micromanaged over the previous 11 months 
with particular attention given to the payment of creditors. Key elements behind the improvement 
are the earlier receipt of business case monies, the continued deferral of creditor payments 
compared to the plan and £10.0m of Public Dividend Capital that has not had to be repaid as 
forecast in the plan, plus a further drawdown of £6.9m in Public Dividend Capital. 
 

 
Appendix 5 

 
Capital  

 
 
 

  
Capital expenditure is £3.1m year to date which is £0.4m behind plan. The principal variances are: 

• Urgent care £0.2m overspent in year 
• VDI scheme is £0.2m overspent.   
• Medical & Surgical equipment £0.2m overspent 
• Electrical Infrastructure £0.3m underspent 
• EPR £0.1m underspent 
• Other items £0.2m underspent 

 

 
Appendix 6  

 

Green 

Red 



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 Yes 7.79%

Creditors > 90 days past due account for more than 5% of total creditor balances No 3.93%

Two or more changes in Finance Director in a twelve month period No

Interim Finance Director in place over more than one quarter end Yes

Quarter end cash balance < 10 days of operating expenses No 13

Capital expenditure < 75% of plan for the year to date No 89.09%  
 
 
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 -21.8 1

Capital Servicing capacity (times) 50% Revenue available for capital service < 1.25 1.25 1.75 2.5 -3 1
Annual debt service

Overall rating 1
 

 
 
 

 
 

  



Performance against plan @ Month 11

Statement of Comprehensive Income Month Month Cumulative Cumulative
Trust & BHSS Plan Plan Actual Variance Plan Actual Variance

Full Year Feb-15 Feb-15 Feb-15 YTD YTD YTD
£'000 £'000 £'000 £'000 £'000 £'000 £'000

NHS Clinical Income
Elective Long Stay 10,867 859 925 66 9,925 8,867 -1,058
Non Elective 49,407 3,930 4,068 138 45,137 47,303 2,166
Planned Same Day 14,310 1,130 1,217 87 13,071 12,685 -386
Out-patients 25,748 2,039 1,701 -338 23,509 21,953 -1,556
A & E 7,368 563 613 50 6,714 6,709 -5
Other 35,730 2,851 2,358 -493 32,683 32,429 -254
Business Cases 4,818 445 975 530 4,374 4,781 407

Total 148,248 11,817 11,857 40 135,413 134,727 -686

Non NHS Clinical Income
Private patients 13 27 0 -27 167 4 -163
Other Non Protected Clinical Income (RTA) 1,088 91 163 72 998 1,172 174

Total 1,100 118 163 45 1,165 1,176 11

Other income
Research and development 545 45 38 -7 498 720 222
Education and Training 4,098 341 540 199 3,758 4,360 602
Other income 10,952 1,648 2,124 476 10,060 11,723 1,663
PFI specific income 29 3 3 0 28 27 -1

Total 15,623 2,037 2,705 668 14,344 16,830 2,486

Total income 164,971 13,972 14,725 753 150,922 152,733 1,811

Costs
Employee benefits expenses (Pay) & Agency costs -117,745 -9,623 -9,661 -38 -108,000 -107,153 847
Drug costs -11,594 -976 -1,054 -78 -10,674 -11,079 -405
Clinical supplies and services -14,054 -1,246 -1,253 -7 -13,163 -12,568 595
Misc other operating expenses (excl Dep'n) -25,536 -1,924 -2,579 -655 -23,383 -26,314 -2,931

Total costs -168,929 -13,769 -14,547 -778 -155,220 -157,114 -1,894

EBITDA -3,958 203 178 -25 -4,298 -4,381 -83

Profit / loss on asset disposals 0 0 0 0 0 -25 -25
Fixed Asset Impairments 0 0 0 0 0 0 0
Depreciation & Amortisation - owned assets -5,723 -493 -486 7 -5,259 -5,195 64
Depreciation & Amortisation - PFI assets -48 -4 -3 1 -44 -43 1
Interest Income 20 2 3 1 19 34 15
Restructuring Costs -350 -29 -21 8 -320 -177 143
PFI Interest Expense -50 -4 -7 -3 -45 -82 -37
PFI Specific Costs -135 -11 -11 0 -124 -121 3
PDC Dividend expense -1,699 -142 -139 3 -1,557 -1,534 23

Net Surplus/(Deficit) -11,944 -478 -486 -8 -11,628 -11,524 104

Ebitda Margin % -2.40% 1.45% 1.21% -2.85% -2.87%
Net surplus/(deficit) % -7.24% -3.42% -3.30% -7.70% -7.55%

Consolidated Statement of Comprehensive Income

  
  

 
 
 



Appendix 2a 
 

Activity £'000 Activity £'000
Plan Actual Variance Plan Actual Variance Plan Actual Variance Plan Actual Variance

