
  
 

BoD Aug 2015: 00 Agenda 

 
A MEETING OF THE BOARD OF DIRECTORS 

WILL TAKE PLACE ON THURSDAY 06 AUGUST 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 02 July 2015 15/08/P-03 

4.  
To approve the Action Log in relation to progress to date  
and review any outstanding actions 15/08/P-04 

Strategic Aim 1: Patients will experience safe care 

5.  To receive and review latest Patient’s Story 
H McNair 

Director of Nursing & 
Quality 

Presentation 

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

L Christon 
Non Executive Director & 

Committee Chair 
15/08/P-06 

7.  To receive and endorse the annual report on Infection 
Prevention & Control 2014/15  

 D Gibson 
Asst Director, Infection 
Prevention & Control 

15/08/P-07 
& 

presentation 

8.  To receive and endorse the Medical Director’s quarterly 
report  

Dr R Jenkins 
Medical Director 15/08/P-08 

9.  To receive and note the Chair’s Log and assurance from the 
Audit Committee 

S Brain England 
Non Executive Director & 

Committee Chair 
15/08/P-09 

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

D Wake 
Chief Executive 15/08/P-10 

11.  To endorse quarterly review of the Board Assurance 
Framework 2015/16  

A Keeney 
Assoc Director of 
Corporate Affairs 

15/08/P-11 

12.  To endorse quarterly of the Corporate Risk Register 2015/16 15/08/P-12 

Strategic Aim 2: Partnership will be our strength 

13.  To note the monthly report from the Chairman  S Wragg, 
Chairman 15/08/P-13 

14.  To note and endorse monthly report from Chief Executive D Wake, 
Chief Executive 15/08/P-14 

Strategic Aim 3: People will be proud to work for us 
Strategic Aim 4: Performance matters 

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

F Patton 
Committee Chair 15/08/P-15 

16.  To review the integrated performance report (month 3) Executive Team 15/08/P-16 

Cont/…   
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No Item   Sponsor Ref 

17.  To receive and review first quarterly report on the 2015/16 
objectives  

R Kirton 
Director of Strategy & 

Business Development 
15/08/P-17 

18.  To receive and review the quarterly report on marketing and 
communications  

E Parkes 
Director of Marketing & 

Communications 

15/08/P-18 

19.  To note intelligence reporting/horizon scanning for the Board 15/08/P-19 

20. 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  
-  03 September 2015, 9am  
 
 
 
Signed: ………..……………………  
    Chairman 

 
 

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



  
REF: 15/08/P-03 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT  
 

MINUTES OF A MEETING OF THE 
BOARD OF DIRECTORS 

ON 2 JULY 2015 
EDUCATION CENTRE, BARNSLEY HOSPITAL 

PRESENT:   
Mrs S Brain England OBE Non Executive Director  
Mr S Diggles Interim Director of Finance & Information 
Mr N Mapstone Non Executive Director 
Ms R Moore Non Executive Director 
Mrs K Kelly Director of Operations 
Mrs H McNair Director of Nursing & Quality 
Ms D Wake Chief Executive 
Mr S Wragg Chairman 

IN ATTENDANCE: 
Mr J Bradley Director of ICT 
Mrs L Christopher Associate Director of Estates & Facilities 
Miss M Dass Clinical Director, Obstetrics & Gynaecology 
Ms K Dunwell External Consultant  
Ms C E Dudley Secretary to the Board & Governors 
Mr J Fernandez Associate Director of HR 
Miss A Green PA to the Director of Nursing & Quality 
Miss E Parkes Director of Marketing & Communication  
Mr M H Wickham Clinical Director, Diagnostics & Clinical Support services 
 and Surgical Services (CBUs 4&5)  

APOLOGIES: 
 Mrs L Christon Non Executive Director 

Dr R Jenkins Medical Director 
Mr F Patton Non Executive Director 
 

15/112  APOLOGIES & WELCOME 
Members and attendees were welcomed. The Chairman also welcomed 
Ms Karen Dunwell and colleague from Medworxx, and Miss Alex Green, who 
was shadowing the Secretary to the Board & Governors.   
Apologies from Board members were noted as above.  It was further noted 
that apologies had also been received from Ms A Keeney, Associate Director 
of Corporate Affairs, and Mr R Kirton, Director of Strategy & Business 
Development, as a courtesy. 
The Chairman confirmed that members and attendees would be sampling 
food from the wards, directly after the meeting.     
 

ACTION 

15/113  REGISTERS OF INTERESTS (15/07/P-02) 
& DECLARATION OF INTEREST 
The Registers of Interests for the Board of Directors, Executive Team and 
Clinical Directors, dated July 2015, were received and noted.  The Chairman 
reminded members of the importance in keeping the Registers of Interest up 
to date and requested that any alterations or additions required at any time be 
provided to Ms Dudley between meetings.    

 



BoD August 2015: 03_Bod Minutes (PUM) Page 2 of 8 

15/114  MINUTES OF LAST MEETING (15/07/P-03) 
The Minutes of the last Board of Directors meeting held on 11 June 2015 were 
reviewed for accuracy and agreed as correct, with the exception of adding 
Ms A Keeney to the list of attendees and noting Mrs R Moore’s retrospective 
apologies.  
  

 

15/115  ACTION LOG (15/07/P-04) 
The action log, showing progress on matters arising from the last and 
previous meetings held in public, was reviewed and noted.    
In addition, with regards to minute reference 15/14 – Integrated Performance 
Report, Mrs McNair confirmed that she was still awaiting feedback from the 
CCG regarding the maternity Serious Incident (SI), and a date to meet and 
discuss.   
With regard to minute reference 15/48 – roll out of the Interagency Information 
Sharing Agreement, Mr Bradley advised that he was still awaiting outcomes 
from the meeting on 23rd June however, the work was on track and he would 
provide the Board with an update as soon as possible.    
 

 

15/116  LATEST PATIENT FLOW RESULTS (Presentation) 
Ms Dunwell presented the results and recommended actions from the Patient 
Flow Review Project in May 2015, following audits undertaken in January 
2014 and January 2015.   Ms Dunwell advised that the main objective for the 
project had been to identify patient journey process changes to date and 
potential changes for the future to enhance support from and access to 
primary care, community care and social care services, ensuring patients 
were receiving the right care in the right place at the right time.   Ms Dunwell 
outlined the scope of the audit, key factors and key outcomes.   
Over a specified 7 day period, all patients with a length of stay over 2, 3 or 4 
days had been reviewed with the exception of patients from mental health 
primary diagnosis, new-born and paediatric patients and Intensive Care/High 
Dependent unit patients.  A total of 299 patients had been reviewed with 19 
avoidable admissions identified, 12 of whom had been assessed ready for 
discharge throughout their length of stay.  This equated to a 6% avoidable 
admission rate.  Ms Dunwell advised that when audited in January 2014, there 
had been an avoidable admission rate of 4% and in January 2015, 2%.  For 
both prior reviews the Hospital had been on red alert.  The audit also showed 
Sunday-Tuesday as the highest days of ‘avoidable admissions’, possibly 
reflecting a correlation with fewer support services available at weekends.   
Looking at discharges, overall 109 patients on wards did not clinically require 
the beds they were occupying, equating to 36% of the patients audited 
(Ms Dunwell recommended target of 10%)   On review by ward, ward 20 had 
the highest number of patients ready for discharge, reflecting the higher age 
range of patients on that ward (70% of the patients aged over 70 years).   
The latest audit had pointed out some potential gaps within the infrastructure 
supporting the patient journey process.   Only two wards had had a nurse 
present during regular ward rounds, nor were nurse led discharges a routine 
process in the hospital.  Ms Dunwell advised that a nurse led/alternative 
discharge process would be effective and help to reduce patient length of stay 
rather than relying solely on consultants.   She also advised that as length of 
stay reduction strategies became more effective, the acuity level of patients 
would increase as the number of patients became fewer but their individual 
care needs became higher, resulting in the need for an increased nurse to 
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patient ratio. It was suggested that better use of existing tools could support a 
reduction in delayed discharges such as the Estimated Discharge Date Tool, 
currently not established for every patient nor documented within case notes.   
Other issues that impeded on patient flow were the limited number of 
Intermediate Care and Rehabilitation beds available within the community to 
provide step down care for patients, and similar pressures for the Rapid 
Response Team and Hospital at Home Team.    Ms Dunwell suggested too 
that, whilst the Trust’s integrated performance report was informative, it could 
be usefully expanded to address the flow of patients, length of stay and 
discharge problems – service line specific.  
Mrs Brain England commented that the audit was very detailed and queried 
how the executives would work with a wide range of services and colleagues 
to bring the issues together and deal with them collaboratively.  Mrs Kelly 
advised that the Trust was currently working with partners around many of the 
issues identified; it had been acknowledged that some patients in hospital 
stayed beyond their need for acute care however their discharge was delayed 
due to limited capacity within the community and limited options for care at 
home.  Mrs Kelly confirmed that the Trust could operate a step down type 
ward to support these patients; this had been included in recent discussions 
with community partners on bed needs for Barnsley but they were currently 
exploring other options. Where possible, care for patients at home remained 
the optimum preference and community-wide work continued across multiple 
pathways for packages of care for patients at home; this would entail changes 
to criteria for bed sets and support services within the community.    
Ms Moore praised Ms Dunwell for an excellent presentation, commenting that 
it reflected information already known to the Trust but it was good to see it 
presented in such a way.  She queried how some of the potential gains 
highlighted around nursing would be addressed alongside other issues around 
goals and aims across whole healthcare systems.  Ms Wake reported that the 
Clinical Commissioning Group (CCG) had been informed about the latest 
review (the outcomes had been shared with them) and she was aware of 
review work being carried out by the CCG too.  Ms Wake confirmed there 
were still actions the Trust could progress internally to manage patients more 
effectively and these would be taken forward, including a business case for 
introduction of a clinical utilisation tool, however that did not lessen the need 
for collaborative work as a whole health economy.   Ms Dunwell had 
mentioned a proposal for a meeting of all community partners to share and 
discuss this issue more widely and she would be keen to learn more about 
this; more co-operative working could also potentially help winter funding 
allocations in the future.    
The Chairman invited Mr Millington, Vice Chair of the CCG and present as an 
observer of the meeting, to comment.  Mr Millington noted that the 
presentation had referred to only six intermediate care beds in the community, 
when he believed there were 21; it was clarified that the audit had referenced 
only those beds supporting immediate sub-acute care, not other beds 
supporting patients with less intensive care needs.   Mr Millington had been 
pleased to hear of plans for a united meeting proposed and undertook to 
follow this up with the CCG.  The Chairman also referred to the Trust’s offer to 
establish a step-down ward, although Mrs Kelly clarified that this had not been 
presented formally as a business case, it was acknowledged that it might be 
timely to revisit this option with the CCG on a more formal basis.  
In closing the agenda item, Ms Dunwell was thanked for an informative and 
thought provoking presentation, copies of which would be distributed to Board 
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members electronically with the Minutes.  Mrs Kelly confirmed that a number 
of actions highlighted in the presentation were already in place and others 
being developed and a comprehensive action plan would be drafted to 
incorporate all actions.  It was agreed that the plan should be monitored 
through the relevant Board Committees.  
Ms Dunwell and her colleague left the meeting at 10.15 hrs.  
 

15/117  QUALITY & GOVERNANCE (Q&G) COMMITTEE                        (15/07/P-06) 
Mrs McNair presented and discussed the Chair’s Log.  The report listed key 
issues escalated to the Board for attention, including: 

• Ongoing concerns in relation to falls  

• Timings for production of the Integrated Performance Report. 

• DNAs (did not attend) – the Committee’s request that quality issues are 
picked up by the workstream on DNAs alongside financial impact was 
noted.  

• Appointment review - work currently ongoing.  
Mrs McNair also affirmed that the Committee continued to monitor ongoing 
work to improve palliative care coding, further details on which were included 
in the report on Mortality. 
The Board noted the full range of matters outlined in the Chair’s log around 
assurance and escalation.  The annual fire statement for 2014/15 was 
approved for signature by the Chief Executive, and the Board also noted and 
ratified the Policies approved by the Q&G Committee policies.  

 
 
 
 
 
 
 
 
 
 
 
 
 

15/118  TRUST’S RESPONSE TO THE SAVILE REPORT (15/07/P-07) 
Mrs McNair presented and expanded on the “Lessons Learnt” Report from the 
Jimmy Savile investigations; the report contained 14 recommendations, 13 of 
which had been accepted in principle by the Secretary of State for Health.    
She confirmed that the Trust had undertaken a gap analysis against the 
relevant recommendations and had developed an action plan to address any 
gaps in assurance.    
Mrs McNair confirmed that the action plan had been reviewed and supported 
by both the Executive Team and the Patient Safety & Quality Group, prior to 
submission to Monitor on 15th June.   It had subsequently been signed off by 
Ms Wake on behalf of the Board prior to submission to Monitor.  The Board 
reviewed and ratified the submitted response.  Ms Wake noted ongoing work 
regarding development of a supporting policy and protocols to support site 
visits by external parties and questioned the timescales.  Mrs McNair advised 
that on this and other related work would be reported upwards to the Board 
via the Chair’s Logs.       
 

 
 
 
 
 
 
 
 

 

15/119  TRUST’S MORTALITY RATIOS  (15/07/P-08) 
Mrs McNair presented the Mortality Ratios report on behalf of Dr Jenkins, who 
was absent from the meeting.  Mrs McNair confirmed the latest rolling 12 
months Hospital Standardised Mortality Ratio (HSMR) position, including data 
for March 2015, at 102.24 against a target of 105.   She highlighted that the 
Crude Mortality Rates up until May 2015, showed a significant spike in deaths 
within the Trust during the winter months, however, levels had now returned to 
the baseline.   She also confirmed that although the 2014/15 mortality target 
of less than 105 has been delivered, the mortality rate for the majority of the 
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year had been static. In order to achieve the Trust’s lower target of 100, 
additional work was required in 2015/16 and, as shown in the report, would be 
organised into three domains: care processes, casemix and coding.   
Mrs Brain England commented that it was beneficial to see next steps flagged 
within the report.     
Mr Mapstone queried whether there had been an investigation into the spike 
in January 2015.  Mrs McNair confirmed that this had been a national spike 
and Ms Wake advised that all of the deaths had been reviewed internally to 
ensure there were no hidden issues.    
 

 
 

15/120  EXECUTIVE TEAM (ET) CHAIR’S LOG (Tabled) 
Ms Wake tabled the Chair’s Log, following the latest Executive Team Meeting 
held on 30th June, confirming that discussions continued to take place with 
Mid Yorks and Sheffield hospitals around Urology services.  Mrs Kelly also 
advised that following a meeting with Sheffield Teaching Hospital on 1st July, 
the Trust now had a model for Barnsley to deliver a Urology service and 
employ its own clinicians.  The Trust planned to work in partnership with Mid 
Yorks for non-malignant work and with cancer pathways continuing to go to 
Sheffield Teaching Hospital.  Discussions were ongoing to finalise these 
arrangements with both partners.  A start date for the new service had been 
agreed – 1st December 2015, which should give Sheffield Teaching Hospital 
time to consider how they could support sessions for Barnsley Consultants 
and align cancer services between the two trusts.  If needed, the Trust would 
work in partnership with Mid Yorks for cancer services too.  In readiness for 
the new approach, the Trust intended to go out to advertise for the two posts 
(without cancer links) shortly; the remaining two posts (ie four whole time 
equivalents in all) would be addressed as soon as possible afterwards.   
Mr Wickham enquired where patients would attend for chemotherapy if the 
partnership working went forward with Mid Yorks only; Mrs Kelly advised that 
this would be clarified when the final position was known.  Ideally the Trust 
would continue to work with both Trusts but it was imperative to obtain a more 
consistent service than had been available over the past 12-18 months. 
Ms Wake confirmed that the Trust was confident the proposed service would 
be sustainable with either or both partners going forwards.   
Ms Wake advised that the Trust had also been approached by West Yorkshire 
Hospitals to support a vanguard bid and this had been agreed in principle.  
BHNFT had been similarly approached by Working Together partners and 
further information around this would follow.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

15/121  CHAIRMAN’S REPORT (15/07/P-10) 
The Chairman’s report was received and noted.  The report provided a brief 
outline of some of the work and activities undertaken by the Chairman in the 
last month following the last Board Meeting.   The report also included a 
presentation from NHS Providers, giving a brief overview of shared 
information and service future.   
The Chairman highlighted that section 5.2 within the report had stated that a 
third new public Governor, Alan Scattergood, would be taking up his role 
shortly, however, Mr Scattergood had since had to step down from the post. 
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15/122  CHIEF EXECUTIVE’S REPORT (15/07/P-11) 
The Chief Executive’s report was reviewed and noted, providing a brief outline 
of key activities undertaken since last month’s Board meeting. 
There were no further comments to report.    
 

 

15/123  MINUTES OF THE LAST COUNCIL OF GOVERNORS  (15/07/P-12) 
The Council of Governors’ latest agenda (from general meeting held in June 
2015) and approved Minutes (April 2015) were received and noted.   
 