01 - Elective Inpatients 353 327 -26 851 833 -17 4,085 3,613 -472 9,831 8,726 -1,105 
02 - Elective Daycases 1,818 1,971 153 1,130 1,200 70 21,015 20,409 -606 13,072 12,717 -356 
03 - Non Elective 2,650 2,571 -79 3,624 3,908 284 30,713 29,624 -1,089 41,632 43,577 1,945
03 - Non Elective (CDU) 223 234 11 121 128 6 2,658 2,730 72 1,448 1,488 40
04a - Excess Beddays (Non Elective) 732 97 -635 165 23 -142 8,314 5,287 -3,027 1,877 1,179 -698 
04b - Excess Beddays (Elective) 35 62 27 8 15 7 405 607 202 94 140 47
05 - Outpatients New Att. 5,410 5,123 -287 832 775 -57 62,419 59,520 -2,899 9,601 9,008 -593 
06 - Outpatients F/up Att 17,385 14,918 -2,467 1,207 1,114 -93 200,715 186,665 -14,050 13,908 13,272 -637 
08 - A&E Attendances 6,130 5,714 -416 563 565 3 73,155 72,250 -905 6,715 6,786 72
09 - Critical Care 598 540 -58 446 425 -21 7,137 7,127 -10 5,325 5,309 -16 
10 - Maternity Pathway Tariff 468 414 -54 437 355 -82 5,582 5,577 -5 5,217 5,236 19
11 - Direct Access Tests 209,680 241,169 31,489 335 350 16 2,421,769 2,555,260 133,491 3,862 3,981 119
12 - High cost drugs revenue 0 0 0 613 693 80 0 0 0 6,745 6,928 183
12a - Unbundled Radiology 1,391 1,643 252 140 162 22 16,066 17,524 1,458 1,617 1,770 153
13 - Other non-tariff revenue 4,141 3,200 -941 327 333 7 47,805 45,076 -2,730 3,760 3,833 74
14 - Schedule of Service Fee Items 0 0 0 16 16 0 0 0 0 171 171 0
15 - Community Paediatrics 0 0 0 88 88 0 0 0 0 965 965 0
16 - Business Cases 0 0 0 44 44 0 0 0 0 482 482 0
17 - Therapy Services 2,633 2,130 -503 94 88 -6 30,416 27,979 -2,437 1,089 1,068 -21 
18 - Specialist Nursing 907 804 -103 44 35 -9 10,473 10,724 251 508 460 -48 
0 0 0 0 0 0 0 0 0 0 0 0 0
0 0 0 0 0 0 0 0 0 0 0 0 0
0 0 0 0 0 0 0 0 0 0 0 0 0
0 0 0 0 0 0 0 0 0 0 0 0 0
TOTAL 11,084 11,151 66 127,920 127,096 -824 

Activity £'000 Activity £'000
Plan Actual Variance Plan Actual Variance Plan Actual Variance Plan Actual Variance

CBU 1 - Emergencies, Orthopaedics & Care Services 2,177 2,181 4 25,498 25,238 -260 
CBU 2 - Theatres, Anaesthetics & Critical Care 288 270 -19 3,437 3,446 9
CBU 3 - General & Specialist Medicine 3,600 3,786 185 40,730 40,965 236
CBU 4 - General & Specialist Surgery 1,806 1,639 -167 21,083 19,960 -1,123 
CBU 5 - Diagnostics & Clinical Support Services 529 545 17 6,070 6,252 182
CBU 6 - Women, Children's & GUM 2,045 2,012 -32 24,068 23,985 -83 
CBU 8 - Corporate 639 718 78 7,035 7,251 216
TOTAL 11,084 11,151 66 127,920 127,096 -824 

CQUINs (1/12 of total) 267 267 0 2,940 2,940 0

Risks & Penalties Current Month Year To Date
N:F Ratios 0 -35 -35 0 -388 -388 
Other Risks & Adjustments 20 100 80 180 1,074 894
Penalties & Sanctions (RTT, Diagnostics & D1) 0 -22 -22 0 -375 -375 
CQUINs 0 -366 -366 0 -402 -402 
TOTAL 20 -323 -343 180 -90 -270 
Risk Adjusted Total 11,372 11,095 -277 131,040 129,946 -1,094 

POD Analysis

CBU Analysis

Current Month - February-15

Current Month - February-15

Year To Date - February-15

February-15Year To Date - 
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Efficiency Plan 2014-15

CBU summary Full Year Month 11 Month 11 Month 11
Target Target Actual Variance

£1000's £1000's £1000's £1000's
Emergency Medicine, Trauma & Orthopaedics, Care of the Elderly, Therapy Services 330 292 513 221
Theatres, Anaesthetics and Crtical Care Services 242 216 248 32
General and Specialist Medicine 298 268 521 254
General and Specialist Surgery 835 759 732 (27)
Diagnostic and Clinical Support Services 782 680 749 69
Women's, Children's and GUM Services 279 250 271 20
Estates & Facilities 84 77 205 128
Corporate 3,465 2,937 2,505 (432)
Total 6,316 5,479 5,744 265

Income, Pay, Non-Pay summary Full Year Month 11 Month 11 Month 11
Target Target Actual Variance

£1000's £1000's £1000's £1000's
Income 310 267 390 123
Pay 5,038 4,408 4,541 133
Drugs 100 75 82 7
Clinical Supplies 513 452 547 95
Non-Clinical Supplies 0 0 0 0
Miscellaneous Other Expenses 355 277 184 (93)
Total 6,316 5,479 5,744 265

Scheme summary Full Year Month 11 Month 11 Month 11
Target Target Actual Variance

£1000's £1000's £1000's £1000's
CI001 - Endoscopy Consumable Budget Reduction 15 13 17 4
CI002 - 5% Reduction on Printing Budgets 22 20 20 0
CI003 - 5% Reduction on Travel Budgets 12 11 17 6
CI004 - Savings on Prosthetics 30 23 24 2
CI005 - Savings on PACS System Costs 78 59 59 0
CI006 - Reduce Computer Maintenance Budgets 162 122 88 (33)
CI007 - Savings Projects Continuing From 13/14 144 136 143 7
CI008 - Renewal of Contracts Ending in Year 18 16 22 6
CI009 - New Saving Initiatives 150 122 220 98
CI010 - Buying Team Transactional Savings 156 143 121 (22)
CI011 - Income Generation 32 24 42 18
CI012 - EPR System Benefits 140 117 23 (94)
CI013 - Reduce Interpreter Budgets 15 14 0 (14)
CI014 - Removal of Budget for Counselling Services for the Hospice 16 15 0 (15)
CI015 - Medicine Management Savings 100 75 82 7
CI016 - Working Together 50 38 0 (38)
CI017 - Closure of Ward 29 600 550 550 0
CI018 - Closure of 2 Further Wards 702 585 645 60
CI019 - 1% Vacancy Factor on all Pay Budgets 1,000 917 1,402 485
CI020 - Reduction in 2nd On Call Budgets 25 22 10 (12)
CI021 - Reduction of hours for A&C Staff (37.5 to 35) 58 53 4 (49)
CI022 - Reduction of SPAs to 1.5 per Consultant 250 208 0 (208)
CI023 - Capping Maximum number of PAs to 12 250 214 81 (133)
CI024 - Radiology Skill Mix Review 135 122 122 0
CI025 - Cardio Respiratory Skill Mix Review 15 14 14 0
CI026 - Restructure Bed Management Team 50 44 44 0
CI027 - 10% Reduction of Back Office Functions 952 793 598 (195)
CI028 - Pathology Partnership Savings 202 185 185 0
CI029 - Increase Salary Sacrifice Income 50 46 49 4
CI030 - Increase Patient Car Parking Charges 10 9 84 75
CI031 - Increase Staff Car Parking Charges 38 35 58 23
CI032 - Increase SLA for Telecommunications Services to SWYPT 40 37 37 0
CI034 - CBU 1 CIP Target £200K Full Year but not to start until August 133 117 98 (19)
CI035 - CBU 2 CIP Target £200K Full Year but not to start until August 133 117 99 (17)
CI036 - CBU 3 CIP Target £200K Full Year but not to start until August 133 117 233 117
CI037 - CBU 4 CIP Target £200K Full Year but not to start until August 133 117 126 9
CI038 - CBU 5 CIP Target £200K Full Year but not to start until August 133 117 9 (108)
CI039 - CBU 6 CIP Target £200K Full Year but not to start until August 133 117 136 20
CI043 - Overseas Medical Students 0 0 40 40
CI153 - Emergency Department Coding 0 0 58 58
CI092 - Efficient Delivery against Projects 0 0 183 183

6,316 5,479 5,744 265   
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2014/15 2014/15
Plan Actual Variance

February February
£'000 £'000 £'000

NON CURRENT ASSETS 70,171 69,834 -337

CURRENT ASSETS
Inventories 1,568 1,358 -210
NHS Trade Receivables Current 3,376 4,765 1,389
Non NHS Receivables Current 648 205 -443
Other Receivables Current 2,593 1,047 -1,546
Prepayments Current 1,345 824 -521
Cash -20,026 5,912 25,938
Assets Current Total -10,496 14,111 24,607

CURRENT LIABILITIES (< one year)
Trade Payables Current -5,330 -5,329 1
Other Payables Current -4,603 -6,961 -2,358
PFI Leases Current -181 -201 -20
Social Security Creditors Current -3,552 -3,644 -92
Tax Payables Current 0 -5 -5
Accruals Current -746 -4,814 -4,068
Provisions current -683 -320 363
Deferred Income Current -346 -1,861 -1,515
Total Current Liabilities -15,441 -23,135 -7,694

NET CURRENT ASSETS (LIABILITIES) -25,937 -9,024 16,913

Other Receivables Non current 342 707 365
   PFI Leases Non Current -364 -320 44

Other non current -282 -282 0
Total Non Current -304 105 409

TOTAL ASSETS EMPLOYED 43,930 60,915 16,985

TAXPAYERS' AND OTHERS' EQUITY
Public dividend capital 46,603 63,483 16,880
Retained earnings -6,944 -6,839 105
Revaluation reserve 4,271 4,271 0

TAXPAYERS EQUITY TOTAL 43,930 60,915 16,985

Consolidated Statement of Position
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Aged Debt at 28/02/2015 Not due 1-30 31-60 61-90 91+ balance
Total 2,385,979.72 341,079.52 989,666.09 142,917.16 468,773.29 4,328,415.78
Cash received 27/02/2015 booked March 0.00
Period 11 invoices raised post 28/02/15 898,258.06
Total invoiced position 5,226,673.84
Adjusted for Period 12 invoices raised (1,575,034.69)
Invoiced Ledger position 3,651,639.15
Accrual for advanced invoicing 1,087,721.45
Debtor element of VAT 383,213.89
Debtor element of Social Security costs 56,164.73
Debtor Charitable Funds 34,678.85
Debtor Other (14,966.00)
BHSS debtors 819,949.85
Consolidation adjustments (679,000.00)
Bad Debt Provision (368,243.21)

Trade & Other Debtors at 31/01/15 4,971,158.71  
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Trust & BHSS

Plan Plan Actual Variance Plan Actual Variance
£'000s £'000s £'000s £'000s £'000s £'000s £'000s

Annual Feb-15 Feb-15 Feb-15 YTD YTD YTD
Cashflows from Operating Activities

Operating Surplus/(Loss) -11,944 -478 -486 -8 -11,628 -11,524 104

Non-cash Income & Expenses/ movements in Working Capital
Depreciation & Amortisation 5,771 497 489 -8 5,303 5,238 -65
PDC Dividend 1,884 142 139 -3 1,557 1,534 -23
Corporation Tax 0 0 0 0 0 0
PFI Interest 0 15 18 3 169 203 34
Interest Received -20 -2 -3 -1 -19 -34 -15
Decrease/(Increase) in Trade & Other Receivables 579 -5 967 972 -1,631 57 1,688
Decrease/(Increase) in Inventories 0 0 -90 -90 0 210 210
(Decrease)/Increase in Trade & Other Payables -8,325 402 531 129 -7,522 -5,965 1,557
(Decrease)/Increase in Other Liabilities -4,140 -319 0 319 -3,739 0 3,739
(Decrease)/Increase in Deferred Income -218 -18 -1,229 -1,211 -199 1,316 1,515
(Decrease)/Increase in Provisions 0 0 8 8 0 -364 -364
Other Movements 424 34 0 -34 388 25 -363
NET CASH INFLOW/(OUTFLOW) FROM OPERATING ACTIVITIES -15,987 269 344 75 -17,321 -9,304 8,017