 

15/124  FINANCE & PERFORMANCE COMMITTEE (F&P) (15/07/P-13) 
In Mr Patton’s absence, Mr Mapstone presented the Chair’s log from the 
Committee’s meeting held on 25 June and provided a brief summary of the 
current financial situation.  Mr Mapstone advised that the financial 
performance for the month and year to date had improved on month one and 
was currently on target for month two, however, the budget continued to 
remain very stretched particularly with ongoing concerns around seven day  
working.  In relation to the cost improvement programme (CIP), Mr Mapstone 
confirmed that this had improved from month one but the Trust was £80,000 
behind plan at month two.  There would be a more detailed review of the CIP 
plan at the next Finance & Performance meeting.    
Mr Mapstone confirmed that a business case for the Managed Print Services 
had also been presented to the Committee and was recommended to the 
Board for approval.  DNAs continue to remain an area of focus for the 
Committee and it would also continue to monitor the relationship with the 
CCG, which remained strained despite Trust efforts to engage positively.    
With regard to the Reference Cost process, this had been reviewed and 
approved by the Committee, as it was based on the same approach and 
guidance principles as applied last year.  The final outcomes would be agreed 
by 30th July and would need Board approval.  The Board approved delegated 
authority to the Finance & Performance Committee for its meeting on 30th 
July.   
The Board noted the Log, endorsed the Policies approved by the Committee 
and approved the business case for Managed Print Services.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

F&P 

15/125  INTEGRATED PERFORMANCE REPORT (IPR) (15/07/P-14) 
The Integrated Performance Report for month 2 was received and reviewed.  
Mrs Kelly provided an overview of Quality & Performance against key 
indicators. 
Operational Efficiency 
Mrs Kelly confirmed that the Trust continued to have high DNA rates in 
several areas; further in-depth task and finish groups had been tasked with 
examining these.   
Emergency Access  
Mrs Kelly advised that performance had not met the target for May however 
additional support had been put in place and had enabled the Trust to meet 
the target in June - and Quarter 1 at 95.01%.  Mrs Kelly thanked everyone for 
their efforts but advised that pressures continued in acute medicine and 
surgery; these areas would continue to be monitored.  She also confirmed that 
the escalation ward, Ward 29, had closed but work was still required to enable 
bed reconfiguration models to be implemented later in the year.  
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Cancer  
Performance targets continued to be on track. 
Referral to Treatment   
Mrs Kelly advised that this continued to be monitored; the Trust was currently 
at 92% however, work was still required – and was ongoing – around central 
operational models in terms of patients currently on review lists and missing 
outcomes from clinics.   
Staffing  
Mr Fernandez confirmed that mandatory training continued to be below target 
but had risen slightly in May.  He also confirmed that appraisals continued to 
be actioned; the Clinical Business Units (CBUs) had confirmed that 
outstanding appraisals had been diarised for the month of June, which would 
improve the final outcomes.   
Ms Moore was pleased to note the improvement in sickness and absence and 
Mr Fernandez added that figures were in line with year on year trends but also 
reflected continued focus on this area. 
Quality & Patient Experience    
Mrs McNair advised that little improvement had been seen in falls and this 
now formed part of the Listening into Action Programme.  She confirmed that 
the main issue had been around the falls specialist nurse service, the focus of 
which had been operational rather than strategic.  Agreement had been 
reached recently to release the specialist nurse from CBU duties to provide  
more support; a clinical lead had also been identified to support this 
workstream  
Finance  
Mr Diggles provided a brief overview of the current financial position.  He 
advised that the CIP achievement year to date was adverse to plan, due to a 
slower start of delivery from a number of schemes.  CIP delivery would 
continue to remain adverse to plan for the next 2-3 months but remained on 
track for full year delivery.    With regards to clinical activity based income, the 
position was currently on target with the main favourable variances being 
elective, non-elective and planned same day income.   The reported risks and 
penalties were mainly due to RTT (referral to treatment) incomplete pathways 
and A&E performance in April 2015.   
Mr Diggles also highlighted that operating costs were adverse to plan due to 
£0.3m of resilience spend in April 2015, due to continued pressures of 
additional beds being open to satisfy patient demand and activity. Ms Wake 
reminded members of the concerns regarding ongoing costs of the escalation 
ward and risks around the 7-day service funding gap; it was encouraging to 
note the favourable position at end of month 2. 
The Chairman highlighted that percentage on pay costs was 1.4% and 
queried whether it should be RAG rated red/amber instead of green.  
Mr Diggles agreed and advised he would look into this.  
The Chairman queried the breaches reported against 6 week wait for 
Diagnostics in May - due to study leave and annual leave; this was not 
acceptable.  Mrs Kelly assured the Board that any such breaches were 
minimum and usually due to patient choice however she would look into the 
report further and confirm the position for May.  
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SD 
 
 
 
 

KK 
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Mrs Kelly added that in terms of the overall format of the performance report, 
the Trust was continuing to work with Deloitte to provide a first draft report, 
which should be available towards the end of July.   Mr Mapstone commented 
that it would be beneficial to include Ms Dunwell’s comments within this report 
around bed management.   
 

KK 

15/126  INTELLIGENCE REPORTING/HORIZON SCANNING (15/07/P-15) 
At the Board meeting in June, it had been requested that a tracker be added 
to the monthly report.  Ms Wake advised that after discussing this at the last 
Executive Team meeting it was agreed that due to capacity and work 
pressures this would be too onerous.  It was further agreed that should there 
be any important actions from this report these would be added to the Board 
tracker for further development.    
Ms Parkes presented and expanded on the monthly report, drawing attention 
to the NHS Choices overall rating of 4*. There were no further comments 
received in relation to the report.   
 

 

15/127  ANY OTHER BUSINESS AND DATE OF NEXT MEETING 
a) Date of next meeting  

The next meeting of the Board of Directors was confirmed for 6th August 
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.    
 

 

 



  
REPORT TO THE BOARD OF  
BARNSLEY HOSPITAL NHSFT REF: 15/08/P-04 
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SUBJECT: BOARD ACTION LOG 

DATE: AUGUST 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 any verbal updates  and 
b) review any outstanding actions 

 
 



Subject: Board Action Log Ref: 15/08/P-04 
 

Key to RAG status  
 Action overdue or no update provided  
 Update Provided but action not complete  
 Update provided and action complete BoD: July 2015: 04_Action Log PUM August 2015/p1 
 

 
 
 
ACTIONS ON PUBLIC AGENDA 
Minute 

ref 
Meeting 

date Item Action Owner Due date Done 
Date Progress report RAG 

status 

15/125 July 2015 Integrated Performance 
Report 

RAG rating on pay costs to be 
corrected 

Acting Dir of 
Finance July 2015 July 2015 Corrected; see Agenda item  16 for 

latest report. 
 
 

Rationale for breaches on 
diagnostic waits to be 
reviewed and clarified Director of 

Operations July 2015 July 2015 

See agenda item 16 for latest report  

Reporting format to be further 
developed, with external 
advice; new style report due 
for August Board. 

Agenda item 16 shows latest 
format; further development 
ongoing 

 

 15/120 July 2015 Chair’s Log -  
Executive Team 

Negotiations on Urology 
Services to be progressed; 
arrangements for 
chemotherapy services to be 
confirmed when known. 

Director of 
Operations Sept 2015  Verbal update to be provided via ET 

Chair’s Log – agenda item 10 refers  

15/48 
 
 

March 2015 Information 
Governance Toolkit 

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

Director of 
ICT 

July 2015 
& 

September 
 

Update on cyber security received 
at Audit Committee in July (agenda 
item 9).   
Penetration test scheduled for 
September. 

 

b) Interagency information 
sharing agreement: 
assurance to be provided 
on dissemination of 
Agreement 

May 2015  

Progress on development of 
communications plan and wider 
cascade  in Q3, reported to Quality 
& Governance Committee (agenda 
item 6), via IG Chair’s Log July 
2015. 

 

 



Key to RAG status  
 Action overdue or no update provided  
 Update Provided but action not complete  
 Update provided and action complete BoD: August 2015: Action Log /p2 
 

ACTIONS COMPLETED & CLOSED SINCE LAST MEETING   
Minute 

ref 
Meeting 

date Item Action Owner Due 
date 

Done 
Date Progress report RAG 

status 

15/124 July 2015 Reference Costs 

Outcomes subject to approval 
by Finance & Performance 
Committee prior to submission 
on 30th July. 

Acting 
Director of 
Finance  

July 
2015 July 2015 Completed: see F&P Chair’s Log for 

confirmation  (agenda item 15).  

15/14 Jan 2015 Integrated Performance 
– quality 

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

Dir of Nursing 
& Quality 

March/ 
April 
2015 

July 2015 

Reviewed and closed by Clinical 
Commissioning Group at end of July.  
Further information to be provided  
verbally. 

 

 ROLLING TRACKER OF OUTSTANDING ACTIONS   
Minute 

ref 
Meeting 

date Item Action Owner Due date Done 
Date Progress report RAG 

status 

15/89 May 2015 Communications & 
Marketing 

Options for developing a 
Barnsley App in co-operation 
with local partners (local 
authority, Sixth Form College 
or University) to be explored 

Director of 
Marketing & 

Comms 
Sept 2015  

July: Director of Marketing & 
Communications to pursue; action 
pending (after School/University 
summer break) 

 

15/75 April 2015 Integrated performance 
report 

a) Winter Pressures plan to 
be revised for 2015/16 

Director of 
Operations 

May/June 
2015  

High level description of work 
ongoing reported to F&P (July); 
further report due in September 

 b) Report on ASIs 
(appointment slot issues) 
to be reviewed at ET 
shortly 

Further work on ASIs will be integral 
to wider Outpatients review 

15/74 April 2015 
Finance & Performance 
Committee (F&P) 
Chair’s Log 

Contract negotiations, 
including funding for 7 day 
services. 

Executive 
Team May 2015  Ongoing: Monitored through ET 

and F&P   

 
abbreviations:  

• ASI – Appointment Slot issues   •  ET – Executive Team 
• DNA – Did Not Attend    •  F&P – Finance & Performance Committee 
• Q&G  – Quality & Governance Committee 
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REPORT TO QUALITY & GOVERANCE 
COMMITTEE REF: 15/08/P-06 
 
SUBJECT: QUALITY AND GOVERNANCE ASSURANCE REPORT  

– CHAIR’S LOG  
DATE: August 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/Committee Chair 
& Carol Dudley, Secretary to Board & Governors 

SPONSORED BY: Linda Christon, Non Executive Director/Committee Chair 
PRESENTED BY: Linda Christon, Non Executive Director/Committee Chair 
STRATEGIC CONTEXT 
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 
• Issues that require escalation to the Board 
• The assurance the Committee can 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: 
- Improvements in complaints (response time now improved to over 70% in Quarter 1, 

compared to c30% previously reported) 
- Reduction in crude mortality rates   
- Emergency Department’s work to provide assurance on agency cover 
- Annual reports on Infection Prevention & Control, Learning from Experience and action 

against 2014 Patient Survey outcomes 
 
Matters requiring escalation are: 
- Level and nature of inpatient falls 
- Increase in reported serious incidents, albeit June data includes several historic cases 

identified from later reporting and investigation 
- Risk to IG Toolkit compliance in light of revised mandatory training requirements 
 
The Committee recommends the Board to:  
• note the matters outlined in the Chair’s Log for assurance and escalation 
• receive (under separate report) and approve the Infection Prevention & Control Annual 

Report for 2014/15 
• note and ratify the Policies listed in section 11 of the Log 
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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 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” 
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Subject: QUALITY AND GOVERNANCE ASSURANCE REPORT Ref: 15/08/P-06 
 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
 
Committee / Group:  Quality and Governance Committee  Date: 24 June 2015 Chair: Linda Christon 

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

Board or Committee 
Recommendation/ Assurance/ 

mandate to receiving body 

1 CBU 
presentation 

CBU1 provided a very useful and thought provoking 
presentation.  It highlighted the pressures facing the teams in 
its area and a number of achievements to date, including the 
orthopaedic elective unit (a recent innovation, working well), 
recruitment in the Emergency Department (ED), and 
changes to roles across the CBU to make it more attractive 
in terms of recruitment and retention.  Examples of the latter 
included lead dementia nurse’s role and the trauma liaison 
nurse.  Looking forward the CBU would welcome Q&G and 
Board support for its future plans, including aim to develop a 
Trust-wide older persons’ strategy for the organisation (not 
just the Care of the Elderly wards) 

Board of Directors 
To note and to support the CBU’s plans 
to develop an Trust-wide strategy for  
older persons. 

2 
Integrated 
Performance 
report – quality 
issues 

Key points included: 
- Projected year end mortality rates noted (103.4 – slightly 

higher than lowest rate in year but reflecting winter peaks 
and may shift slightly before published as final) 

- Levels of Falls and Serious incidents (see below) 

Board of Directors 
Assurance 
 
Escalation 

2 Pressure Ulcers 

All Grade 2 pressure ulcers now subject to multidisciplinary 
root cause analysis (RCA) as well as Grade 3s.  Key actions 
to reduce incidence include shared learning from RCAs, 
purchase of more mattresses,  and robust education and 
training plan, particularly in high risk areas. 

Board of Directors  To note 

3 Falls 

Levels have decreased from peaks reported in January and 
February but with an increase in harms from falls; number of 
repeat falls also of concern.  Key actions include support for 
introduction of multifactorial assessments (to be implemented 
soon), better information for patients and relatives at 
bedsides, refresh of guidelines on bed rail use, specialling.   
Pace of improvement works needs to be picked up.    

Board of Directors 

Escalation 
 
To note Committee’s continued focus 
and need to drive more pace. 
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Agenda Item Issue and Lead Officer Receiving Body, i.e. 
Board or Committee 

Recommendation/ Assurance/ 
mandate to receiving body 

4 Serious 
incidents (SIs) 

Increased number reported in month – not all relating to 
June; some historic cases identified from legal and complaint 
processing.  It was acknowledged that the older incidents 
now recorded as SIs reflected a mix of changed parameters 
and fuller information available following further investigation.  
Acknowledged as a good innovation and evidence of 
improved triangulation in reporting. 
Latest review of trends showed falls as biggest category of 
SIs, followed by incidents in theatres.  Focus needs to 
continue on these areas as well as ongoing work on 
deteriorating patients (eg National Early Warning System)  

Board of Directors  Escalation 

5. 
Nursing & 
Midwifery 
staffing 

Continued pressures in wards 19/20, orthopaedics and ED, 
although Head of Nursing for CBU1 reported six new staff in 
ED in July.  Peaks and troughs noted in AMU.  The ED had 
also carried out detailed work on use of agency nursing and 
gained assurance that the use did not jeopardise skill mix or 
safe practice; a good balance was reported of Trust and 
agency staff, with many of the agency staff having worked 
with the Trust regularly.  
Several new nursing staff due to start in September after 
qualifying; work continuing to maintain contact and 
engagement with these recruits in the meantime. 

Board of Directors To note 

6 
Quality 
Governance 
Framework 

As agreed, this is now reviewed quarterly rather than leaving 
it to annual review.  Latest assessment showed an overall 
“scoring” of 2 – an improvement on the year end score of 4 
for 2014/15, which seemed to be validated by recent external 
feedback. Work ongoing on areas for improvement.  Several 
aspects would also provide a useful baseline for a board 
development day. 

Board of Directors 

To note 
 
To take forward for further review at 
Board workshop. 

7 
Information 
Governance 
(IG) 

Confirmation received that the baseline assessment for the 
IG Toolkit had been completed.  A number of significant 
changes to the requirements have affected overall 
compliance for the Trust and will be progressed in year.  One 
key risk being the more rigorous mandatory training, which 
required 95% compliance for all staff by year end 
The Log also provided an update on the interagency 
information sharing protocol, which the Trust had signed up 
to in January 2015, and the staff guidance being developed 
as part of the communications plan to be launched in Q3.  

Board of Directors  To note and action the requirement to 
achieve 95% compliance for IG training. 
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Agenda Item Issue and Lead Officer Receiving Body, i.e. 
Board or Committee 

Recommendation/ Assurance/ 
mandate to receiving body 

IG Chair also reported that Junior doctor induction process 
on access to information to be reviewed and improved. 

8 
Infection 
Prevention & 
Control (IP&C) 

The Committee reviewed and endorsed the 2014/15 annual 
report. Another good year of progress but with tough 
challenges ahead. 
Overview to be reported to Board (separate agenda item) 

Board of Directors To note and approve 

9 Learning from 
Experience 

Annual report on complaints and compliments accepted.  
Improvement in complaint response welcomed – increased 
to 70% in Q1 for 2015/16. 

Board of Directors 

To note 
 
Copies available for all board members. 
Full report also to be shared with 
Governors (Quality & Governance sub-
group) 

10 Patient Surveys 

Annual report on progress against action plans developed 
from the 2014 surveys – inpatients, children’s inpatients an 
day case, ED – received and reviewed. 
Progress noted but Committee requested more information 
on steps underpinning action plans in future reporting. 
Discussions also picked up on new-style name badges and 
need to ensure these are worn properly so that patients and 
visitors can read them easily. 

Board of Directors To note 

11 Policies & 
Procedures 

The following Policies were received and approved: 
a)  Designation of Deputy: Section 5(2) of the Mental Health 

Act 1983 
b) Mental Health Care and Detention under the Mental 

Health Act 1983 
The above are both new policies, as prescribed by 
legislation/Mental Health Act.  Both policies approved 
subject to confirmation and review of satisfactory EQIAs. 

c) Restraint policy (new policy)  
- with work ongoing to ensure robust dissemination 
across the Trust. Approval is subject to confirmation and 
review of satisfactory EQIA. 

d) CJD Policy (revised policy - minor amendments) 
e) Management of Peripheral Intravenous Cannulas  

(revised policy - minor amendments) 

Board of Directors 

To endorse the Committee’s approval of 
these five policies, which will be finalised 
when the Committee Chair has had sight 
of and accepted the outstanding EQIAs 
for policies a-c. 

 



  

REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/08/P/07 
 

SUBJECT: INFECTION PREVENTION AND CONTROL ANNUAL REPORT 

DATE: AUGUST 2015  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY: Denise Gibson, Assistant Director of Infection Prevention and 
Control 

SPONSORED BY: Heather McNair, Director of Nursing and Quality 

PRESENTED BY: Heather McNair, Director of Nursing and Quality 

STRATEGIC CONTEXT  

The Trust is required to produce and circulate publicly an infection prevention and control annual 
report that identifies what has been achieved over the last year and what is proposed for the 
forthcoming year. 

QUESTION(S) ADDRESSED IN THIS REPORT   

The report describes and accounts for the infection prevention and control service within the 
Trust for 2014/15, key statistics are presented with supporting narrative.   

CONCLUSION AND RECOMMENDATION(S)  

The report is very comprehensive and the Board is asked for final approval after which it will be 
submitted to communications for display on the Trust’s intranet and internet sites.   

 



 

REFERENCE/CHECKLIST 

• Which business plan objective(s) 
does this report relate to? 1, 2, 3 and 4 

• 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) 

The Trust is required to produce an annual plan for IP&C, which will 
meet the requirements for the hygiene code and achieve strategic 
targets.  If not met there could be a loss of reputation, failure to meet 
legal requirements and national and local targets 

• 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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      ABBREVIATIONS  
 
• ANTT  Aseptic Non-Touch Technique  
• BHNFT               Barnsley Hospital NHS Foundation Trust   
• C. diff                 Clostridium difficile 
• C.diff Antigen     Clostridium difficile Antigen 
• CDT                    Clostridium difficile Toxin 
• CCG                    Clinical Commissioning group  
• CDAD                 Clostridium difficile Associated Diarrhoea  
• CE  Chief Executive  
• COSHH  Control of Substances Hazardous to Health 
• CPE                     Carbapenemase-producing Enterobacteriacae  
• CRE                    Carbapanamase resistant enterobacteriaceae 
• CQC     Care Quality Commission 
• CQUIN                 Commissioning for Quality and innovation   
• CBU                 Clinical Business Unit 
• CVP   Central Venous Pressure 
• DH  Department of Health 
• DIPC  Director of Infection Prevention & Control 
• ESBL                   Extended Spectrum Beta Lactamases 
• GDH                   Glutamase dehydrogenase enzyme immunoassay 
• HACCP  Hazard Analysis and Critical Control Point 
• HBV  Hepatitis B Virus 
• HCAI  Health Care Associated Infection 
• ICD  Infection Control Doctor 
• ICN  Infection Control Nurse 
• IP&C  Infection Prevention & Control  
• IPCC /IPCG          Infection Prevention & Control Committee/Group  
• IPCT  Infection Prevention & Control Team 
• ITU  Intensive Care Unit 
• MDT                    Multi disciplinary team 
• MRSA  Meticillin Resistant Staphylococcus aureus 
• NHSLA  National Health Service Litigation Authority  
• NNU  Neonatal Unit 
• PAS  Patient Administration System 
• PLACE  Patient Led Assessment of the Care Environment  
• PGD                    Patient Group Directive 
• PPE                    Personal Protective Equipment 
• PPQ  Pre Purchase Questionnaire (for new equipment)  
• RCA  Root Cause Analysis 
• SHDU                  Surgical High Dependancy Unit 
• SSD                     Sterile Services Department   
• SSI                     Surgical site infection   
• SWYPFT  South West Yorkshire Partnership Foundation Trust 
• TB                       Tuberculosis Bacilli 
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EXECUTIVE SUMMARY 
 

Infection Prevention & Control Annual Report 2014/15 and Objectives 2015/16 

The Infection Prevention and Control (IP&C) Annual Report provides a summary of all the IP&C 
activities and outputs across the Hospital for the year of 2014/15.  Within the Health and Social 
Care Act of 2008 and associated Hygiene Code (DH 2010) requires all NHS Boards to receive and 
acknowledge such annual reports prior to public release. 

Healthcare associated infection is of increasing media and political interest being seen as a visible 
and unambiguous indicator of the quality and safety of patient care. The infection prevention and 
control agenda faces many challenges including the ever increasing threat from antibiotic resistant 
micro-organisms, the emergence of new human pathogens, growing service developments, 
national guidelines and targets within the context of a changing health service. 

The Care Quality Commission (CQC) has not inspected the trust against the hygiene code since 
May 2009 when the Trust was found to be fully compliant against all of the duties laid down within 
the Hygiene Code confirming our registration without conditions. This placed the Trust within the 
top percentage of Trusts in England. No inspection was undertaken in 2013-2014 or 2014-2015, 
however it is imperative that infection prevention and control stays as a priority on the Trusts 
agenda. 

The Director of Infection Prevention and Control (DIPC) meets regularly with the Chief Executive 
(CE), the Director of Nursing and Quality, and the Medical Director and is Chair of the Trust’s 
Infection Prevention and Control Group (IPCG). The DIPC and Assistant DIPC are also members 
of the Patient safety and quality group. The DIPC attends the Quality and Governance Committee 
and the Trust board when required. The assistant DIPC also attends Senior nurse forum and 
Health and Safety group as well as other subgroups. 

Over the past five years the Trust has seen significant reduction in Clostridium difficile (C. difficile) 
associated infection and have had zero MRSA bacteraemia for the last five and a half years. 
Therefore all targets have been achieved consistently but maintaining the good performance will be 
challenging especially meeting next year’s target of 13 clostridium difficile toxin positive patients. 

The annual PLACE inspection indicates that the hospital continues to provide a clean safe 
environment to deliver care.  However this is an on-going process and the Trust will continue to 
strive for excellence. The IP&C team continues to work closely with Estates and Facilities in 
relation to cleanliness, environment and capital schemes. The management of Legionella 
prevention meets and exceeds legislation with enhanced surveillance including Pseudomonas 
aeroginosa control. The Sterile services department maintains all the required elements to provide 
sterile instruments and fulfil contractual obligations and this year has taken over the responsibility 
for the decontamination of endoscopes within a new decontamination facility in the SSD.   

The IP&C team has continued to improve practice and facilitate change and have continued to 
promote ANTT (aseptic non touch technique), hand hygiene safer sharps and the principles of 
infection prevention & control  

The team continues to teach both informally and formally and ensure that they also maintain their 
own professional competencies. Most of the IP&C policies have been re written and are on the 
Trust policy warehouse and infection control intranet site. 
Considerable work has been done to improve antimicrobial prescribing within the Trust and the 
Consultant Microbiologists undertake teaching sessions with the medical staff. The Trust 
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successfully achieved the antibiotic CQUIN target and it remains a CQUIN for the next financial 
year. 
 
The IP&C team has undertaken a number of audits and surveillance of surgical wound infections. 
The Trust remains above the national average for orthopaedic, large bowel and caesarean section 
surgical site infections and considerable work has been and is continuing to address this issue. 

The Trust continues to support the Saving Lives and Clean your Hands Campaign and has 
promoted infection prevention and control with an awareness week and a sharps prevention 
awareness week  

The clinical nurse specialists have continued conducting ward based practical observations of 
clinical practice. Working along side ward staff facilitates closer working between the IP&C team 
and ward staff whilst allowing closer observation of clinical practice. This is proving to be very 
successful and effective.  

The Trust has not experienced any ward closures due to infection this year. 

The Trust has an IP&C strategy for 2013 -16 which is regularly reviewed and remains on target. 
The Objectives for 2015/16 contain all the required elements of an annual infection control 
programme. 
 
Heather Mcnair  Dr Jyothi Rao Denise Gibson 
Director of Nursing and Quality DIPC Assistant DIPC 
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ANNUAL REPORT – INFECTION PREVENTION & CONTROL 
 

1.0 Introduction 
The term Healthcare Associated Infection (HCAI) encompasses any infection by any infectious 
agent acquired as a consequence of treatment. Micro-organisms (germs) responsible for HCAI 
can be viruses, fungi, parasites and, more frequently, bacteria. HCAI can be caused either by 
micro-organisms already present on the patient’s skin and mucosa (endogenous) or by micro-
organisms transmitted from another patient or health-care worker or from the surrounding 
environment (exogenous). 
 
The risk of transmission and potential harm applies at any time during health-care delivery, 
especially to immuno-compromised or vulnerable patients and/or in the presence of indwelling 
invasive devices (such as urinary catheter, intra-venous catheter, endotracheal tube, drains). 
 
Infection prevention and control clearly has an important role to play in ensuring that patients 
receive a high quality of care and improved clinical outcomes.  The infection prevention & 
control agenda faces many challenges including the ever increasing threat from antibiotic 
resistant micro-organisms, global epidemics, and the emergence of new human pathogens, 
growing service developments, national guidelines and very strict targets. However the 
increasing numbers of drug resistant pathogens present a particular challenge; they require 
longer more complex treatment regimens which are associated with significant increased side 
effects and treatments costs and poorer outcomes. 
 
Healthcare associated infection is of increasing media and political interest being seen as a 
visible and unambiguous indicator of the quality and safety of patient care.  
 
The foundations of infection control are built on a number of simple, well-established 
precautions proven to be effective and widely appreciated. “Standard Precautions” encompass 
the basic principles of infection control that are mandatory in all health-care facilities. Their 
application extends to every patient receiving care, regardless of their diagnosis, risk factors 
and presumed infectious status, reducing the risk to patients and staff of acquiring an infection. 
Hand hygiene is very much at the core of Standard Precautions and is the undisputed single 
most effective infection prevention control measure. 
 
The main essential elements of controlling and preventing infections related to health care are: 

• Identifying risk factors and minimising their impact 
• Improving patients’ resistance to infection 
• Early identification and effective treatment of infections 
• Preventing transmission of micro-organisms from person to person 
• Maintaining a clean and fit for purpose environment including equipment with minimal 

levels of microbial contamination   
 
Department of Health (DH) has continued to place infection prevention and control and health 
care associated infection high on the agenda. The major standards and legislation against 
which infection control services are judged include: 
 

1. The Health & Social care Act 2008 and associated Code of practice for health  and adult 
social care on the prevention and control of infections and related guidance (revised 
2010). 

2. Health & Safety at work etc. Act 1974 
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3. COSHH 2002.  
4. The Health and Safety (Sharp Instruments in Healthcare) Regulations 2013  
5. CQC Essential Standards of Quality and Safety.  
6. Saving lives. 
7. NHSLA.  
8. Clean Your Hands Champaign 

 
The Infection Prevention and Control Team (IPCT) has worked hard to implement these 
initiatives within the Trust. The main priority this year being, delivering the IP&C strategy 2013-
2016 and annual programme, exceeding national and local targets for MRSA bacteraemia, 
Clostridium difficile infection reduction and achievement of target, Saving Lives and continued 
focus on a Clean your hands Campaign. 
 
Following a hygiene code inspection by the CQC in May 2009 the Trust was found to be fully 
compliant, therefore in the top percentage of Trusts in England with clear compliance,  
confirming our registration without conditions. No further inspections relevant to the hygiene 
code have taken place. However, the annual PLACE inspection confirmed the Trust is a clean 
safe environment to deliver care. This is an on-going process and the Trust will continue to 
strive for excellence.  
 
This report informs on the progress made on the objectives set in last years Annual Report and 
also the Trusts progress in implementing national initiatives during the reporting period April 
2014 to March 2015.  The report also encompasses the annual programme for 2015/16 which 
reflects the Trusts strategic vision and commitment to the IPC agenda.   

 
2.0 Infection Prevention & Control Arrangements 

The infection control service is provided by an Infection Prevention and Control team (IPCT) 
the Consultant Microbiologists continue to support SWYPFT Community Services Unit as the 
Infection Control Doctor (ICD). The team currently consists of;  

 
1. Consultant Microbiologist/ DIPC / ICD 37.5 hrs weekly 
2. Consultant Microbiologist                    37.5 hrs weekly     
3. Assistant DIPC                       37.5 hrs weekly 
4. 1 Specialist Infection Control Nurse 37.5 hrs weekly 
5. 2 Clinical Nurse, Specialists  60    hrs weekly 
6. 1 Data Analyst    37.5 hrs weekly  
7. 1 Personal Assistant    37.5 hrs weekly 
8. 1 Apprentice (until January)                 37.5 hrs weekly 

 
Infection Control Resources 
The team has a separate budget which includes the provision of patient and public information, 
maintenance of the infection control software, training, and other supportive material.   
 
Reporting arrangements 

 
• The Trust Infection Prevention and Control Group (IPCG) meet bi monthly. 
• The Infection Control Operational group met bi-monthly and then reduced to quarterly  
• The DIPC meets regularly with the CE, Chief Nurse and is Chair of the Trust Infection 

Prevention & Control Group. The DIPC also attends as required the Trust board and is a 
member of the Quality & Governance Committee and the Patient Safety and Quality 
Group.  
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• The Matron and Clinical Director have been nominated as infection control leads within 
each CBU. Their main role is to deliver the IP&C Strategy, assist in delivery of the annual 
infection control programme and saving lives programme. The CBU’s are required to 
report and provide evidence of compliance with the hygiene code which is checked by the 
IPCG via exception reports  

• The DIPC produces a monthly report to CE and Executive Team, and bi monthly reports 
to IP&CG and chairs log for Quality & Governance Committee. 

• The Assistant DIPC is included in the senior nursing, health & safety structure and quality 
agenda, meeting regularly with the Chief Nurse, matrons and HON’s. 

• The Decontamination Group meets quarterly and reports to the Infection Prevention & 
Control Group. 

• The Trust has a Legionella/water safety group which meets twice a year and reports to 
both IPCG and Health & Safety.  

• The main alert organisms are internally scrutinised via RCA’s and MDT meetings with the 
clinical team. These are then externally scrutinised via a review group with SWYPFT and 
finally by Public health and the CCG.  

 
Lines of accountability for infection prevention & control with the 2014/15 year are shown in  
appendix 1.  

   
The Infection Prevention and Control team continue to have a strong link with the Community 
Infection Control team, ensuring a smooth transition of care between Health and Social Care. 

 
3.0 Saving Lives: A delivery programme to reduce Healthcare Associated Infection  

The ‘Saving Lives’ programme launched by the Department of Health in June 2005 is designed 
to increase organisational focus on infection control and to reduce healthcare associated 
infections including MRSA. The overall aim of ‘Saving Lives’ is to ensure that all staff recognise 
how they can contribute to reducing infection rates and adopt best practice to achieve this.  
 
The programme has high impact interventions which relate to specific clinical procedures 
which can increase the risk of infection if not performed appropriately. Each of these 
interventions has a simple evidence based tool that reinforces the actions that clinical staffs 
need to undertake every time in order to significantly reduce infection, increasing reliability and 
reduce unwarranted variation in care delivery. Each CBU is asked to provide exception reports 
where standards are less than 100% and account for the variance (appendix 2). During 14-15 
an additional saving lives standard has been introduced on Enteral feeding. The first quarter 
scores are red with only 50% compliance however the enteral feeding policy and procedures 
have been updated and practice improved. A further audit in October to December 2014 
demonstrated considerable improvement. The Trusts compliance with the high impact 
interventions are demonstrated in table1.  Data is being fed in to the Governance structure via 
the Infection Prevention and Control Group and directly back to the Ward staff, Matrons and 
Clinical Leads, with exception reporting to the Trust Board via the Quality & Governance 
Committee.  
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Table 1: Saving Lives – Compliance results  
 

Intervention  Apr - 
Jun 14 

Jul - 
Sept 14 

Oct - 
Dec 14 

Jan - 
Mar 15 

Central Venous Catheter 
Insertion 100% 100% 100% 98% 

On-going 100% 100% 100% 100% 

Peripheral Intravenous 
Catheter 

Insertion 96% 92% 93% 94% 

On-going 88% 99% 100% 88% 

Surgical Site Infection 

Pre-op 100% 100% 100% 100% 

Intra-op 100% 100% 100% 100% 

Post-op 100% 100% 100% 100% 

Care to Reduce Ventilation  - Association 
Pneumonia N/A 100% 100% 80% 

Urinary Catheter 
Insertion 100% 100% 100% 100% 

On-going 92% 97% 99% 92% 

Cleaning Equipment 

Suspected / 
Confirmed HCAI 50% 90% 100% 100% 

Non Infected 100% 100% 100% 100% 

Enteral Feeding 50% N/A 90% N/A 

 
4.0 The Health & Social Care Act 2008: Code of Practice for the control of Health care 

associated infection (DH Hygiene Code 2010) 
The Health and Social Care Act 2008 and the related code of practice on the prevention and 
control of infections and related guidance better known as the hygiene code (DH 2010)  has 
ten criterion which form the basis of the trust hygiene code registration.  
 
The Trust is legally required to be registered with the Care Quality Commission and legal 
action can be taken if Trusts are found to be breaching the requirement of their registration to 
protect patients, workers and others from infection. The Trust successfully achieved full 
unconditional registration on the last inspection which was conducted on the 15th May 2009. 
No targeted hygiene code inspections have been taken place since. 
 
To help deliver the requirements of the Hygiene Code the Trust has an Infection Prevention & 
Control strategy. This strategy and action plan first produced in June 2007 and updated March 
2013 provides the Trust with an overarching strategic framework. This not only encompasses 
the Hygiene Code requirements but seeks to ensure that the Trust will be recognised as being 
one of the top performing NHS organisations and seeks to be first choice for patients. 

 
 
 
 



 10 

5.0 Policies and Procedures 
The team update the IPC policies and procedures these can be found on the Trust intranet 
site.  The following policies and procedures have been introduced, reviewed and updated by 
the Infection Prevention and Control team/Estates/Occupational Health this year: 
 
Updated Procedures  
Catheter specimen of urine 
Decontamination of laryngoscopes 
Collection of a faeces specimen 
Mid stream urine collection 
Rectal swabbing for CPE 
Taking a throat swab 

 
New & updated Policies & Guidelines  
Antimicrobial policy (adults) 
Clostridium difficile Policy 
Hand Hygiene 
Isolation  
MRSA Screening  
Prevention and control of MRSA  
Blood bourne Virus  
Diarrhoea  
Glycopeptide Resistant Enterococci (GRE)  
Infection control surveillance  
Infection prevention and control  
Infectious diseases 
Safe handling and disposal of Sharps  
TB  

 
6.0 Visits, Reports and Projects 

 
The Clean Your Hand Campaign – ninth Year 
Promotional hand washing awareness campaigns have been undertaken in the Trust with 
every clinical area engaged with the campaign. The Clean your hands champions are 
expected to attend yearly update training and meet quarterly with the IPCT and they continue 
to integrate the campaign into practice including participating in the delivery of hand washing 
training at local level and monitoring practice.  The number of clean your hands champions 
increases year on year, as staff become more pro-active in the campaign. Surgical hand 
washing and gloving technique has been audited and retraining provided as required.  
 
The fundamental principle underpinning the campaign is the focus on the hand hygiene 
practises of healthcare staff. Due to the nature of their work moving between different patients 
and different care activities with the same patient, healthcare staff have the greatest potential 
to spread the microbes that cause infection.   
 
Compliance with hand hygiene is monitored by direct weekly observation of health-care 
workers whilst delivering routine care. Matrons should conduct at least 10% of the 
observations. These are presented monthly at all the relevant committees and are displayed at 
ward and department level. 
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The Trust continues to promote the “bare below the elbow” standard for all staff entering 
clinical environments which is facilitated by Clean your hand champions and through staff 
training.  
 
The importance of embedding efficient and effective hand hygiene into all elements of care 
delivery must be kept prominent within health care and will remain a priority for the Trust. 