Cash Flows from Investing Activities

Interest received 20 2 3 1 19 34 15
   Purchase of Property Plant & Equipment -3,476 -45 -209 -164 -3,447 -3,070 377

Net Cash Inflow/(Outflow) from Investing Activities -3,456 -43 -206 -163 -3,428 -3,036 392

Cash flows from Financing Activities
Corporation Tax Paid 0 0 0 0 0 0
PDC Received 0 0 3,626 3,626 0 16,880 16,880
Capital Element of Private Finance Initiative Obligations -180 -15 -17 -2 -165 -189 -24
Interest Element of Private Finance Initiative Obligations 0 -15 -18 -3 -169 -203 -34

  PDC Dividend Paid -1,884 -142 0 142 -1,557 -850 707
Net Cash Inflow/(Outflow) from Financing Activities -2,064 -172 3,591 3,763 -1,891 15,638 17,529

Increase/(Decrease) in Cash and Cash Equivalents -21,507 54 3,729 3,675 -22,640 3,298 25,938

Cash and Cash Equivalents at 1 April 2,527 -20,080 2,183 22,263 2,614 2,614 0
Cash and Cash Equivalents at 30 November -18,981 -20,026 5,912 25,938 -20,026 5,912 25,938

-21,508 54 3,729 3,675 -22,640 3,298 25,938

Consolidated Statement of Cashflows
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Capital Programme 2014/15 Annual Budget Actual Variance
Budget to date to date
£'000s £'000s £'000s £'000s

2013-14 Deferred Schemes
Electrical Testing 9 9 -2 11
Maternity Birthing Unit 253 253 319 -66 
Kitchens AB/KL 35 35 30 4
O Block 613 613 577 36
Pharmacy Robot - Inpatients 13 13 13 -0 
OT Kitchen Refurbishment 5 5 4 1
Urgent Care -210 -210 -8 -201 
Hospital Contact Centre 7 7 3 4
Replace Theatre Chiller Plant 35 35 34 1
Ceiling Tracking Hoist 2 2 3 -1 
Estates Deferred 2013-14 763 763 975 -211 
Digital Dictation 6 6 7 -1 
Intelligent Drug Cabinets 6 6 6 0
Intelligent Drug Cabinets (AMU) 48 48 45 3
IM&T Deferred 2013-14 60 60 58 2
Ceiling Tracking Hoist 17 17 17 -0 
Winpath POCT Interface Blood Gas Analyser 1 1 1 0
M&S Equipment Deferred 2012-13 19 19 18 0
Total Deferred 2013-14 842 842 1,051 -209 
Electrical Infrastructure 360 360 50 310
Escape Lighting 124 124 70 54
Security - JAG Accreditation 20 20 29 -9 
Air Tube Upgrade 50 50 41 9
H&S Barriers 35 35 13 22
HV Switchgear (Sub 3) 40 40 50 -10 
Asbestos Enabling 21 21 10 11
Day Case Chiller 50 50 30 20
KL Condensate Tanks 45 45 0 45
FRA Upgrades 110 110 57 53
ESTATES Backlog Maintenance 2014/15 855 855 350 505
VDI 445 445 617 -172 
Replace Wireless AP's 5 5 0 5
RFID Case Note Tracking 300 300 0 300
Colposcopy Database 40 40 17 23
IM&T 2014/15 790 790 634 156
Medical & Surgical Equipment 10 10 466 -456 
M&S Equipment 2014/15 10 10 466 -456 
EPR 605 605 456 149
O Block - Neonatal Unit 100 70 0 70
Clinical Coding Relocation 31 31 24 7
Mobile Tele-Communication 24 24 24 -1 
Medical Records Storage 21 21 24 -3 
Consultants on Call Room 30 30 10 20
Right Care 0 0 79 -79 
Assistive Technology 0 0 0 0
Ward 11 Seminar Room 0 0 0 0
Drug Cabinets 0 0 0 0
CCU Security 0 0 0 0
Trust HQ Reception 0 0 0 0
Ward 33/34 Alterations 0 0 0 0
Pathology Autoclave 70 70 0 70
STRATEGIC SCHEMES 2014/15 881 851 616 234
Contingency 98 98 -47 145
TOTAL CAPITAL PROGRAMME 3,476 3,446 3,070 376  

 



  
REPORT TO THE BOARD OF  
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SUBJECT: INTELLIGENCE REPORTING/HORIZON SCANNING REPORT 

DATE: APRIL 2015  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information √  Strategy √  

PREPARED BY: Pat McLaren, Interim Director of Marketing and Communications 
SPONSORED BY: Diane Wake, Chief Executive 
PRESENTED BY: Pat McLaren, Interim Director of Marketing and Communications 
STRATEGIC CONTEXT  

To provide a brief overview of key developments and initiatives across the national and regional 
healthcare landscape which may impact or influence the Trust’s strategic direction.   

QUESTION(S) ADDRESSED IN THIS REPORT  

Are any of these developments likely to affect the Trust’s business? 
Are sufficient actions in place to address any areas of concern or opportunity? 

SUMMARY AND RECOMMENDATION(S)  
Summary:  

• MY NHS/NHS Choices  
• New procurement regulations 
• 8% higher A&E attendances than the same period last year 
• Health Foundation report on embedding quality across five Trusts 
• Certain groups of registered allied health professions to be allowed to prescribe and administer medicines 
• Maternity care review launched for 2015 
• Royal College of Emergency Medicine report on adoption of recommended practice for winter pressures 
• Morecambe Bay report – key learnings for NHS organisations 
• 7-day working collaborative in East Midlands – key outcomes 
• NICE safe staffing guidance for midwifery staffing 
• integrated personal commissioning (IPC) programme launched in Barnsley 
• Change to NHS Tariff 2015-16 
• First  29 vanguard sites announced, MCPs and PACS in Yorkshire & the Humber 
• Willis Commission blueprint to reshape the nursing workforce 
• Action to improve race equality across the NHS workforce announced 
• Staff health and wellbeing in the NHS is often seen as an optional extra says report 

Recommendations: The Board of Directors is asked to receive the contents of this report 
for information. 
 

http://www.england.nhs.uk/2015/03/09/ipc-sites/
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REFERENCE/CHECKLIST 

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

Patients will experience safe care 
Partnership will be our strength 
People will be proud to work for us 
Performance matters 

• 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 and 
supported by any 
Board or Executive 
committee within the 
Trust? 