 
Patient led assessments of the care environment (PLACE) 
The team work closely with Matrons, Lead Nurses, Heads of departments and Facilities to 
promote cleanliness and an environment which facilitates good hygiene. PLACE visits have 
been regularly conducted and additional environmental walkabouts have been undertaken with 
IPCT and Matrons. The team have also participated in the formal annual PLACE assessment 
process. A more detailed environmental inspection has been completed when two or more 
cases of Clostridium difficile were identified in one area within a 28 day period. 

 
Kitchen Inspections 
Standards for food hygiene within the main kitchen are regularly monitored by the facilities 
department and managers informed of any action required. In addition to the regular facilities 
inspections, infection control along with Environmental Health conduct regular kitchen 
inspections however none have taken place in 2014/15  Most of the ward kitchens have been 
updated improving the environment considerably.  

 
Flu 
The team have been actively involved in the management and control of influenza compared 
to previous years the numbers were low.  An extensive staff vaccination programme was also 
completed by the Occupational Health department and the Trust achieved 71.9% of all staff 
being vaccinated.   
 
Ebola 
During 2014 the country was placed on high alert to prepare to receive patients who may be 
infected with the Ebola virus. The team attended several regional exercises to prepare for 
potential admissions and a local plan was produced. The team conducted several walk 
throughs of a patient journey with the emergency department and security. Specialist 
equipment was obtained, boxes prepared and several training sessions were conducted in the 
event of an arrival. No infected or worried well patients were received.    

 
Decontamination 
The Sterile Service Department continues to provide an accredited and certified service 
against British, European and international Standards for decontamination. Monthly internal 
audits are undertaken as part of the QA system and six monthly audits are undertaken by the 
external Auditor to maintain registration and compliance with the Medical Device Directive 
93/42/EEC, ISO 9001:2008 and ISO 13485:2003. 
 
The decontamination of scopes has improved providing the most up to date methods of 
decontamination. The endoscopy washer disinfectors are closely monitored with weekly water 
quality testing.  
 
The decontamination group has been re-launched and meet quarterly with reports going to the 
IPCG. The decontamination of equipment is monitored on a regular basis and areas for 
improvement identified to the ward or department. 
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Risk Assessments 
Risk assessments have been completed and new ones continue to be developed to reduce the 
risks of HCAI, The team have also focused on Sharps prevention and control risk assessments 
in order to comply with new legislation Infection prevention & control information is included on 
all intra/inter health-care transfer documentation and is included in the transfer & discharge 
policy. 

 
Inspections  
Observational visits have been completed in theatres and the theatre team is conducting more 
detailed specific IPC audits.  
 
Regular temperature checks are monitored for the washing machines on site and have 
remained within acceptable ranges. The team check temperature charts sent from the laundry 
contractor. 
 
Theatre Forum  
The IPCT remain active members of the forum and infection prevention and control remains an 
agenda item with a particular focus on surgical site infections. 

 
Cleaning/Deep Cleaning 
During 2014/15 the Trust had very little opportunity to decant and deep clean the wards. 
However wards which were completed during movements and building work include: 35 36 33 
34 29, 16, Labour suite 12 11 19 20 ITU SHDU. The provision of a steam cleaning team 
continues. Monitoring of the contract is completed by facilities with the involvement of the IPCT 
and will continue with quarterly reports going to IPCG. The trust cleaning services monthly 
quality report is consistently 4 plus, out of 5 (5 being good) which demonstrates staffs’ 
satisfaction with the standard of service.  The Pest Control is monitored by Estates and reports 
go to the IP&CG.  

 
Aseptic Non Touch Technique (ANTT)  
ANTT was introduced by the IP&CT as part of the Trust’s drive to improve aseptic technique  
Over the last year ANTT has continued to be promoted,  refresher training given and 
reinforced by both the clinical skills facilitator and the Infection Prevention and Control team. 
The subjects covered include wound, IV care and cannulation. 

 
ANTT training has also been delivered as a targeted subject for medical and nursing within the 
Orthopaedic team and medical outpatients. 
 
ANTT was re-launched on the Infection control week with displays, hand-outs and laminated 
Intravenous drug administration procedures given to members of staff for drug suites. 
 
An evaluation of ANTT has been completed on line using survey monkey and following 
mandatory training. 

 
Observation of clinical practice  
During 14/15 the clinical nurse specialists have conducted 24 ward based practical 
observations of infection control clinical practice (Table 2); observation of theatre practice has 
also been undertaken.  Working along side ward or department staff facilitates a closer 
working relationship between the IPCT and clinical staff whilst allowing closer observation of 
clinical practice. This is proving to be very successful and effective. Each area observed is 
expected to respond in writing to the actions identified in the report.  
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Table 2: Practice Sharing visits April 2014-March 2015 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Infection Control Software System 
The system provides notifications of patients with positive alert organisms in order that 
appropriate patient care is initiated as quickly as possible thereby improving efficiency and 
reducing the risk of infection. The infection control patient record and documentation is 
completed on the system which is stored against the patient’s unit number for easy access. 
  
The system is currently been used by the IPCT, Matrons and Consultant Microbiologists.  
 
Lead Nurses receive an E-mail alert advising them of patients who have a positive result for 
MRSA or Clostridium Difficile Toxin within their Ward areas. 
 
Additional reports built over the last year include: 

 
• Hepatitis Report has been updated to now show results for:- 

 
 Hepatitis ‘A’ 
 Hepatitis ‘B’ 

Ward / Department 
visited 

Date Nurse Revisit 
needed 

Ward 31  20/05/14 Sue Burns No  
Dental 05/06/14 Sue Burns No 
Opthalmology 10/06/14 Lynda Slater No 
AMU 13/06/14 Sue Burns No 
AMU 19/06/14 Sue Burns No 
Discharge lounge 10/07/14 Sue Burns  
GU medicine 16/07/14 Lynda Slater No 
Breast Clinic 03/07/14 Sue Burns No 
Ward 23 24/07/14 Sue Burns No 
Audiology 01/09/14 Sue Burns No 
Ward 19 11/9/14 Sue Burns No 
34 E 21/11/14 Sue Burns No 
33r 19/12/14 Sue Burns No 
Ward 32 16/05/14 Sue Burns No 
SHDU 06/06/14 Lynda Slater No 
ITU 15/01/15 Lynda Slater No 
Ward 18  28/01/15 Sue Burns No 
Ward 17 03/02/15 Sue Burns No 
PIU 07/01/15 Lynda Slater No 
Ward 37 27/01/15 Lynda slater No 
Ward 20 08/01/15 Sue Burns No 
Ward 28 13/11/14 Sue Burns No 
Endoscopy 04/02/15 Lynda Slater No 
Clinical Decisions 
unit 

11/02/15 Lynda Slater 3 months 



 14 

 Hepatitis ‘C’ 
 Hepatitis ‘E’ 

 
• Influenza Report for Microbiologist  
• Pre-Assessment MRSA Screens resulting in Staphylococcus aureus 
• Vancomycin Resistant Enterococci Report. 

 
Additional Alerts created over the last year include: 

 
• Carbapenem Resistant Organism Alert 
• Carbapenemase Producing Enterobacteriacae Alert 
• Multi Resistant Organism Alert. 

 
The System was upgraded to Version 2.3.3. during July 2014 to resolve any bug fixes and also 
to apply any completed development work. 
 
In addition a new interface was used to receive and configure messages from the new Patient 
Administration System (Lorenzo), which was implemented in October 2014 in order that 
continuity and functionality of the system remains. 
 
Further work still continues with the Data Surveillance Analyst and the Software provider 
regarding development issues to improve the functionality of the system.  

 
Trials  
Trials of products have included a HPV machine.  New alcohol gel dispensers have been 
introduced which is an improvement on the current system and cost neutral. The Team also 
lead the sharps prevention group and have co-ordinated several trials of safety devices with 
good progress made and several new devices being introduced  

 
7.0 Antimicrobial prescribing 

Antibiotic prescribing and antibiotic resistance are inextricably linked. Overuse and incorrect 
use of antibiotics are major drivers of resistance which are of increasing global concern. 
Considerable work has been done to improve antimicrobial prescribing within the Trust and to 
meet the CQUIN target.  The current antibiotic guideline places restrictions on the use of broad 
spectrum antibiotics and use of cephalosporins. The microbiology department selectively 
report antibiotic susceptibility on clinical samples to guide appropriate choice of antibiotics. 
Pharmacists and microbiologist review the antibiotic prescribing on a daily basis.  
 
The Antibiotic share point helps the microbiologist to identify areas with inappropriate antibiotic 
use, who will then take necessary action to improve adherence to antibiotic guideline. Several 
audits have been conducted and the results are fed back to the relevant clinical specialities 
(see under audit for detail). Overall the antibiotic policy compliance rate is very good.   
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Chart 1: Demonstrates 2nd and 3rd generation cephalosporin usage  
 

 
 

8.0 Audits 
Whilst the saving lives audit tool is used to regularly monitor targeted clinical interventions the 
following audits have also been undertaken:   

 
Hand Hygiene 
The programme of hand hygiene observational audits of 10 per week per ward co-ordinated by 
the matrons continues. Those areas where compliance rate is less than 100% are placed on 
special measures requiring daily monitoring.  Results of these audits are disseminated by the 
matrons to the CBU’s  

 
Chart 2: Demonstrates hand washing compliance before and after procedures during 
April 2014 – March 2015     
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Cluster One Cluster Two 

Surgery Elderly 
Critical Care General Medicine 

Theatres & Day Care Cardiology / 
Respiratory 

Head & Neck ED/AMU 
Trauma & 

Orthopaedics Therapy 

Children’s Pathology 
Women's Imaging 

 Outpatients 
 

Clostridium difficile toxin - April to March 2014 
All inpatients testing positive for Clostridium difficile antigen, irrespective of their toxin results, 
who have diarrhoea will have a daily review undertaken by the infection prevention and control 
team. Blood results, dietary and fluid intake, stool type and medications are reviewed and 
relevant actions taken.  
 
This audit forms part of the Infection Prevention and Control annual work programme and was 
undertaken on all patients who had tested positive for Clostridium difficile toxin, and who were 
still inpatients at the time of the result.   
 
Overall the care and management of patients with C. diffcile was in accordance to Trust 
policies and procedures.  All of the patients were on stool charts and had their fluid balance 
monitored. All but 1 patient had commenced treatment for C. difficile at the time of review, but 
went on to commence treatment within 12 hours of the result. All, where appropriate, had been 
referred to a dietician.  78.9% (15/19) of patient’s were isolated in a side room at the time of 
diagnosis. This is an improvement on last year’s audit (67.9%). Those patients not isolated 
were isolated within 24 hours of diagnosis. 1 patient had a diagnosis of colitis, therefore an 
infectious cause for the loose stools was not considered initially. Likewise, the second patient 
was on laxatives and the diarrhoea was associated with laxatives rather than infection. 100% 
of patients had the correct barrier nursing signage on the cubicle door; this is also an 
improvement on the previous audit (71.4%). 
 
The Infection Prevention and Control team continue to educate staff, both informally and at 
mandatory training with regard to the care and management of patients positive for C. difficile.  
Strong liaison also exists between the Infection Prevention and Control team, Matrons and 
Lead Nurses to ensure patients are managed safely and correctly. 

 
MRSA Screening and decolonisation – July  2014 
Transmission of meticillin resistant Staphylococcus aureus and the risk of MRSA infection can 
only be addressed effectively if measures are undertaken to identify MRSA carriers and then 
decolonise as required. The aim of this audit was to give assurance that BHNFT policies in 
relation to MRSA screening and the care and management of patients identified as having 
MRSA are adhered to, so ensuring a consistent approach to care based on DH 
recommendations. 
 
The care and management of 69 patients were audited with the outcome that the management 
of patients with MRSA requires improvement.  Although 93% of patients were screened within 
24 hours of admission, poor compliance with Trust policy in relation to subsequent screening 
resulted in the poor results of the overall screening for MRSA. 
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Only 17 of the patients audited required decolonisation.  Where PGDs were incomplete, these 
were considered d as patients not receiving decolonisation according to policy, as the ward 
staff and the infection prevention and control team were unable to confirm whether 
decolonisation had been administered. This meant 47.1% of these were not decolonised in 
accordance to Trust policy.  
 
12 patients were discharged before post decolonisation screening swabs could be taken. Of 
those that were still inpatients 1 patient failed to have an MRSA screen following 
decolonisation. 
 
Of the 12 PGDs that were in place, 7 were not completed correctly. In all instances there was 
poor adherence to signing for doses, in particular bactroban. In all instances failure to follow 
Trust policy was escalated to the relevant lead nurse and matron. 
 
Comparison to the audit under taken in 2013 identifies improvements in 3 elements of the 
audit. However, compliance with decolonisation has decreased significantly. These 
disappointing results were due entirely too poor completion of the patient group directive used 
for MRSA decolonisation 
 
In order to address this poor compliance an action plan was put in place to include the 
recommendations below. The audit will be repeated in 2015. 

 
Objective Action Lead Target date 

That staff can 
demonstrate that 
decolonisation 
for mrsa has 
been 
administered 
appropriately 

1. Ensure when applicable, that all elements 
of the PGD are completed. 

Lead Nurse Immediate 

2. Where doses of decolonisation are not 
given, this should be managed as a drug 
error. 

Lead Nurse Immediate 

3. Patients undergoing decolonisation to 
continue to be reviewed by the infection 
prevention and control team. Poor 
compliance to be escalated to the lead 
nurse and matron. 

Lead Nurse Immediate 

4. Wards where compliance to the 
management of patients with mrsa is poor 
to be identified and additional training 
offered and delivered. 

IPCT Immediate 

5. All qualified staff should complete annual 
competencies on the care and 
management of patients with mrsa. 

Lead Nurse 
IPCT 

Review at 
individual 
appraisal 

6. Staff to complete annual infection 
prevention and control mandatory training 

Lead Nurse To achieve 
yearly 
compliance  

7. To promote the care and management of 
patients with  mrsa during infection 
prevention and control week 

IPCT October 2014 
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Patient Opportunities for Hand Hygiene – May 2014 
The aim of the audit was to seek assurances that patients, who are unable to assist 
themselves, were offered appropriate hand hygiene facilities before meals and after toileting. 
 
65 patients were included in the audit and information was collected face to face using a 
questionnaire. The BHNFT hand hygiene policy states healthcare workers must provide hand 
hygiene facilities for patients.  

 
Of the 65 patients audited 42(65%) were offered hand hygiene facilities after toileting and only 
80% of the patients used appropriate method of hand hygiene. Rest used alcohol gel to 
decontaminate their hand after toileting. This compares poorly with the previous audit 
undertaken July-August 2013, where all patients were offered hand hygiene facilities after 
toileting. 

 
In addition to hand hygiene following the use of toilet facilities, patients were also questioned 
as to whether they were offered hand hygiene prior to meals. 31 patients (48%) were offered 
some form of hand decontamination prior to eating their meal. Hand hygiene plays an 
important role in reducing the risk of infection from organisms transmitted faecal-orally and is 
the single most effective action that can be taken to prevent the spread of infection. 
 
Following the poor results of the audit, actions were put in place, particularly for the lead 
nurses to ensure that hand hygiene facilities were made available and the use of them 
encouraged.  

 
Objective Action Lead Target date 

1. All patients must 
be offered hand 
hygiene facilities, 
particularly 
following the use of 
toilet facilities and 
prior to meals 

For all patients to be offered 
hand hygiene prior to meals 
and following toileting 
 
To continue to consider patients 
individual needs with regard to 
hand hygiene 
 
To continue to avoid the use of 
alcohol hand rubs as the 
primary method of hand 
hygiene following the use of 
toilet facilities 

Lead Nurse 
 
 
 
Lead nurse 
 
 
 
Lead nurse 

Immediate 
 
 
 
Immediate 
 
 
 
Immediate 

2. To ensure future 
compliance to 
BHNFT policies 
and procedures 

Patient opportunities for hand 
hygiene to continue to form part 
of future audit programmes 

Infection 
Prevention 
and Control 
Team 

Re audit in 
2015  

 
Equipment / Medical Devices Audits 
This audit was undertaken to give assurance that patient equipment has been decontaminated 
following use. Audit tool validated by the Infection control Nurses Association was used.  
Cleanliness standards were taken from ‘Patient Led Assessments of the Care Environment’.  
23 wards and departments were audited; all demonstrated compliance with the audit, although 
there were some actions required. Use of decontamination indicator tape was inconsistent in 
some areas, and the availability of cleaning wipes did not always promote the decontamination 
of equipment. This was actioned by the lead nurses.  
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The bi weekly PLACE inspections and infection control observational visits also include 
medical devices cleanliness. All areas for improvement have been reported to the clinical 
areas. 

 
Environmental Audits  
In addition to local PLACE inspections, the IPCT and Matrons have undertaken local infection 
control audits and action plans formulated to improve areas of non compliance. Additional 
audits are also undertaken if two or more cases of Clostridium difficile are identified on a 
particular ward in a 28 day period. 

 
Commode Audit  
An external review took place on the cleanliness of commodes, in total 67 commodes were 
audited in 23 wards and departments.  33 commodes were deemed to be soiled.  This 
included soiling of the wheels, foot rest and back rest, there was minimal soiling of the seat 
and bed pan holder.  20 of the commodes were found to be structurally damaged and plans 
were made to replace wither the commode or affected part.   
 
The results of the audit were disappointing.  Commodes continue to be audited by the Matrons 
and Infection Prevention and control Team.  A full audit will be undertaken in 2015.   

 
Administration of hydrex to preoperative patients positive for MSSA undergoing hip or knee 
replacement 
This audit was undertaken to demonstrate compliance with the use of hydrex as a pre 
operative wash for those patients receiving hip or knee joint surgery. Those patients who are 
neither positive for MRSA or MSSA are provided with hydrex to be used for 5 days prior to 
surgery to reduce the risk of a surgical wound infection. 
 
A total of 53 patients were audited on ward 33 and 34. Hydrex was given to 94% of elective 
patients and although all patients who received hydrex reported that they had received advice 
and information on its use, it was only documented in 32% of the patient’s records. This has 
been addressed by the pre assessment department and staff are continuing to monitor. 
 