Quality & Governance
 

Audit Committee
 

Finance & Performance
 

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: Communications team - time 

 
 

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:  
“To be the best integrated healthcare organisation for our local communities and beyond’ 
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Subject: INTELLIGENCE REPORTING/HORIZON SCANNING 
REPORT Ref:  15/04/P-21 

 
1. STRATEGIC CONTEXT  

1.1 As the Trust moves forward with its recovery and works to provide quality and safe 
patient care, it is useful that the Board has an overview of changes, developments 
and initiatives which affect the healthcare landscape.  
 

2. INTRODUCTION  

2.1 Horizon scanning is a core part of the Communications and Marketing remit and it is 
suggested that this work be captured and shared in a briefing format with the Board.  
The advantages of this are: 

2.1.1 National initiatives for new investments, services or emerging best practice 
may be considered in a local context for possible inclusion in our practice or 
service offering 

2.1.2 Changes to regulation, overview and scrutiny may be notified early 

2.1.3 Appropriate events may be planned into our forward planner 

2.1.4 The current weekly media report does not currently capture this information 

2.1.5 No additional resources are required 
 
3. CONCLUSION   

3.1 The Board is asked to consider if this intelligence report is useful in the carrying out of 
its duties  

3.2 The Board is asked to contribute any suggestions relating to the frequency, 
appropriateness of content and additional items for inclusion. 
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Board Update:  Horizon Scanning March 2015   
*please note that this is not an exhaustive report, submissions welcome to patricia.mclaren@nhs.net 
 

Date of 
publication/ 
organisation 

Detail Impact/ Action/ 
Owner / Will Board 
be involved? 

MY NHS/NHS 
Choices 

UPDATE FOR THE MONTH OF MARCH (1* is poor 5* is excellent) 
My NHS:   all indicators at ‘OK’, 98% Patients recommend Barnsley hospital 
of the 568 responding to FFT 
NHS Choices:  Overall 4* rating (5* is excellent)  
2 x postings for the month include: 5* for Ward  31, Ophthalmology: 
particular mentions for cleanliness, kindness and food! 
    

Potential impact on 
reputation/All 
postings responded 
to/ 
Board FYI 

26/2/15 
NHS 
Confederation 

NHS organisations will now be able to buy supplies more smartly, cheaply 
and efficiently under new regulations implementing the EU directive on 
public procurement in the UK. The Public Contracts Regulations 2015, 
which implement domestically the EU Public Procurement Directive, come 
into force on 26 February 2015. The Regulations are of great importance 
for all NHS organisations which will have to comply with them when 
purchasing goods and services.  
 
The Regulations bring important changes which will help NHS bodies to buy 
more smartly and efficiently. In particular, they will broaden the 
possibilities for NHS bodies to conduct negotiations with bidders during the 
procurement process, in addition to clarifying how to conduct market 
consultation prior to the launch of the tender. These changes will help NHS 
bodies to buy products and services better adapted to their needs and to 
achieve better commercial outcomes.  The Regulations will also bring 
changes for the procurement of clinical services, replacing the existing `Part 
B` rules with a new `light touch` regime. However these changes will only 
apply to NHS commissioners from April 2016.  The briefing paper is located 
here: 
http://www.nhsconfed.org/~/media/Confederation/Files/Publications/Doc
uments/EU_public_procurement_briefing_Sept2013.pdf  

Impact on 
Procurement 
activity and 
budgets 
Procurement to 
note 
Owner: Interim 
Director of Finance 
Board:  no 
involvement at this 
stage 

25/2/15 
Monitor 

Analysis by Monitor, the health sector financial regulator, shows that 
foundation trusts saw 2.7 million people in their A&E units between October 
and December 2014, 8% higher than the same period last year. Subsequently, 
hospitals admitted 570,000 for further treatment, which is an extra 40,000 
patients compared to last year. In addition, foundation trusts treated over 2.3 
million non-emergency patients in the quarter, an increase of 7% over the same 
period last year. 

Impact on our 
winter planning for 
2015-16 
Action: for 
contracting 
discussions and 
operational 
planning  
Owner: Executive 
Directors 
Board:  To receive 
plans in due course 

http://www.legislation.gov.uk/uksi/2015/102/contents/made
http://www.nhsconfed.org/~/media/Confederation/Files/Publications/Documents/EU_public_procurement_briefing_Sept2013.pdf
http://www.nhsconfed.org/~/media/Confederation/Files/Publications/Documents/EU_public_procurement_briefing_Sept2013.pdf
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Date of 
publication/ 
organisation 

Detail Impact/ Action/ 
Owner / Will Board 
be involved? 

March 2015 The 
Health 
Foundation 

A report from the Health Foundation looks at how five UK trusts built 
quality improvement capability at scale in their organisations.  
The report provides an insight into how and why the trusts embarked on 
their improvement journeys, the impact they achieved and the challenges 
they encountered.  Some of the key themes addressed were: 

• reduce harm by 30% every year 
• improve patient experience 
• developing the improvement capability of senior clinical staff through a 

Microsystems Coaching Programme 
• culture of honesty and transparency 
• reduction in cardiac arrests through the Acutely Unwell Adult 

Collaborative 
• Reduced falls service clinics from full day to half day  
• Improved diagnosis, care and outcomes for patients with acute kidney 

injury   
• Reduction in post-partum haemorrhage rates following childbirth  
• Reduction in falls among older people  
The full report is available to read here:  
http://www.health.org.uk/public/cms/75/76/313/5506/Building%20the%2
0foundations%20for%20improvement.pdf?realName=xaxXoz.pdf  

Good case studies 
particularly related 
to coaching and 
systemic quality 
improvement 
 
Learning & 
Development to 
contrast with 
current Learning & 
Development 
strategy 
 
Interim Director of 
Communications 
and Marketing and 
Head of Learning 
and Development 
Board involvement: 
To review 
Workforce Strategy 
in due course 

26.2.15  
NHS England 

Proposals allowing certain health professions to prescribe or supply and 
administer medicines for patients have been published today (Thursday) by 
NHS England.  The proposals would apply across the United Kingdom, and 
would enable four groups of registered allied health professions (AHPs) – 
radiographers, paramedics, dieticians and orthoptists – to prescribe or 
supply and administer medicines, giving patients responsive access to 
treatment.  A consultation with all groups will run to mid-April. 

Medicines 
management 
impact 
To review guidance 
once consultation 
closes 
Board to be advised 
if any significant 
changes to policy or 
to risk  register 

3/3/15 
NHS England 

NHS England has announced a maternity care review; it will assess 
current maternity care provision and consider how services should 
be developed to meet the changing needs of women and babies. In 
the TOR it will review the UK and international evidence and make 
recommendations on safe and efficient models of maternity 
services, including midwife-led units; ensure that the NHS supports 
and enables women to make safe and appropriate choices of 
maternity care for them and their babies; and support NHS staff 
including midwives to provide responsive care.   The review, which 
is expected to report in by the end of the year, will be led by an 
external chair, supported by a diverse panel (TBA). 

 

Potential impact on 
how we deliver 
services. 
Owner Director of 
Nursing and Quality 
and Director of 
Operations 
Board to be kept 
informed of any 
significant 
developments 
when review closes 
 

http://www.health.org.uk/publications/building-the-foundations-for-improvement/
http://www.health.org.uk/public/cms/75/76/313/5506/Building%20the%20foundations%20for%20improvement.pdf?realName=xaxXoz.pdf
http://www.health.org.uk/public/cms/75/76/313/5506/Building%20the%20foundations%20for%20improvement.pdf?realName=xaxXoz.pdf


  

Z:\Meetings\Board\Horizon scanning      

Date of 
publication/ 
organisation 

Detail Impact/ Action/ 
Owner / Will Board 
be involved? 

4/3/15 Royal 
College 
Emergency 
Medicine 

The Royal College of Emergency Medicine has issued a follow up report 
‘Ignoring the Prescription’ addressing shortfalls in the adoption of its 
original recommendations to handle winter pressures made in the Spring of 
2014.  The CEM summarises: In future it would make much more sense to 
release funding directly to hospitals for investment in A&Es. Rather than 
make this an annual winter crisis ritual, long term funding should be 
targeted on A&Es which will enable Emergency Medicine Clinical Directors 
to make lasting improvements in patient care.  The full report is available to 
read here:  http://www.rcem.ac.uk/Shop-
Floor/Policy/Ignoring%20the%20prescription  

Potential influence 
by College of 
Emergency (CEM) 
Medicine on winter 
planning  
Owner Director of 
Operations 
Action: To review 
our own plans in 
line with CEM 
original report 
Board: watching 
brief 

Kirkup inquiry 
March 2015  

The findings of the independent investigation into the historic standard of 
care provided by maternity and neonatal services in Morecambe Bay were 
published earlier this week. Covering January 2004 to June 2013, the report 
made a number of recommendations for NHS providers as well as 
regulators and national bodies.  The full report can be viewed here: 
https://www.gov.uk/government/uploads/system/uploads/attachment_da
ta/file/408480/47487_MBI_Accessible_v0.1.pdf  

To review 
recommendations 
for the wider NHS 
ref:  potential 
learnings   
Director of Nursing 
and Quality to 
review and advise 
in due course 

East Midlands 
Clinical Senate 
March 2015 

10 East Midlands acute Trusts collaborated on 7-day working and have 
shared details of their journey in the report ‘7 Day Services Acute 
Collaborative Report’ which can be viewed here:  
http://www.emsenatescn.nhs.uk/media/1290/east-midlands-seven-day-
service-ceo-report_final_dec-2014.pdf   

Good evidence- 
based partnership 
working to solve a 
difficult issue 
Owner: Executive 
Team 
To review and take 
in to current plans 
where appropriate 

March 2015 
NICE 

NICE has issued its safe staffing guidance for midwifery staffing in maternity 
settings the report can be viewed here:  
http://www.nice.org.uk/guidance/NG4  

Second set national 
SS parameters 
Director of Nursing 
and Quality to 
review and advise if 
change in 
establishment 
required 

http://www.rcem.ac.uk/Shop-Floor/Policy/Ignoring%20the%20prescription
http://www.rcem.ac.uk/Shop-Floor/Policy/Ignoring%20the%20prescription
http://nhsproviders.cmail1.com/t/t-l-tdaitt-idyutjild-p/
http://nhsproviders.cmail1.com/t/t-l-tdaitt-idyutjild-p/
http://nhsproviders.cmail1.com/t/t-l-tdaitt-idyutjild-p/
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/408480/47487_MBI_Accessible_v0.1.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/408480/47487_MBI_Accessible_v0.1.pdf
http://www.emsenatescn.nhs.uk/media/1290/east-midlands-seven-day-service-ceo-report_final_dec-2014.pdf
http://www.emsenatescn.nhs.uk/media/1290/east-midlands-seven-day-service-ceo-report_final_dec-2014.pdf
http://www.nice.org.uk/guidance/NG4
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Date of 
publication/ 
organisation 

Detail Impact/ Action/ 
Owner / Will Board 
be involved? 