However only 25% of trauma patients received hydrex. The introduction of hydrex to this group 
of patients was a recent change of practice which may have been a reason for poor 
compliance. This too has since been addressed by the lead nurse and compliance appears 
much improved. 
 
Intravenous cannula audit  
Ward’s conduct weekly cannula audits and input their own data which is analysed by the IPCT 
this information is formulated into a report which is fed back to the clinical teams. Any cannula 
related infections that we are aware of are investigated and RCA undertaken. 

 
Sharps Audit – January 2015 
Seventy five wards/ depts. were visited and a total of 683 sharps containers were inspected 
overall the result was very good with none being over 2/3rds full and all were correctly 
assembled. No containers had protruding objects; however 6 were sited on the floor or at an 
unsuitable height. 21 were not appropriately labelled and 27 had inappropriate contents e.g. 
gloves, this is an increase of non compliance with correct disposal on last years audit,  
information has been fed back to local teams for action.  
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Use of intravenous trays 
Reusable plastic trays are used by wards and departments for venepuncture, cannulation and 
basic ANTT procedures. These trays play an important part in ensuring adherence to ANTT 
and sharps safety; however, pose a potential risk to patients and staff if they are not 
decontaminated after use. This audit was undertaken to ensure that trays are clean and stored 
empty (with the exception of a sharps container) following use. 
 
Just over half of the trays audited were found to be clean. Several trays were dusty and were 
stained with medicines.  3 trays were stained with blood; these were cleaned immediately by 
the auditor. 12 trays had been returned from use and were left untidy with opened packaging. 
Results of the audit were escalated to ward staff at the time. 

 
The Use and Management of antibiotics 
Evidence clearly demonstrates that inappropriate use of broad spectrum antibiotics is 
associated with the selection of antibiotic resistant organisms such as Extended Spectrum 
Beta Lactamases (ESBL), Carbapanamase resistant enterobacteriaceae (CRE) and specific 
acquisition of Meticillin resistant Staphylococcus aureus and Clostridium difficile infection. 
Antimicrobial stewardship is a key component in curtailing the development and spread of 
these resistant organisms. This year the CCG has introduced a new CQUIN target for 
antimicrobial stewardship and a financial reward is attached on delivery of these targets based 
on quarterly audit result. 

 
The three indicators measured are as follows; 
 
Indicator L2b – Proportion of antimicrobial prescriptions with a specified review or stop date. 
Indicator L2c – Proportion of antimicrobial prescriptions with a specified indication. 
Indicator L2d – Antimicrobials used for an appropriate duration. 

 
As our current Drug kardex did not have specified boxes to capture this data , a new drug 
kardex was introduced. This has resulted in increased compliance with all three indicators. 
 
Chart 3: CQUIN antibiotic audit result 2014/15 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 21 

Couple of antibiotic prophylaxis audit has also been carried out this year and the results are 
fed back to respective specialities 

 
9.0 Surveillance 

The IP&C team continues to give a high priority to surveillance. In addition to the mandatory 
national surveillance scheme a regular cycle of other surgical intervention is monitored. The 
IPCT also undertake targeted and alert organism surveillance. 
 
Meticillin Resistant Staphylococcus Aureus (MRSA) 
Each new case of MRSA is followed up by IPCT who visit all new MRSA inpatients and those 
previous positives who are readmitted advising on decolonisation regimes and supporting the 
patients, relatives and staff.   
 
All patients (elective and emergency) admitted to the Trust continue to be screened for MRSA 
colonisation in line with the national initiative. MRSA screening is monitored and non 
compliance fed back to clinical teams.  

 
Following last years audit, a new nursing PGD has been introduced to improve compliance 
with the decolonisation regime and is being monitored. It is intended that the new drug chart 
will include the MRSA decolonisation regime.  
 
Since 2001 it has been mandatory for Trusts to report MRSA bacteraemia figures to 
Department of Health. Results are published as MRSA bacteraemia per 100,000 occupied bed 
days. The Trust achieved its challenging MRSA bacteraemia target of zero for last four years. 
Several factors have contributed to this success, including universal MRSA screening, 
improved decolonisation, decreased blood culture contamination rate, improved cannula care, 
Introduction ANTT etc. However the target for the coming year is again zero which remains a 
challenge. 

 
Chart 4: Number of District figures for new cases of MRSA infection colonisation by 
location:  
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Chart 5: Number of new cases of MRSA infection colonisation: District figures 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Table 3: MRSA bacteraemia rate per 100,000 bed days. 

 

 
Chart 6: Total number of MRSA Bacteraemia District Figures 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 No of MRSA 
bacteraemia BHNFT Community Target Rate per 10,000 bed days 

2005/06 17 13 4 19 1.16 
2006/07 16 8 8 16 1.07 
2007/08 12 6 6 12 0.79 
2008/09 8 3 5 11 0.53 
2009/10 2 1 1 8 0.13 
2010/11 0 0 0 1 0.00 
2011/12 1 0 1 0 0.00 
2012/13 1 0 1 0 0.00 
2013/14 3 0 3 0 0.00 
2014/15 1 0 1 0 0.00 
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Chart 7: Trust MRSA bacteraemia compared with Regional data.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

Meticillin Sensitive Staphylococcus aureus (MSSA) Bacteraemia 
As from January 2010 it has been a requirement to report nationally all MSSA bacteraemias. 
Out of 31 MSSA bacteraemias, 4 were hospital acquired table 4 & chart 8 (post 48 hour 
admission). The sources of these 4 bacteraemias are given in table 5.  Root Cause analysis 
and multidisciplinary meeting has been conducted for each of these cases and action plan has 
been produced and monitored by the matrons 

 
Table 4: Total MSSA Bacteraemia surveillance  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Hospital = Hospital acquired (identified more than 48 hr. after admission.)  
 
• Community = Community Acquired (identified within 48hrs of admission and not been an 

inpatient in the last 8 weeks.)  
 

Staphylococcus aureus Bacteraemia - Monthly Surveillance 2014/15 

Month Total No. Hospital Community MVH MRSA 
April 2 0 2 0 0 
May 2 1 1 0 0 
June 3 0 3 0 0 
July 2 0 2 0 0 

August 6 1 5 0 0 
September 1 0 1 0 0 

October 5 1 4 0 0 
November 3 1 2 0 0 
December 2 0 2 0 0 
January 5 0 5 0 1 
February 0 0 0 0 0 

March 0 0 0 0 0 
Total 31 4 27 0 1 
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• All MRSA Bacteraemias are Community attributed. 
 

Chart 8: Demonstrates the numbers of Staphylococcus aureus bacteraemia by Month 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Table 5: MSSA bacteraemia RCA findings  

 
Case Source of Hospital Attributed MSSA Bacteraemia 

1 Umbilical line 
2 Cannula site infection 
3 Cannula site infection 
4 Unknown  

 
Clostridium difficile 
Since 2004 the reporting of C. difficile infection has been mandatory. All NHS Trusts are 
required to test diarrhoeal stool samples from patients over 65 years and above reporting all 
positive results to Public Health England. Since 2007 this has been changed to report all 
positive Clostridium difficile cases >2 years of age. Data is expressed as the rate per 100,000 
bed days.  
 
The end of year 2014/15 position was 13 positive cases against a trajectory of 20 therefore 
targets were achieved. (Chart 10).  All inpatients testing positive for Clostridium difficle antigen 
and are symptomatic, have a daily review undertaken by the infection prevention and control 
team. Blood results, dietary and fluid intake, stool type and medications are reviewed and 
relevant actions taken to improve the clinical care of the patient.  
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Table 6: Clostridium difficile National Surveillance Figures (All age groups) 
 

 
 
 
 
 
 
 
 
 
 
 

Chart 9: Total number of Clostridium difficile cases by location – District figures 
 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
Chart 10: Monthly new Clostridium difficile episodes against agreed trajectory  

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 No of Cases Total 
(Total PCO) 

Number of Cases (Trust 
Apportioned) 

Rate per 100,000 bed days 
(Trust Apportioned cases) 

2007/08 297 148 96.9 
2008/09 194 105 67.5 
2009/10 121 52 33.5 
2010/11 131 49 33.2 
2011/12 83 28 17.6 
2012/13 64 22 14.6 
2013/14 59 20 13.5 
2014/15 52 13 Not yet available 
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Chart 11: Trust Clostridium difficile cases compared with Regional data.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

RCA has been undertaken for all cases of C. difficile by the IPCT or Matron and an exception 
report is produced mainly concentrating on environmental cleanliness, if 2 or more cases are 
identified in a particular ward within 28 days.  Antibiotic use is also monitored by the 
pharmacist.  Actions are taken based on the results of the RCA and exception reports. 

 
A RCA Overview Panel has been established since September 2008 involving representatives 
from SWYPFT the monthly meeting establishes if the infection was unavoidable and what 
lessons can be learnt across the health economy. The cases are presented to an overview 
group involving commissioning, public health, SWYPFT and BHNFT.   

 
Glycopeptide Resistant Enterococci (GRE):  
The IPCT also monitor the number of cases of GRE. There were 2 cases of GRE infection 
/colonisation (table 7).  

 
Table 7: Total Numbers of GRE cases by year  

 
Year BHNFT GP KERES. KHB MVH TOTAL 

2009/10 0 0 0 0 0 0 
2010/11 0 0 0 0 0 0 
2011/12 3 0 0 0 0 3 
2012/13 0 0 0 0 0 0 
2013/14 2 0 0 0 0 2 
2014/15 2 0 0 0 0 2 

 
Surveillance of Escherichia coli Bacteraemia 
Since April 2011, it has become mandatory to report all cases of E.coli bacteraemia into the 
national database. There is no national benchmark available to compare the rate at the current 
time. Only 2 out of 23 hospital acquired E.coli bacteraemia were deemed to be catheter related 
and one due to post operative complication. All other were not related to any intervention 
carried out within the Hospital  (Table 8 Chart 12) 
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Table 8: Total numbers Escherichia coli Bacteraemia by Month 

 

E Coli Bacteraemia - Monthly Surveillance 2014/15. 
Month Total No. Hospital Community MVH ESBL 
April 11 2 9 0 0 
May 15 0 15 0 0 
June 13 2 11 0 3 
July 19 1 18 0 2 

August 15 3 12 0 1 
September 17 3 14 0 1 

October 9 2 7 0 3 
November 15 1 14 0 4 
December 17 3 14 0 4 
January 24 3 21 0 2 
February 14 2 12 0 2 

March 7 1 6 0 1 
Total 176 23 153 0 23 

 
 
Chart 12: Demonstrates the numbers of Escherichia coli Bacteraemia by Month 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Surveillance of blood culture contaminants 
Since the introduction of monthly surveillance of blood culture contamination rates there has 
been significant improvement in the rate of contamination of blood culture, thus avoiding 
unnecessary antibiotic use and also the cost.  However a small rise over the last quarter has 
been noted and the use of ANTT has been reinforced to all staff. Wherever possible the 
person who has taken the blood culture is identified and results are fed back to them. All wards 
receive monthly data (Chart 13).  
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Chart 13: Total blood culture contaminants by month 
 

 
 

Surveillance of Carbapenemase- producing Enterobacteriacae (CPE) 
Carbapenemases are enzymes which destroys the carbapenem group of antibiotics conferring 
resistance to these group of antibiotics. Enterobacteriaceae (coliforms) carrying these 
enzymes which are usually resistant to multiple other groups of antibiotics making it difficult to 
treat. Also these organisms can cause outbreaks in institutional settings with a number of 
clusters and outbreaks being reported nationally and internationally. In the UK over the last 5 
years there has been rapid increase in the incidence of infections and colonisation by multi-
resistant carbapenemase- producing coliforms and it is a growing concern. To prevent the 
spread of these resistant organisms the DH mandated each hospital to implement and embed 
a Toolkit for the early detection and management and control of carbapenemase- producing 
Enterobacteriaceae.  In BHNFT guidance on CPE has been introduced incorporating the 
contents of the toolkit.  This year we had no new cases of CPE and two previous cases were 
not hospital acquired.  

 
Table 9: Total numbers of Carbapenemase Producing Enterobacteriacae 

 
Period No. of positive cases 

April 2013 to March 2014 2 (not BHNFT acquired) 
April 2014 to March 2015 0 

 
10.0 Surgical Site Surveillance (appendix 3) 

 
Orthopaedic surgical site surveillance: 
The Trust is participating in the mandatory Orthopaedic wound surveillance and has been 
since 2001. Even though Trusts are required only to collect data on one type of orthopaedic 
procedure for a 3 month period, BHNFT has elected to undertake consistent surveillance of 
hip, knee and hip hemi-arthroplasty wound infection. The percentage of wound infections for all 
periods of collection within 2014/15 are as follows: Knees 1.3% infection, Hip replacement 
0.8% Repair of neck of femur 0.8%. More detailed results of this surveillance are shown in 
appendix 3. We are above national average in both the Hip and Knee replacement categories. 
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An orthopaedic surgical site infection group continues to meet and there is on-going action 
plan with a number of initiatives already introduced e.g. pre and peri-operative warming. 

 
Post discharge surveillance continues for patients undergoing hip and knee replacement and 
hemi arthroplasty surgery. 

 
Chart 14: Hip replacement trend analysis  
 

 
 

Chart 15 : Knee replacement trend analysis  
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Chart 16: Repair neck of Femur trend analysis 
 

 
 

Breast Surgery Surveillance  
Breast Surgery surveillance was completed for the period January – March 2015 which 
included post discharge surveillance. There were no wound infections identified during this 
period out of 75 operations giving a percentage of 0.0%, against a national target of 1.0%.  
There was 1 additional patient reported case identified from patients completing the post 
discharge questionnaire. More detailed results of this surveillance are shown in appendix 3. 
 
Chart 17: Breast surgery Trend analysis 
 

 
 
Large Bowel Surgery surveillance 
Large bowel surgical site surveillance was completed for the period October – December 2014 
which included post discharge surveillance. 5 wound infections were identified during this 
period out of 35 operations giving a percentage of 14.3%, against a national target of 10.1%.  
There were no additional patient reported cases identified from patients completing the post 
discharge questionnaire. More detailed results of this surveillance are shown in appendix 3. 
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Chart 18 Large Bowel Trend analysis 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
All clinicians have been made aware of these results. Patient notes have been reviewed by the 
IPCT and the colorectal nurse specialist and no obvious links found. A number of the patients 
were predisposed to infection by the nature of the urgent surgery required and presenting co-
morbidities. Staff practice post operatively has been observed and staff have been re trained 
on ANTT. Pre-operative body washing with a chlorhexidine solution (Hydrex) has been 
introduced. The CBU has considered the results and is aware. This surveillance will be 
repeated. 

 
Caesarean Section Surveillance  
Caesarean section wound surveillance (including post discharge surveillance) was carried out 
during March – June 2014 and also January – March 2015.  
 
Results for March – June 2014 showed 24 Surgical Site Infections giving a percentage of 14%. 
All of the 24 infections were classed as superficial infections. This was a decrease of 2% from 
the previous surveillance period of April – June 2013. However this was still considered to be 
high so an action plan and task and finish group was set up in Maternity. 
 
An action plan has been agreed and is in progress. The key changes introduced are, the use 
of chlora prep for skin prep prior to section, Hibiscrub for three days prior to surgery for elective 
cases, the use of the convatec dressing for large BMI cases and patient information leaflets on 
wound care. Surveillance was repeated during Jan-March 2015 
 
Results were very promising with 12 Surgical Site identified during this period giving an 
infection rate of 8%. All of the 12 infections were classed as superficial infections.  
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Table 10: The number of section operations and infections in 2010 to 2015 
 

 April – June 
2010 

April – 
June 2011 April – June 2012 April – 

June 2013 
March – 

June 2014 
January – 

March 2015 
No. of operations 128 139 140 134 172 151 

No. of SSI 13 22 20 21 24 12 
% Operations infection 10% 16% 14% 16% 14% 8% 

 
Chart 19: Demonstrates Number of Caesarean Section Wound Infections  

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Alert organism and alert conditions surveillance 
Chart 19 gives the number of alert organisms identified in the laboratory. Alert organisms are 
those organisms that have infection control implications.  

 
Chart 20:  Total No. of alert organisms  
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11.0 Clusters/Outbreaks 
 

Date of 
Cluster/ 

Outbreak 

Ward No. of 
days closed 

No. of 
patients 
affected 

No. of staff 
affected 

Disease 
 

Organism 
Isolated 

 
 
01.12.14 

 
20 

 
0 

 
12 

 
unconfirmed 

 
Loose stools 

 
Non identified 
 
Associated with 
aperient and 
laxative use. 

22.03.15 17 0 8 None Loose stools Non Identified  
 
 

 
In addition to the above clusters a further 4 wards were reviewed by the Infection Prevention 
and Control Team following alerts by the ward staff to an increased number of patients with 
symptoms. Review of 1 ward identified use of laxatives as the probable cause. No links 
between patients on the other wards were established. Antibiotic usage was high in these 
wards and may have caused side effects of loose stools. No causative organism was 
identified. 

 
12.0 Complaints 

The team have assisted CBU’s to answer relevant complaints  
 
13.0 Serious incidents 

Two serious incidents have been recorded and investigated.  
 
14.0 Patient Assessment 

The team continue to support patients with infections, providing on-going support for 
healthcare providers, carers, relatives and others.  The team aim to visit all patients with 
alert conditions or alert organisms, providing individual assessments on care management 
and control of infection as well as providing information to patients and relatives. If the 
patient is unable to communicate, the team leave a compliment slip advising of the visit and 
our availability to relatives. Additionally the team conduct daily Clostridium difficile ward 
rounds visiting patients with CDAD evaluating and monitoring their progress. The 
microbiology consultants conduct significant micro-organism isolate ward rounds in addition 
to daily visits to ITU.  
 
The Control of Infection relies on the prompt identification and management of infectious 
patients.  Therefore the response times of the Infection Control Team are a vital element in 
the process to controlling risks associated with the transmission of human pathogens. The 
IPCT have set the following 2 target indicators against which they are performance 
managed. 

 
Indicator 1 - Percentage of verbal advice within 30 minutes on notification of alert organism 
and alert conditions. (Target 99% of in patients)  
 
Indicator 1- 3261 in patient episodes of alert organism have been notified by the Infection 
Prevention & Control team to clinical staff and verbal advice has been given.  In 99.6 % of 
cases this was achieved within 30 minutes. 

 



 34 

Indicator 2 – Percentage of visits to the area within 2 working days. (Target 98% of   
inpatients)   

 
Indicator 2- 1270 initial visits have been conducted, 100% of which were done within 2 
working days.  The full report can be seen in appendix 4. 

 
The team have strong working relationships with the bed management team including 
formal weekly meetings.  Daily cubicle use continues to be monitored by the bed 
management and Infection Prevention and Control teams.  

 
15.0 Educational Initiatives 

The IPCT provide extensive training opportunities across all groups of staff and consider 
education critical to the success of the infection control strategy, however; problems 
releasing staff continue to be experienced. The team have been responsive to wards and 
departments needing to reach their respective training targets so site specific mandatory 
training has been delivered. E learning is also available for both non clinical and clinical 
staff. 
 
The team have been actively involved in updating the corporate curriculum and the non 
clinical E learning pack has been reviewed and update. 
 
The team participate in the induction programmes for new medical staff and have achieved 
100% compliance with the provision of this service. The microbiologists continue to 
undertake targeted education of medical staff. Two mandatory consultants update sessions 
have been conducted and a targeted anaesthetic team session. 
 
The team have updated & participated in the mandatory training & induction programmes for 
all other staff and have achieved 100% compliance with the provision of this service. The 
team have reintroduced this year the clinical unregistered infection control level two 
certificate accredited by Barnsley College. Support for our front line workforce is key to the 
delivery of the infection control strategy and the training is designed to impart skills and 
knowledge whilst instilling a sense of accomplishment and value. 
 
A blood borne virus study day is provided five times a year with a site specific 2½ hour 
update run frequently throughout the year. Attendance has been low this has been brought 
to the attention of the Heads of Nursing. 

 
In addition the following trainings have been delivered: 

 
• ANTT  
• MP3 Mask fit testing training continues 
• Ebola preparedness and information sessions  
• Training on how to implement the MRSA decolonisation PGD  
• Training the clean your hands champions who in turn monitor and check the hand 

washing technique at clinical level.  
• Training to external contractors providing basic infection prevention and control advice 

with several sessions having been conducted and well attended.  
• C.difficile training has been delivered to site specific areas. 
• The care and management of patients with TB to the respiratory ward. 
• Training on CPE to key areas. 
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• The team participate in the IV additives training days and have also recently participated 
in the Peripheral Inserted Central Catheter line study day. 

• Hand washing training on an interprofessional study day for students. 
• Training delivered to the Intensive Clinical Experience (ICE) students 
• Updates for governors and PLACE inspectors  
• Provided shadowing opportunities for F1, F2 Student nurses and Student Occupational 

Health Practitioner   
 

Training records can be seen in appendix 5. 
 

Professional Development of the Infection Prevention & Control Team 
All the Infection Prevention and Control Nurses are required to provide evidence of 
continuing professional development as part of the requirements of the Nursing and 
Midwifery Council to maintain their nursing registration.  Above this basic requirement there 
is on-going academic study and attendance at regional and national conferences to enable 
the nurses not only to develop professionally but also to ensure that they are able to provide 
the most up-to-date advice to prevent and control infection. 
 
In the last 12 months, one Infection Control Nurse attended the National Infection Control 
Nurses Annual Conference and the team have attended various training days to update their 
knowledge.  One of the nurses is in the process of completing a Masters degree in Infection 
control practice. The data analyst and clerical staff have attended relevant courses and have 
successfully completed the advanced ECDL course. 
 
The team has continued to support and attend various committees e.g. Health & Safety, 
Medical Devices, COSHH and Waste, Procedures group, Advancing Nursing Practise  and 
Senior Nurses Forum, Drugs and Therapeutics Committee, CQC leads, Decontamination, 
Legionella, CQUIN, Sharps Prevention, Quality & Governance Committee and the Patient 
Safety and Quality Group. Additionally the team lead and chair the Infection Control 
Operational Group, the Sharps Prevention group, and the Clean Your Hands Champion 
meeting. 
 
The Consultants continue to undertake CPD requirements and have attended professional 
study days.  

 
16.0 Research 

The IPCT have, in conjunction with Hygiene solutions, conducted research in to the efficacy 
and suitability of an ultra violet light environment decontamination system. The results were 
very promising and would reduce the time that rooms are waiting to be reoccupied. A poster 
on the research is to be presented to the Infection prevention and control national 
conference in 2015. The team continues to evaluate other current research and apply 
appropriately to practise.  

 
17.0 Health Promotion (Patient and Public Involvement /Special Projects) 

The Infection Prevention & Control Team recognise the importance of working with the 
public to reduce healthcare associated infections and have encouraged the public to see 
this as a partnership. 

 
The team have promoted the principles of infection control to the general public by: 

 
• Items in the local press. 
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• Sharps prevention week  
• Infection Control week 
• Producing  a new patient information leaflet for patients who are GDH positive 
• ‘Bug of the Month’ 
• Maintenance of a public display board next to the coffee shop with seasonal related 

infection prevention health promotion advice e.g. Flu and Norovirus, preventing food 
poisoning, using antibiotics wisely etc.   

• Targeted staff health promotion following an increased incidence of sickness absence, 
related to diarrhoea type illnesses. 

 
The team continue to lead the sharps prevention strategy actively promoting the safe use 
and disposal of sharps. With the introduction of legislation the Health and Safety (Sharp 
Instruments in Healthcare) Regulations 2013 and subsequent Health and Safety legislation 
in relation to the use and management of sharps, a number of safety devices continue to be 
trialled and implemented. A sharps awareness week was held in April 2014 which focused 
on sharps incident prevention, management of sharps incidents and promoting the use of 
safer sharps devices. 
 
In October the team held Infection Prevention & Control week when a number of activities to 
raise awareness took place including quizzes, word searches and poster displays. 
Educational stands were displayed in the dining room, education centre and outpatients with 
staff from disciplines other than nursing e.g. G4S being available at the stands for advice. 
Infection Prevention and Control advice leaflets were also distributed to patients attending 
Outpatients, Medical Imaging and the Emergency Department.  

 
18.0 Capital Schemes/Estates/Equipment. 

The Infection Prevention & Control Team’s advice must be sought by the Trust for all service 
development activity including capital/building schemes, equipment procurement and 
contracting for services, which have implications for infection control. The Assistant DIPC 
and the Head of Estates (operational) have regular meetings to assist with communication 
and involvement. Over the last year involvement has included the Women’s and Children’s 
scheme, theatre refurbishment and intelligent drugs cabinets. 
 
On-going monitoring of the cleaning contract continues with new methods of cleaning being 
evaluated.  

 
A detailed risk assessment and evaluation of risk from pseudomonas in water resulted in 
some taps being replaced. On-going monitoring continues and filters fitted as required to 
mitigate and control risk when pseudomonas is isolated. New sinks have been designed and 
fitted into the NNU.  
 
The team have been involved in assessing the suitability of new infusion pumps and 
mattresses and all new equipment that requires a PPQ. 

 
19.0 External Inspections  

No external hygiene code inspections have taken place this year but an annual PLACE 
inspection and external environment agency inspection on waste have taken place. The 
pathology department has retained CPA accreditation. SSD has retained all the required 
standards and has successfully added the endoscopy decontamination unit to ISO 13485 
2003 and is compliant with the medical devices directive 93/42/EEC.  An external 
verification of the department’s data has confirmed the accuracy of our statistics.  
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20.0 National & Regional Work 

The team continues to forge national links and has represented the Trust at other regional 
meetings  

 
21.0 OBJECTIVES FOR 2015/16 

In addition to the core activities these are the specific objectives to be addressed in the year 
15/16.  The objectives listed below are a summary and more detailed breakdown has been 
issued separately.   

Policies and Procedures 
Policies and infection control procedures/guidelines will be reviewed. 
Introduce new guidance on Faecal Transplant. 

Audit of Policies and Procedures 
Hand Washing Observational Audits  
Audit the clinical environment and equipment 
Use and Management of sharps containers 
Audit compliance with MRSA decolonisation and screening 
Audit care of Clostridium Difficile patients including monitoring clinical care 
Audit compliance with the correct use of cannula and maintenance of correct records 
Antibiotic stewardship and management reported as a CQUIN 
Administration of Hydrex preoperatively for MSSA positive patients under going hip or knee 
replacement audit 
Cleaning of commodes audit 
Patients will be offered hand washing facilities before food and after toileting audit 
Adherence to the isolation policy will be audited  

Education  
Review training content & conduct sessions to comply with training plan 
Respond to ad hoc training as required  
Educate the patients and general public providing up to date and relevant information 
Build on the success of last year’s certificated course in infection control for HCA and band 
2’s extend to band 4 as appropriate 
Raise awareness of TB 

 
Projects 
Clean your hands campaign 
Continue to develop information for the patients and the public 
Improve and maintain the saving lives programme integrating in to practice new Saving 
Lives procedures.   
Promote Annual Infection Control Week 
Promote Annual Sharps Control Week 
Continue with the MRSA decolonisation awareness programme 
Targeted Theatre Infection prevention and control focus 
Clostridium Difficile target reduction intervention programme 
Participate in the national launch of the TB strategy at local level 
Targeted Medical imaging infection prevention and control focus 
Undertake hygiene review of Coffee shops and voluntary outlets 

 
 



 38 

Surveillance 
The routine surveillance of alert organism, alert conditions, antibiotic resistance patterns and 
monitoring of all positive isolates will continue  
MSSA Bacteraemia surveillance will be continued and RCA of all hospital acquired cases 
will be undertaken 
MRSA Bacteraemia surveillance will continue with root cause analysis of all cases  
GRE surveillance continues 
Surveillance of other resistant organisms e.g. ESBL’s 
Targeted surveillance of hips, knees and neck of femur repair will continue.   
Conduct 3 months surveillance of Caesarean section infections including post discharge 
surveillance 
Conduct 3 months surveillance of Large Bowel surgery infection including post discharge 
surveillance 
Continue surveillance of E Coli bacteraemia and undertake RCA if required 
Conduct 3 months Breast Surgery wound surveillance including post discharge surveillance 
Clostridium difficile report monitoring continues and the root cause analysis will continue to 
be completed on all Clostridium difficile cases, including action during a period of increased 
incidence or same ribotype 
Conduct focused surveillance on CPE 

 
Environment  
Participate in new development and capital schemes 
Participate in the monitoring of the cleaning contract 
Upgrade treatment rooms to new drugs suites in line with the estates strategy 
All equipment and environment will be thoroughly decontaminated and cleanliness 
maintained to the highest level in all clinical areas according to infection prevention and 
control policies and procedures 
On discharge of all patients thorough terminal cleaning of the room will be completed 

 
Other  
The Infection Prevention and Control Team will be aware of and incorporate additional 
activity as required to meet local and national requirements as resource will allow. 

Performance Management 
Ensure compliance with infection prevention & control programme and hygiene code at CBU 
level. 
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Committee Structures Lines of Communication and Accountabilityas of 2014    Appendix 1 

 

 
 
 
 
 
 
 
 
 
  
 

Public Health 
& CCG Health Board  

BHNFT Board of Directors 

Quality and 
Governance 
Committee 

CCG & 
Public Health England  

 

BHNFT Infection 
 Control Operational 

Group  

CBU’s & Departments  

Infection Prevention & 
Control Group  

Decontamination 
Group 

Joint SWYPFT/BHNFT 
Review Committee Organism 

Investigation 

Main Alert 
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Appendix 2 
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Surgical Site Infection Surveillance       Appendix 3 
 

HIP REPLACEMENT SURVEILLANCE 
2015 and Previous periods 

 
BHNFT All Hospitals 

 Last Period 
January – March 2015 

Last 4 periods 
April 2014 – March 2015 Last 5 Years 

Risk 
Index 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

0 46 0 0.0% 126 0 0.0% 171674 668 0.4% 
1 23 0 0.0% 82 1 1.2% 55152 530 1.0% 
2 3 0 0.0% 13 1 7.7% 8336 178 2.1% 
3 0 0 0.0% 0 0 0.0% 51 1 2.0% 

Unknown 11 0 0.0% 26 0 0.0% 8530 54 0.6% 
Total 83 0 0.0% 247 2 0.8% 243743 1431 0.6% 

 
KNEE REPLACEMENT SURVEILLANCE 

2015 and Previous periods 
 

BHNFT All Hospitals 

 Last Period 
January – March 2015 

Last 4 periods 
April 2014 – March 2015 Last 5 Years 

Risk 
Index 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

0 63 1 1.6% 235 2 0.9% 185101 719 0.4% 
1 21 1 4.8% 97 2 2.1% 54263 488 0.9% 
2 2 0 0.0% 14 1 7.1% 5062 88 1.7% 
3 0 0 0.0% 0 0 0.0% 15 0 0.0% 

Unknown 15 0 0.0% 38 0 0.0% 8136 50 0.6% 
Total 101 2 2.0% 384 5 1.3% 252577 1345 0.5% 

 
REPAIR OF NECK OF FEMUR SURVEILLANCE 

2015 and Previous periods 
 

BHNFT All Hospitals 

 Last Period 
October – December 2014 

Last 4 periods 
January – December 2014 Last 5 Years 

Risk 
Index 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

0 9 0 0.0% 33 0 0.0% 21505 205 1.0% 
1 22 0 0.0% 94 1 1.1% 51612 667 1.3% 
2 8 0 0.0% 41 1 2.4% 9857 227 2.3% 
3 0 0 0.0% 0 0 0.0% 14 0 0.0% 

Unknown 21 0 0.0% 74 0 0.0% 6726 92 1.4% 
Total 60 0 0.0% 242 2 0.8% 89714 1191 1.3% 

 
 

LARGE BOWEL SURGERY 
2014 and Previous periods  

 
BHNFT All Hospitals 

 Last Period 
October – December 2014 Last 4 periods Last 5 Years 

Risk Index No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

0 9 2 22.2% 41 4 9.8% 5337 345 6.5% 
1 10 1 10.0% 50 7 14.0% 8224 843 10.3% 
2 5 1 20.0% 32 3 9.4% 3445 491 14.3% 
3 0 0 0.0% 2 0 0.0% 458 103 22.5% 

Unknown 11 1 9.1% 24 6 25.0% 1441 131 9.1% 
Total 35 5 14.3% 149 20 13.4% 18905 1913 10.1% 
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BREAST SURGERY 
2015 and Previous periods  

 
 

BHNFT All Hospitals 

 Last Period 
January – March 2015 Last 4 periods Last 5 Years 

Risk Index No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

No. 
Operations 

No. 
SSI’s 

% 
Infected 

0 41 0 0.0% 211 0 0.0% 9180 75 0.8% 
1 1 0 0.0% 22 0 0.0% 1659 30 1.8% 
2 0 0 0.0% 0 0 0.0% 55 4 7.3% 
3 0 0 0.0% 0 0 0.0% 0 0 0.0% 

Unknown 33 0 0.0% 63 0 0.0% 909 8 0.9% 
Total 75 0 0.0% 296 0 0.0% 11803 117 1.0% 

 
 

  
  

 
 

Risk Index Definition 
 
A Risk Index comprising data obtained from three factors – ASA score, wound 
classification and duration of operation – is used to assign a risk score between 0 and 3 
to each operation.  Operations with a risk index score of 3 have a higher risk of 
developing SSI than those with a score of 0.  This score is used to stratify operations 
and enable rates of SSI to be adjusted by these risk factors. 
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Appendix 4 
Performance Indicators 

   
 
PERFORMANCE INDICATOR 1 – achieved 99.6% 
Percentage of verbal advice given within 30 minutes on notification of alert organism and 
alert conditions (Target 99% of in-patients).  
  
Breakdown of Total No. of referrals seen by Infection Control at BHNFT (Please note the 
table relates to original referral criteria not necessarily confirmed cases) 
 

  

Month Number of 
Assessments 

Total Within 30 
minutes 

Total Exceeding 
30 minutes 

Percentage 
Compliant 

April 225 223 2 99.1% 
May 194 194 0 100.0% 
June 234 232 2 99.1% 
July 256 256 0 100.0% 
August 213 211 2 99.1% 
September 308 304 4 98.7% 
October 282 282 0 100.0% 
November 265 265 0 100.0% 
December 377 375 2 99.5% 
January 344 343 1 99.7% 
February 274 274 0 100.0% 
March 289 289 0 100.0% 

Total 3261 3248 13 99.6% 
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PERFORMANCE INDICATOR 2 – achieved 100.0% 
 
Total number of referrals seen/not seen within 2 working days of notification by the 
Infection Prevention & Control 
 

Month Number of 
Assessments 

Total Within 48 
Hrs 

Total Exceeding 
48 Hrs 

Percentage 
Compliant 

April  90 90 0 100.0% 
May 100 100 0 100.0% 
June 112 112 0 100.0% 
July 123 123 0 100.0% 
August 95 95 0 100.0% 
September 123 123 0 100.0% 
October 114 114 0 100.0% 
November 91 91 0 100.0% 
December 126 126 0 100.0% 
January 117 117 0 100.0% 
February 86 86 0 100.0% 
March 93 93 0 100.0% 

Total 1270 1270 0 100.0% 

 
PERFORMANCE INDICATOR 2         
Type of Organism Related to referral  
 

 
 
 
 
 
 
 

 
  
 

 
Additional Activity 

 
April 14 – March 15 

Number of patients monitored with 
Diarrhoea (this does not reflect the 
number of actual follow up reviews) 

267 

Number of Consultant lead Diarrhoea 
Ward Round 39 

 
 
 
 
 
 
 
 
 

Infection: BHNFT April 14 – March 15 

MRSA 778 
Clostridium Difficile Toxin 17 
Other 475 
Total 1270 



 

45 

 
 

Appendix 5 
 

Training data – 01.04.2014 – 31.03.2015 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
*Note in addition to the above training some staff will have undertaken mandatory training online 
 

Type of session Number of 
sessions 
 

No of attendees 

Mandatory Clinical 72 981 
Mandatory – Non Clinical 19 82 
Clinical Induction 6 86 
Train The Trainer 20 59 
Hand Hygiene By Champions 22 125 
ANTT 22 120 
HIV Awareness Day 2 10 
HIV Awareness Update 3 12 
Student Medical Induction 13 154 
Doctors Induction 1 30 
Contractors Induction 2 4 
Clostridium difficile Training 2 10 
PGD Training 11 57 
New Starters 12 199 
IP&C HCA Certificate 20 44 
Fit testing with easi masks 20 107 
CPE training 2 7 
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/05/P/08 
 

SUBJECT: MEDICAL DIRECTOR’S QUARTERLY REPORT 

DATE: AUGUST 2015  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY: 

Jackie Waller, Revalidation Coordinator 
Mandy Mitchell, E-Job Planning Project Manager 
Louise Pemberton, Medical Education Manager 
Christine Smith, Research and Development Manager 
Wayne Robson, Patient Safety and Quality Lead 

SPONSORED BY: Dr Richard Jenkins, Medical Director 

PRESENTED BY: Dr Richard Jenkins, Medical Director 

STRATEGIC CONTEXT  

To provide a brief overview on a number of the Medical Director’s activities and to record 
particular events, meetings or publications that the Medical Director would like to bring to the 
Board of Directors’ attention. 