9/3/13 
NHS England, 
Local 
Government 
Association 

NHS England and the Local Government Association have named the first 
eight sites that will, for the first time, combine health and social care 
funding for individuals and allow them to take control of how it is used. The 
first wave of the integrated personal commissioning (IPC) programme will 
go live on 1 April 2015, providing some 10,000 people with complex needs 
with greater power to decide how their own combined health and social 
care budget is spent. The start of the programme is a key first stage in the 
delivery of the NHS Five Year Forward View set out in October 2014.  
Among this first wave is Barnsley: partners will be working together to 
develop the IPC model to support people with complex diabetes. This new 
approach will help people who have lots of contact with services, especially 
acute services, to take more control of their own health and wellbeing. 

All to note in light 
of our Five Year 
Strategy 
 

9 March 2015 
Monitor and 
NHS England 

Almost nine in ten NHS hospitals, community health services and mental 
health trusts have decided to move to a new voluntary tariff option (the 
enhanced tariff option, or ETO) for 2015/16. They will gain their share of 
the improved tariff funding made available to the NHS in December’s 
autumn statement, worth up to £500 million. 

Impact already on 
Barnsley Hospital 
NHS Foundation 
Trust March 2015 
Director of Finance 
handling 
Will affect our plan 
for 2015-16 

http://www.england.nhs.uk/2015/03/09/ipc-sites/
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10/3/15 
NHS England 

The NHS has chosen the first  29 vanguard sites that will take the national 
lead on transforming care for patients in towns, cities and counties across 
England. 269 groups of nurses, doctors and other health and social care 
staff from across the country put forward their ideas for how they want to 
redesign care in their areas, and then helped choose the first 29 of the 
most innovative plans. 
Drawing on a new £200 million transformation fund and tailored national 
support, from April the vanguards will develop local health and care 
services to keep people well, and bring home care, mental health and 
community nursing, GP services and hospitals together for the first time 
since 1948. 

For patients, this will lead to a significant improvement in their experience 
of health services. It is estimated more than five million patients will 
benefit, just from this first wave. For example, this could mean: fewer trips 
to hospitals as cancer and dementia specialists and GPs work in new teams; 
a single point of access for family doctors, community nurses, social and 
mental health services; and access to tests, dialysis or chemotherapy much 
closer to home. 

The vanguards will take the national lead on the development of game-
changing care models:  

• multispecialty community providers (MCPs) – moving specialist 
care out of hospitals into the community; 

• integrated primary and acute care systems (PACS) – joining up 
GP, hospital, community and mental health services, and; 

• models of enhanced health in care homes – offering older people 
better, joined up health, care and rehabilitation services. 
 

In Y&H region the following have been selected: 

10. Calderdale Health and Social Care Economy – MCP 
11. Harrogate and Rural District CCG - PACS 
12. West Wakefield Health and Wellbeing Ltd - MCP 

 

All to note and 
monitor in line with 
our Five Year 
Strategy 

http://www.england.nhs.uk/ourwork/futurenhs/5yfv-ch3/new-care-models/
http://www.england.nhs.uk/ourwork/futurenhs/5yfv-ch3/new-care-models/
http://www.england.nhs.uk/ourwork/futurenhs/5yfv-ch3/new-care-models/community-sites/#ten
http://www.england.nhs.uk/ourwork/futurenhs/5yfv-ch3/new-care-models/primary-acute-sites/#eight
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March 2015 The 
Willis 
Commission 

A radical blueprint to reshape the nursing workforce calls for nurses to 
follow a medical style model of training and the creation of a new 
‘advanced healthcare assistant’ role.  The Willis Commission has published 
its final report ‘Quality with Compassion: the future of nursing education’ in 
which its key findings were: 

• Patient centred care should be at the heart of all pre-registration 
nursing education and continuing professional development. 

• There were no shortcomings found in nursing education that could be 
directly responsible for poor standards of care or a decline in care 
standards. 

• Nurses and their organisations must stand up to be counted on the 
challenge of poor care and loss of public confidence in order to restore 
professional pride. 

• Nursing education needs to imbed patient safety and dignity as a top 
priority. 

• Better evaluation of and research into nursing education programmes 
is necessary to ensure a programme that is fit for purpose. 

• The future nursing workforce requires nurses to work in a variety of 
settings. 

• Recruitment campaigns need to widen their diversity in order to 
encourage the widest, best possible range of applicants. 

• Health care service providers must fully support nursing education. 
• Universities need to recognise nursing as a practice and research 

discipline. 
• Attention needs to be paid to developing a strategic understanding of 

the nursing workforce as a whole and as a UK-wide resource. 

The full report is available here: 
file:///Z:/Working%20Documents/SOURCE%20DOCUMENTS/Willis_commis
sion_report_Jan_2013.pdf  

To note 
recommendations 
on multi-situational 
working, 
recruitment 
practice, nurse 
education and post 
grad opportunities. 
 
Owner Director of 
Nursing and 
Quality/Director of 
Operations(Human 
Resources remit) 
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12/3/15 
NHS England 

NHS England has this week announced action to improve race equality 
across the NHS workforce. The move follows recent reports that have 
highlighted disparities in the number of BME people in senior leadership 
positions across the NHS, as well as lower levels of wellbeing amongst the 
BME population. 
 
From April 2015, NHS organisations across the country will be required to 
demonstrate progress against a number of indicators of workforce equality, 
including a specific indicator to ensure that boards are representative of 
the communities they serve. 
 
Guidance for the new standard – called the Workforce Race Equality 
Standard – has been published this week. Alongside the standard, the NHS 
Equality Delivery System (EDS2) will also become mandatory. This is a 
toolkit that aims to help organisations improve the services they provide 
for their local communities and provide better working environments for all 
groups. 
 