KEY POINTS ADDRESSED IN THIS REPORT   

What is the current status of the Medical Director’s work programme? 

CONCLUSION AND RECOMMENDATION(S)  

This report provides an update on the following issues: 
 
• Medical Appraisal and Revalidation 
• E-Job Planning 
• Medical Education  
• Research and Development 
• Improving Safety 
 
The Board of Directors is asked to accept the content of this report and note the updates. 
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REFERENCE/CHECKLIST 
• Which business plan objective(s) 

does this report relate to? 
Aim 1: Patients will experience safe care 
Aim 4: Performance 

• 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: MEDICAL DIRECTOR’S QUARTERLY REPORT Ref: 15/08/P/08 
 

1. STRATEGIC CONTEXT 
1.1 To provide a brief overview on a number of the Medical Director’s activities and to 

record particular events, meetings or publications that the Medical Director would like 
to bring to the Board of Directors attention. 

2. MEDICAL APPRAISAL 
2.1 Appraisal % in date  

From the Electronic Staff Record (ESR) data, Workforce information shows the in date 
appraisal figure at 30 June 2015 for Medical and Dental appraisal is 95.9%.  The Trust 
target is 90%. 
However, four appraisals occurred in June that were not uploaded in time for the 
report cut off window, the adjusted ‘in date’ figure takes this into account was 98.6% at 
30 June 2015.  This is an excellent figure given that June is a particularly busy month 
for appraisals, 17 out of 19 appraisals due in June went ahead. 
Breaking down the 95.9% (98.6% adjusted) figure into consultant and Staff and 
Associate Specialist (SAS) grade doctor sub groups shows as of 30 June 2015: 

• Percentage of consultant and SAS grade doctors in date: of 146 doctors 140 are in 
date = 95.9% (98.6% adjusted) 

• Percentage of consultants in date: of 115 doctors 109 are in date = 94.8% (98.3% 
adjusted) 

• Percentage of SAS grade doctors in date: of 31 doctors 31 are in date = 100% 
 

Appraisal in date; breakdown by CBU % in date 
CBU 1: Emergencies, Orthopaedics and Care Services 100 
CBU 2: Theatres, Anaesthetics and Critical Care 85.7 (95.7 adj) 
CBU 3: General and Specialist Medicine 96.9 
CBU 4: General and Specialist Surgery 95.5 
CBU 5: Diagnostics and Clinical Support 93.3 (100 adj) 
CBU 6: Women’s, Children’s and GUM 100 

 
2.2 Doctors are reminded on a monthly basis (when end of month data is disseminated) 

that annual leave and being unable to book their chosen appraiser is not an 
acceptable reason for becoming overdue for appraisal.  This is now being taken on 
board and doctors are appraising early, before going on annual leave and choosing 
from the 27 appraisers available to them.  Exceptional circumstances that will be 
accepted for a doctor becoming overdue include Maternity Leave, Illness, and Career 
Break etc. 

3. NHS ENGLAND: FRAMEWORK OF QUALITY AND ASSURANCE – ANNUAL 
ORGANISATIONAL AUDIT (AOA) 
3.1 The AOA was submitted to NHS England before the required date of 29 May 2015.  

This report covered the period 1 April 2014 to 31 March 2015, the ‘Appraisal Year’, 
and required input of all data pertaining to appraisal and revalidation during this time 
period.  Initial comment from NHS England via Dr Paul Twoney was that he was 
impressed with our data. 

3.2 The annual report for submission is due to be reviewed by the Board of Directors 
following which a Statement of Compliance will be required.  A signed Statement of 
Compliance is due back to NHS England by 30 September 2015.  This will then 
conclude the Appraisal and Revalidation reporting data for 2014/15, appraisal year. 
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4. INTERNAL AUDIT OF MEDICAL APPRAISAL AND REVALIDATION 
4.1 Internal Audit issued a report in June 2015 of the first audit, of our appraisal and 

revalidation processes and gave a ‘significant assurance’ rating.  Some weaknesses in 
design or inconsistent application of controls were identified and the majority of these 
have already been rectified.  All will be rectified prior to the re-audit in January 2016.   

5. NEW APPRAISAL FOR REVALIDATION POLICY 
5.1 The Trust’s ‘Appraisal and Revalidation Policy’ is currently being re-written using NHS 

England’s latest Appraisal Policy, May 2015 as a guidance template.  This is on 
schedule to be presented to the Joint Local Negotiation Committee on 16 September 
2015. 

6. REVALIDATION 
6.1 On 30 June the Trust will have 121 doctors who have successfully revalidated; 105 at 

Barnsley and sixteen at a previous Trust.  This equates to 83% of doctors who have a 
connection to us as their Designated Body. 

6.2 Revalidation recommendations are usually submitted at least one month ahead of the 
General Medical Council (GMC) revalidation schedule ‘due by’ date; although we can 
send a recommendation up to four months before the GMC date. 

6.3 We currently have one doctor on deferral for revalidation due to illness. 
7. E-JOB PLANNING 

7.1 Progress continues to be made in all Clinical Business Units (CBU) who have 
outstanding 2014 job plans this is shown in the improved figures below.  For the Trust 
as a whole 75% have been agreed by clinicians, with CBU 6 having made the least 
progress.  

7.2 Mediation meetings have been requested by four consultants in CBU 4 and are being 
arranged by Medical Staffing. 

7.3 Supporting Professional Activities (SPA) allocations have yet not been agreed by the 
Local Negotiation Committee and discussions are still taking place to reach an agreed 
value for some components such as educational supervisor roles, which has resulted 
in some clinicians not accepting their job plans until agreement is reached. 

7.4 A weekly status report continues to be produced detailing the number and % 
outstanding for each CBU.  As at 22 July 2015 there are still 30% of consultant job 
plans (35 in total) and 8% of SAS job plans (3 in total) which have not yet been 
accepted by the clinician.  These are split as: 

CBU 1 Has 7 out of 22 consultant and 2 of 11 SAS job plans =27% not progressed/73% complete Amber 
CBU 2 Has 0 out of 19 consultants and 0 of 7SAS job plans =0% not progressing/100% complete Green 
CBU 3 Has 8 out of 28 consultants and 1 of 7 SAS job plans = 23% not progressing/73% complete Amber 
CBU 4 Has 4 out of 15 consultants and 0 of 8 SAS job plans = 17% not progressing/83% complete Amber 
CBU 5 Has 0 out of 15 consultants = 0% outstanding/0% not progressing/100% complete Green 
CBU 6 Has 16 out of 18 consultants & 0 of 4 SAS job plans = 73% not progressing/27% complete Red 

 
Overall Status as at July 15 Amber 

8. MEDICAL EDUCATION 
8.1 Undergraduate (UG) 

The Undergraduate Education Committee met in July to discuss the delivery of the UG 
programme within the Trust. Best practice was shared between the UG leads and a 
commitment to delivering a weekly teaching programme, open to all UG students on 
placement at the Trust, and was made. 
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8.2 Postgraduate 
The GMC 2015 National Training Survey (NTS) results were received and results 
have been disseminated to all college tutors and clinical directors. Significant 
improvements have been made in Diabetes but areas of concern are still apparent in 
certain specialities.  Action plans are being finalised by each speciality. 

8.3 Foundation 
All Foundation posts are filled for 2015/16 rotations.  Eighteen Foundation Year 1 
posts and 21 Foundation Year 2 posts.  Dr Low and Dr Prentice were presented with 
Foundation Doctor of the year awards in Medicine; this award was voted by 
consultants and nursing staff that recognised the doctors commitment to the quality of 
care delivered and commitment to the education of others. 

8.4 Director of Medical Education 
Interviews will be held on Wednesday, 5 August 2015 and a strong field has been 
shortlisted. 
 

9. RESEARCH AND DEVELOPMENT 
9.1 Governance 

9.1.1 The Clinical Director post Job Description has been drafted and reviewed by 
Research and Development (R&D) staff.  An appointment will be made shortly. 

9.1.2 Progress in delivering the Corrective and Preventative Action Plan (CAPA) 
resulting from Medicines and Healthcare Regulatory Agency (MHRA) inspection 
has been reviewed by the MHRA in July 2015.  The inspector is satisfied with 
progress to date and the next telephone review is scheduled for 7 September 
2015. 

9.1.3 An action plan linked to the R&D Strategy has been drafted for 2015/17. 
9.1.4 A financial plan for the R&D department has been drafted, which includes a 

plan to reduce the projected deficit over the next two years. 
9.2 Clinical Trails 

9.2.1 The target for recruitment in 2015/16 is 587. 
9.2.2 There are 37 ongoing portfolio studies.  In Quarter 1 there were sixteen new 

portfolio studies opened in the Trust, with the potential for 207 recruits in total.  
There has been one new study opened so far in Quarter 2. 

9.2.3 There are twelve commercial studies, of which five are currently open to 
recruitment, three are in follow up, and one is in the set up phase.  The 
remainder are in the process of being closed. 

9.2.4 There is currently one post open for recruitment to a Research Nurse. 
9.2.5 The R&D team is regularly checking the National Institute for Health Research 

(NIHR) Portfolio of studies to identify potential trials.  The priorities for new 
studies are to increase commercial income and identify and initiate ‘quick wins’ 
studies in the Trust, such as questionnaire studies and studies that require 
intense activity for short periods.  The R&D Manager is working closely with the 
team to identify and implement strategies for increasing efficiencies, such as 
reviewing workloads and tasking non-clinical staff with the delivery of non-
clinical research studies, which frees up the clinical team to focus on 
recruitment to clinical trials. 

9.3 Linked activities supported by the Trust 
9.3.1 Pressure Ulcers and Tissue Viability 

9.3.2 Previously, the R&D team worked with the Tissue Viability Team and the 
Evidence-based Transformation in the NHS Collaboration for Leadership in 
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Applied Health Research and Care (CLAHRC) theme to develop a Quality 
Improvement project focussing on the Pressure Ulcer issues in the Trust.  
Following discussion with the Assistant Director of Nursing this project was put 
aside and the team focussed on developing a brief evaluation of the barriers to 
pressure ulcer management in the Trust.  This proposal was approved and the 
Project was completed in May.  As a consequence of this work the team has 
been asked to: 
• evaluate the role of the Tissue Viability Education Nurse 
• undertake a case study of a patient who developed a long-term pressure  

ulcer 
9.3.3 The R&D team is working with CLAHRC YH to develop links with two new 

network partners: the Institute of Skin Integrity and Infection Prevention (ISIaIP) 
at the University of Huddersfield and the WoundTec Health Technology 
Cooperative (HTC) in Bradford.  ISIaIP is a research organisation that focuses 
on the challenge of chronic wounds and their care, while the Wound Tec HTC is 
funded to focus on improving quality of life for patients through the rapid 
translation of ideas and technologies in wound prevention and treatment.  
Through these links the R&D team has been introduced to a potential industry 
partner that wishes to evaluate one of its products for IV fluid warming in 
Theatres and its impact on recovery.  The R&D Director is exploring this 
potential avenue of research and funding. 

9.3.4 In February the team organised a ‘Show and Tell’ event around pressure 
ulcers, which brought together colleagues from the Trust, the Academic Health 
Science Network, CLAHRC YH, the CCG and academics from the Universities 
of Huddersfield and Sheffield.  This event was convened to introduce these 
diverse groups and to explore the potential for future working.  As a 
consequence the CLAHRC YH Director has asked the R&D Director to develop 
a research strategy for Pressure Ulcers and Tissue Viability in CLAHRC YH, 
which will provide an infrastructure for research that links research stakeholders 
with clinical teams, with the aim of undertaking research that is close to practice 
in this priority area. 

9.3.5 Diabetes Evaluation 

9.3.6 The Trustees supported the R&D team to write a funding proposal to the CCG 
for an evaluation of the diabetes service.   This evaluation was successfully 
commissioned and delivered.  The final report has been submitted to the CCG.  
The CCG is planning to incorporate the findings of the evaluation into future 
plans for service redesign. 

9.3.7 Briefly, the evaluation involved a mixed methods approach including a patient 
questionnaire, qualitative interviews with patients and staff interviews and focus 
groups.  The results suggest that patients are very satisfied with the level of 
care they receive.  However there were several areas identified where patients 
felt that the service could be improved including: 
• Patient care being centralised  
• Quarterly check ups 
• Better coordination between primary and secondary care 

9.3.8 The staff interviews revealed that although the diabetes service is regarded as 
providing high quality care to patients in Barnsley, there were frustrations 
relating to working across organisational and service boundaries, and between 
professional groups.  Sharing of information and silo working was particularly 
highlighted as resulting in a perceived disjointed service, alongside inequalities 
in access to continued training. 
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9.3.9 The R&D team will work with the CCG to capture the ongoing impact of this 
work in the coming months. 
 

9.4 Addressing Capacity in Organisations to do Research Network (ACORN) 
9.4.1 ACORN is a CLAHRC YH network that supports a community of practice to 

build capacity to do research.  A review of the Trust’s capacity to undertake 
research in underway. 

9.5 Emergency Department 
9.5.1 The team has been invited to contribute to the development of a proposal for 

funding to explore the best way to provide front line emergency care, and will 
be working with the Avoiding Admissions Theme to develop ideas ready for the 
funding call in September 2015.  The Trust will be a site for this study. 

9.6 PRASE 
9.6.1 The PRASE project (Putting the patient at the heart of patient safety: 

implementing a patient measure of safety in partnership with hospital 
volunteers) is in the final stages of planning, with four volunteers having been 
recruited and trained to undertake data collection for this project.  Two pilot 
wards (32 and 17) have been chosen and the project is expected to start in 
September.  Further discussions have resulted in two more wards (Paediatrics 
and orthopaedics) starting the preparations for joining the project in its roll out 
phase later in the year. 

9.7 Future Planned Activities 

• Pressure Ulcers 
o Development of a proposal to evaluate fluid warming devices in theatres.   
o Develop a proposal for the evaluation of the Tissue Viability Education Nurse 

role 
o Contribute to the development of a CLAHRC YH research strategy for pressure 

ulcers and tissue viability 
o Case study of long term patient in collaboration with the Tissue Viability team 

• ACORN review of research capacity in the Trust 

• Preparatory work for a funding bid for research in the Emergency Department 
 

10. IMPROVING SAFETY 
10.1 A number of initiatives have been put in place in 2015 that will help eliminate 

avoidable harm and deaths, and these are aligned to some of our key risks: 

• Compliance with National Early Warning Scores (NEWs) and Fluid Balance and 
identification/management of sepsis 

• Surgical errors 
10.2 Deteriorating Patient Group: has been established and a number of work streams 

have commenced: 

• A pilot of weekly snap shot audits of NEWs at ward level to foster greater local 
ownership of NEWs performance 

• A pilot of a deterioratoin sticker which aims to improve communication around 
deteriorating patients 

• Design and pilot of a new integrated fluid balance and fluid prescription chart 
• Improved monitoring of cardiac arrests and interventions to reduce avoidable 

cardiac arrests 
• Support and coordination of the sepsis and Acute Kidney Injury (AKI) 

Commissioning for Quality and Innovation (CQUINS) 
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10.3 Safety Huddles: Barnsley is one of three Trusts (along with Leeds Teaching Hospitals 
and Scarborough) taking part in a Health Foundation/Yorkshire and Humber 
Improvement Academy project looking at the widespread introduction of 
multidisciplinary safety huddles. Huddles have been successfully introduced in Leeds 
Hospitals and they have been associated with a reduction in falls, pressure ulcers and 
cardiac arrests as well as improvements in the ward/department patient safety culture. 
We hope to roll out safety huddles to all appropriate wards across the Trust. From the 
experiences in Leeds Teaching Hospitals the huddles appear to work best when led 
by a consultant.  The Safety Huddles team from the Improvement Academy is coming 
into the Trust on two dates in the next few weeks and its members are keen to chat 
with consultants who are interested in leading huddles on their wards/departments. 

10.4 Human Factors: we are keen to raise awareness of human factors as a way of 
improving patient safety. The patient safety lead has delivered two Serious Incident 
investigation training sessions which focus heavily on human factors. Some recent 
incidents in Theatres have highlighted human factors issues of teamwork, 
communication, situational awareness and authority gradients. A human factors 
session is planned for surgeons and theatre staff. 

10.5 Engaging patients as partners in reducing harm: We are raising awareness of 
patient safety amongst our patients/public and this includes information about how 
patients and families can work with us to reduce errors and harm.  A safety card leaflet 
and a short film  promoted by Sign Up to Safety will be introduced. 

 
 



  

REPORT TO THE BOARD OF BARNSLEY 
HOSPITAL NHSFT REF: 15/08/P-09 

 

SUBJECT: AUDIT COMMITTEE – CHAIR’S LOG 

DATE: AUGUST 2015  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY: Suzy Brain England, Non Exec Director & Audit Committee Chair 
Carol Dudley, Sec to Board & Governors 

SPONSORED BY: Suzy Brain England, Non Exec Director & Audit Committee Chair 
PRESENTED BY: Suzy Brain England, Non Exec Director & Audit Committee Chair 
STRATEGIC CONTEXT  

Integral to the Trust’s governance arrangements. 