The standard and the EDS2 will be included in the 2015/16 Standard NHS 
contract. NHS regulators – the Care Quality Commission, Trust 
Development Agency and Monitor – will use both of these to help assess 
whether NHS organisations are well-led.  Details on the Workforce Race 
Equality Standard are available here: 
http://www.england.nhs.uk/ourwork/gov/equality-hub/equality-standard/  
 

Impact on policy 
and standards ref 
introduction of 
EDS2 
 
Action plan already 
in progress 
 
Owner Director of 
Operations (Human 
Resources remit) 
and Jose Fernandez 

Royal College of 
Physicians 

A new report shows that staff health and wellbeing in the NHS is often seen 
as an optional extra - as less than two thirds of trusts have a staff health 
and wellbeing plan in place. 

 Work and wellbeing in the NHS: why staff health matters to patient care 
says that high quality patient care relies on skilled staff who are not only 
physically and mentally well enough to do their jobs, but also feel valued, 
supported and engaged. It also states that good staff health, wellbeing and 
engagement can reap significant benefits for patient safety including 
reduced MRSA infection rates and lower patient mortality rates. The report 
is available to read here: 
https://www.rcplondon.ac.uk/sites/default/files/work-and-wellbeing-in-
the-nhs.pdf  

 

Impact on 
attendance levels 
and staff 
engagement scores 
 
Owner Director of 
Operations (Human 
Resources remit) 
and Interim 
Director of 
Marketing and 
Communications 
(Occupational 
Health remit) to 
incorporate into 
Workforce Strategy 
under ‘Fit to Care’ 
 
Board to review on 
presentation of 
workforce strategy. 

http://www.england.nhs.uk/ourwork/gov/equality-hub/equality-standard/
https://www.rcplondon.ac.uk/sites/default/files/work-and-wellbeing-in-the-nhs.pdf
https://www.rcplondon.ac.uk/sites/default/files/work-and-wellbeing-in-the-nhs.pdf
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Yorkshire Post Many modern clinics are lying part-empty across the region diverting 
significant sums from patient care to cover their upkeep, analysis by The 
Yorkshire Post revealed. 

Under complicated arrangements in the wake of the Government’s 
landmark NHS reforms, GP-led clinical commissioning groups (CCGs) pick up 
the costs of spare capacity in health centres, clinics and offices which had 
previously belonged to former primary care trusts. They also pay the 
shortfall for tenants whose rent is insufficient to cover the costs of 
operating buildings. 

In Barnsley, £589,000 was paid out in 2014-15, largely on shortfalls in 
income from tenants, chiefly at four LIFT buildings. The highest payment 
was £181,000 at the Roundhouse Medical Centre in Athersley, which 
opened only in 2011. A further £682,000 was paid the previous year across 
the district. 

All to note with 
reference our 
integrated care 
aspirations set out 
in the Five Year 
Strategy 

Industry 
Footnote 

• High performing FT Frimley Park has taken over neighbouring 
Heatherwood and Wexham Park Trust 

• Barts Healthcare deficit has doubled to £93m 
• NHS Improving Quality is expected to be substantially cut back and 

could well be abolished under proposals being considered by a national 
review of the health service’s improvement organisations 

Of general interest 

 



XX Reference - Apr 2015 

 

 

 

 

 

 

 

 

REFERENCE SECTION



XX Reference - Apr 2015 

  
 
 

 



 

XX Reference - Apr 2015 

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 
AHSN Academic Health Science Network 
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 

BHSS Barnsley Hospital Support Services 
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 
CPD Continuing Professional Development 
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 
DNR Do Not Resusitate 
DSEU Day Surgery & Endoscopy Unit 
E  
EBA Employer Based Awards 

EBITDA Earnings before interest, taxes, 
depreciation and amortisation 

ECIST Emergency Care Intensive Support 
Team 

ECN Emergency Care Network 
ED Emergency Department 
EDD Estimated Date of Discharge 
EDS2 Equality Delivery System 
ENT Ear, Nose & Throat 
EPAP Emergency Pathway Action Plan 
EPR Electronic Patient Records 
EqIA Equality Impact Assessment 
ESR Electronic Staff Record  
ET Executive Team 
EWS Early Warning Score 
EWTR European Working Time Regulation 
F  
F&P Finance & Performance Committee 

FABULOS Fluids, Antibiotics, Blood Cultures, 
Urine, Lactate, Oxygen, Sepsis Six 

FBC Full Business Case 
FCE/FCSE Finished Consultant Episode 
FFCE First Finished Consultant Episode 
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FFT Friends and Family Testing 
FT Foundation Trust 
FTN Foundation Trust Network 
FQA Framework of Quality Assurance 
G  
GMC General Medical Council 
GP General Practitioner 
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 
LTC Long Term Conditions 
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 

PLICS Patient Level Information & Costing 
Systems 

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 
Q&G Quality & Governance Committee 

QA Quality Assurance   
Quality Account 

QIPP Quality Innovation Prevention & 
Productivity 

QSIEB Quality and Safety Improvement & 
Effectiveness Board 
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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 
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 (old term) 

SoS Secretary of State  
SPA Supporting Professional Activities 
SPC Statistical Process Control 
SpR Specialist Registrar 
SSD Sterile Services Department 
SSR Strategic Services Review 

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  
TDA NHS Trust Development Authority 

TIGER The Information Governance Education 
Recognition Award 

TTO Tablets to Take Out 
TWWMIB Together We Will Make It Better 
VDI Virtual Desktop Infrastructure 
VTE VenousThrombo-Embolism 
WXYZ  
WCA Wider Controls Assurance  
WLI Waiting List Initiative 
WTE/wte whole time equivalent 
Y&H Yorkshire & the Humber  
YTD Year to Date 
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