 

KEY POINTS ADDRESSED IN THIS REPORT  

 
Issues for the Board’s attention 
 
Annual review of the work of the Audit Committee, 2014/15 
 
Updated Local Counter Fraud Policy and Reporting Procedures 
 
 CONCLUSION AND RECOMMENDATION(S)    

The Board is asked to: 
• note this report  
• receive and note the attached annual report on the work of the Audit Committee,  

2014/15 
• approve the updated Local Counter Fraud Policy & Reporting Procedures 

(copy attached) 

 
 



 

CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
Committee / Group Date Chair 
Audit Committee 29 July 2015 Suzy Brain England 

 
Agenda Item Issue and Lead Officer Receiving Body, 

i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate to 
receiving body 

1 Acting  
Director of Finance (DoF) 

Appointment of M Wright noted and welcomed.  
Committee also received assurance re backfill for Deputy 
DoF role in terms of both immediate support and plans 
for more substantive arrangements in the longer term 
(the latter to be progressed shortly). 

Board of Directors For assurance 

2 Cyber security 

Director of ICT presented update report on arrangements 
in place for cyber security, including business resilience 
continuity.  No immediate risks identified but some points 
to be addressed and further report to be provided after 
penetration test (scheduled for September) 

Board of Directors To note – further actions to 
follow 

3 

Barnsley Hospital Support 
Services Limited (BHSS) 
Annual Report & Accounts 
and ISA 260 

BHSS year end outcomes and Auditor’s opinion noted. 
Annual Report & Accounts and ISA 260 reviewed and 
endorsed, with minor amends (typing/formatting errors);  
no material changes required. 

Board of BHSS 
Supported for presentation to 
BHSS for further review and 
approval 

4 Annual Report of Audit 
Committee Finalised for presentation to the Board of Directors Board of Directors To review and accept  

(attached) 

5 Local Counter Fraud 
Service (LCFS) 

a) Counter Fraud Policy and Reporting Procedures 
(revised June 2015) -  updated to reflect best practice 
and latest guidance for NHS Protect.   
Endorsed, subject to two amendments, ie to refer to 
Associate Director of HR and to require LCFS lead to 
attend all Audit Committee meetings. 

b) LCFS Risk Assessment - received and noted 

c) Verbal update received on LCFS duties since transfer 
to internal services; progress and actions to date 
noted.  More detailed, formal reporting required for 
future reference.  Will continue to be monitored. 

Board of Directors 

To note 
 
Policy attached and 
recommended for approval 
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Agenda Item Issue and Lead Officer Receiving Body, 
i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate to 
receiving body 

6 Quality review of Audit 

Monitor has advised the Trust Chairman, Audit 
Committee Chair and External Auditors that the Trust’s 
audit for 2014/15 will be subject to independent review by 
the Quality Assurance Directorate of the Institute of 
Chartered Accountants of England and Wales.  The 
outcome will be notified to the Trust on completion 
(expected in October) and will also be shared with the 
Council of Governors. 
Monitor has advised that selection for review is done by 
rotation. No input is required from the Trust. 

Board of Directors To note 

7 Internal Audit 

Outcomes and recommendations from latest completed 
audits were noted and reviewed, actions from which will 
be monitored through the audit tracker.  
One report (bullying and harassment) still required Trust 
management feedback, which highlighted the need for 
more timely response to Audit reports.  This was 
reflected in revised key performance indicators proposed 
by internal audit and approved by the Committee. 

Board of Directors To note 

8 Recommendations 
Tracker 

Progress noted albeit not fully updated due to other 
commitments in month. 
Improved use of theatre schedule not fully evidenced; 
lead will be invited to attend next Audit Committee 
meeting to provide further information.  This will also help 
to inform next scheduled internal audit review on ORMIS 
(electronic scheduling system) 

Board of Directors For information 

9 Board Assurance 
Framework 

No new red risks identified other than financial risk for 
2015/16 (update from 2014/15). Board of Directors To note 

10 Special Losses & 
Payments 

Work ongoing to resolve outstanding actions on 
promissory notes (to ensure full sign off and repayment) 
and settlement of insurance claim (historic case – 
payment due to the Trust) 

Board of Directors To note 
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1. Introduction 
1.1 One of the basic principles of public sector organisations is the proper use of public 

funds. It is therefore important that all those who work in the public sector are aware 
of the arrangements in place for the protection of NHS funds against fraud and other 
illegal acts involving dishonesty. 
 

1.2 For simplicity all such offences are referred to in this paper as ‘fraud’, except where 
the context indicates otherwise. 

 
1.3 This document sets out this Trust’s policy and response for detected or suspected 

fraud. 
 

1.4 The Board has a framework in place which reduces the likelihood of fraud occurring. 
This includes: 

 Standing Orders; (“SOs”) 

 Standing Financial Instructions (“SFIs”) and a Scheme of Delegation; 

 Codes of Conduct and Accountability  

 Documented policies and procedures; 

 A process of financial risk assessment. 

 
1.5 In addition, the Board ensures that a risk and fraud awareness culture exists within 

the Trust by monitoring and ensuring compliance with Secretary of State’s Directions 
on fraud and corruption. 
 

1.6 The remainder of this document provides guidance and direction to officers in dealing 
with the identification and notification of suspected cases of fraud. The intention is to 
ensure that everyone understands how to raise issues of legitimate concern within a 
structure, which is supportive and robust. 

 
1.7 The guidance does not cover the investigation of fraud, which is the responsibility of 

trained and accredited counter fraud staff who are required to comply with NHS 
Protect’s Counter Fraud and Corruption Manual. 

 
1.8 Prior to 2006 there had been no statutory offence of fraud in English law and 

therefore matters were dealt with using offences under the 1968 and 1978 Theft Acts 
for example, ‘obtaining by deception’ or alternatively, using the common law offence 
of ‘conspiracy to defraud’. 

 
1.9 However, The Fraud Act 2006 (the Act) came into force on 15th January 2007 and 

created a new statutory offence of fraud which carries a maximum penalty of 10 
years in custody (if dealt with at the Crown Court). 

 
1.10 The Act defines fraud as dishonestly obtaining by deception, property belonging to 

another with any deliberate intent to permanently deprive another (i.e. a person or an 
organisation/legal entity) of money, goods or services by any deception, such as 
through the falsification of any records or documents. 

 
1.11 The main criminal offences of fraud are now classified as follows: 

 Fraud by false representation 
 Fraud by failing to disclose information 
 Fraud by abuse of position 
 Possession of articles for use in fraud 
 Making or supplying articles for use in fraud 
 Participating in fraudulent business 
 Obtaining services dishonestly 
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1.12 Bribery/Corruption. The Bribery Act 2010 came into effect on 01 July 2011 and 

created a criminal offence to give, promise or offer a bribe, and to request or agree to 
receive or accept a bribe, either at home or abroad. It also includes bribing a foreign 
official. In addition, the Act introduces a corporate offence of failing to prevent bribery 
by not having adequate preventative procedures in place. 
 

1.13 Bribery/corruption can be broadly defined as the offering or acceptance of 
inducements, gifts, favours, payment or benefit-in-kind which may influence the 
action of any person. Bribery/Corruption does not always result in a loss. The corrupt 
person may not benefit directly from their deeds; however, they may be unreasonably 
using their position to give some advantage to another. 

 
2.0      Objectives 
 
2.1 The seven key objectives of the Trust’s counter-fraud strategy are: 

 The creation of an anti-fraud culture; 
 Maximum deterrence of fraud; 
 Successful prevention of fraud which cannot be deterred; 
 Prompt detection of fraud which cannot be prevented; 
 Professional investigation of detected fraud; 
 Effective sanctions, including legal action against people committing fraud; 
 Effective methods of seeking redress in respect of money defrauded. 

 
2.2 The Trust aims to reduce fraud to the absolute practical minimum and put in place 

arrangements to hold fraud at a minimum permanent level with an ultimate aim to 
support all NHS services and ensure that fraud within the Trust and wider NHS is 
clearly seen as being unacceptable. Stopping the theft of public money by fraudsters 
who are committing criminal offences brings with it the bonus of being able to see 
that money deployed for the public good, as the taxpayer intended.  

 
2.3 The aim and objectives stated integrate fully with the Trust’s robust anti-crime 

strategy that seamlessly combines counter-fraud and security management. 
 
3.0 Scope of the Policy 
 
3.1. The Board is absolutely committed to maintaining an honest, open, non-

discriminatory and well-intentioned atmosphere throughout the Trust. It is therefore 
committed to reducing fraud to the absolute practical minimum within the Trust, and 
to the rigorous investigation of any such cases. Where any acts of fraud or corruption 
are proven, the Authority will ensure that the culprits are appropriately dealt with, and 
will also take all appropriate steps to recover any losses in full. 

 
3.2 The Board wishes to advise that it is the responsibility of all staff to report any 

reasonable suspicions of fraud or corruption. It also the Board’s policy than an 
employee should not suffer as a result of reporting reasonably held suspicions, and 
there must be no unlawful discrimination on any grounds. Staff are encouraged to 
raise concerns under the Trust’s Whistle Blowing Policy or by reporting via the ‘Let 
Us Know’ (LUK) confidential reporting line (1111) 

 
4.0 Policy 
 
4.1      The Code of Conduct for NHS Boards published by the NHS Executive sets out three 
            core public service values. It confirms that high standards of corporate and personal  
            conduct, based on the recognition that patients come first, should be a  cornerstone 
            of the NHS. 
 
            2. 

 

 

 
 
4.2   The core NHS values are: 

 Accountability – everything done by those who work in the organisation must be 
able to stand the tests of parliamentary scrutiny, public judgements on propriety 
and professional codes of conduct. 

 Probity – absolute honesty and integrity should be exercised in dealing with NHS 
patients, assets, staff, suppliers and customers. 

 Openness – the organisation’s activities should be sufficiently public and 
transparent to promote confidence in its dealings with patients, staff and the 
public. 

 
4.3   All staff should be aware of, and act in accordance with, these values. 

 
4.4   In addition, all those who work for or are in contact with NHS Protect should exercise 

  the following when undertaking their duties: 

 Selflessness - Should take decisions solely in terms of the public interest. They 
should not do so in order to gain financial or other material benefits for 
themselves, their family or their friends 

 Integrity - Should not place themselves under any financial or other obligation to 
outside individuals or organisations that might influence them in the performance 
of their official duties 

 Objectivity - Should, in carrying out public business, (including making public 
appointments , awarding contracts, or recommending individuals for rewards and 
benefits), make choices on merit 

 Honesty - Have a duty to declare any private interests relating to their public 
duties and to take steps to resolve any conflicts arising in a way that protects the 
public interest 

 Leadership - Should promote and support these principles by leadership and 
example 

 
4.5 These standards are national benchmarks that inform our local policies and      

procedures. The arrangements made in this policy have been designed to ensure 
compliance with the national standard. 
 

4.6  Responsibilities for counter fraud work are set out in the Standard Contract for 
 Providers and are summarised in the Trust SFIs. 

 
4.7   Monitor encourages Foundation Trusts to put in place effective corporate governance 

  arrangements. This includes maintaining a sound system of internal control to    
  safeguard public and private investment, the Trust's assets, patient safety and service 
  quality. 

 
4.8  From April 2008, the NHS Standard Contract issued by the Department of Health now 

applies to agreements made between Commissioners and Foundation Trusts. Service 
Condition 24 relating to the Counter Fraud and Security Management sections is similar 
to the former Secretary of State’s directions and included to enable the Trust to share 
in the NHS Counter Fraud approach in the same way as other NHS bodies. 

 
4.9 The Trust supports the national efforts and initiatives to counter fraud within the NHS 

and this policy and reporting procedures is therefore written in accordance with the  
relevant guidance from NHS Protect. 
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4.10 From 1st April 2015 the Trust counter-fraud services are internally managed and 

coordinated. The annual counter fraud work programme is overseen by the Audit 
Committee on behalf of the Trust Board with the investigative provision sourced from 
the Trust  Security & Emergency Resilience Service. 

 
5.0 Roles and Responsibilities 
 
5.1 The Chief Executive and Director of Finance are responsible for monitoring and ensuring 
       compliance with the Conditions, regardless of whether or not contractors or Local 
       Counter Fraud Specialists (LCFS) employed by other NHS Organisations are employed 
       to undertake the day to day activities associated with counter fraud. This includes 
       providing access for LCFS/NHS Protect officers to premises, records, data and staff  
       which are relevant to the detection and investigation of fraud and corruption. 

 
5.2 The responsibilities of officers with key roles in the detection, reporting and investigation 

of fraud are detailed in paragraphs ‘5.3’ to ‘5.8’. 
 

5.3  Director of Finance 

 establish and maintain an effective system for dealing with allegations of fraud 
and corruption; 

 promote a culture and reporting mechanism which encourages staff to raise 
issues of legitimate concern; 

 ensure that an LCFS is nominated for the Trust and notified to NHS Protect. 

 ensure that the LCFS is accredited; 

 ensure that allegations of fraud and corruption are notified to, and investigated 
by, the LCFS; 

 report cases to NHS Protect where s/he believes that fraud or corruption is 
present in accordance with HSC 1999/062 and agree further action with the 
LCFS in accordance with the Counter Fraud and Corruption Manual; 

 liaise and reach agreement with the relevant NHS Area Anti-Fraud Specialist 
where the appropriate sanction is felt to be prosecution, before any further action 
is taken by either the Trust or NHS Protect, including referral to the Police or any 
other agency for investigative action; 

 liaise and reach agreement with relevant NHS bodies (or equivalent) before any 
decision is reached on the referral of  a case of fraud or corruption to the Police 
or any other body for investigative action; 

 seek financial redress where the Trust suffers loss as a result of fraud or 
corruption; 

 facilitate and co-operate with NHS Protect quality inspection work, giving prompt 
access to Trust staff, workplaces and relevant documentation; 

 agree a service level agreement for counter fraud services with ASSURE; 

 ensure that the LCFS prepares an annual report which is received and 
considered by the Audit Committee; 

 ensure that an annual programme of pro-active counter fraud work is presented 
to the Audit Committee and carried out within the Trust, led by the LCFS. Where 
no proactive exercise are deemed necessary in a financial year, the Director of 
Finance is required to document and record the reasons for this and make this 
information available to the NHS Protect upon inspection or enquiry; 

 

 

 

4. 

 ensure that fraud issues are included as regular agenda items for the Audit 
Committee; 

 comply with all requests for participation in national proactive fraud prevention 
exercises within the stipulated timescales; 

 ensure that the NHS Protect media team are updated on the progress of an 
investigation to enable the Trust to have input into publicity issued by them. 

 
5.4 Local Counter Fraud Specialist 

 carry out the role of LCFS in accordance with the requirements of the Counter 
Fraud and Corruption Manual; 

 report to the Trust Director or Deputy Director of Finance; 

 provide an annual report on counter fraud work for consideration by the Director 
of Finance and Audit Committee; 

 attends at least one Audit Committee meeting per year and present an overview 
of the counter fraud activity for the previous year. 

 has access to the Chair of the Audit Committee and to the Chief Executive of the 
Trust; 

 undertakes pro-active counter fraud work in accordance with a programme 
agreed with the Director of Finance and Audit Committee; 

 investigate cases of suspected fraud in accordance with the latest NHS Protect 
guidance; 

 provide a full report at the conclusion of each investigation for the Director of 
Finance and copies these to the Audit Committee; 

 report to Internal Auditors details of system weaknesses and agree 
recommendations to improve internal controls; 

 carry out a programme of continuing professional development to maintain 
accreditation. 

 Maintain the Trust’s entries on FIRST 

 
5.5 Internal Audit 

 review, appraise and report upon: 

 the adequacy and application of financial and other related management controls; 

 the extent to which the Trust assets are accounted for and safeguarded from loss 
of any kind arising from fraud, waste, extravagance, inefficient administration, 
poor value for money or other causes. 

 notification to the Director of Finance and LCFS of instances of suspected fraud 
resulting from Internal Audit work or otherwise brought to their attention; 

 notification to the LCFS and Director of Finance of areas where pro-active 
investigative work is considered necessary. 

 
5.6 Deputy Director of Human Resources 

 Provide advice to those involved in an investigation regarding employment 
law, disciplinary and complaints procedures and other procedural matters 
relating to human resources. 
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 Should the HR section be notified by a manager of an instance of suspected 
fraud or corruption or other crime, then the Director of Finance or the Security 
& Emergency Resilience Service should be contacted immediately to enable 
coordinated action to be considered. 

 
5.7 Directors, Managers and Staff 

 All staff have a responsibility to protect the assets of the Trust and to comply with 
the requirements of this policy by raising concerns about fraud and corruption. 

 Must deal with any information relevant to an investigation of suspected fraud in 
the strictest confidence. Information must not be disclosed except for the 
purposes of the investigation and no information relating to the investigation must 
be disclosed to any person or organisation who might possibly be implicated in 
the case of potential fraud. 

 Must adhere to the NHS Codes of Conduct and the Trust’s policies on gifts and 
hospitality. 

 
5.8 NHS Protect 

 NHS Protect has responsibility for authorising covert surveillance for fraud cases 
for all NHS bodies, under the Regulation of Investigatory Powers Act (RIPA) 
2000. IF the LCFS believes covert surveillance to be appropriate this will be 
referred to the NHS Protect Operational Team for consideration. 

 NHS Protect leads on a wide range of work to protect NHS staff and resources 
from crime. It has national responsibility for investigating:  

 fraud  

 violence   

 bribery   

 corruption   

 criminal damage   

 theft   

 other unlawful action such as market-fixing. 

 These are all activities that would otherwise undermine the effectiveness of the 
health service and its ability to meet the needs of patients and professionals.  

 The organisation’s work covers three main objectives:  

 to educate and inform those who work for or use the NHS about crime in the 
health service and how to tackle it  

 to prevent and deter crime in the NHS by removing opportunities for it to 
occur or to re-occur  

 to hold to account those who have committed crime against the NHS by 
detecting and prosecuting offenders and seeking redress where viable.  
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6.0 Associated Documentation and References. 
Internal 
Reservation of Powers to the Board. Scheme of Delegation 
Standing Financial Instructions 
Standing Orders 
Codes of Conduct 
Standards of Business Conduct Declarations of Interest Policy 
Patient Property Policy 
Security Policy 
Protocol for Parallel Criminal & Disciplinary Investigations (HR & S&ERS) 
Whistle Blowing Policy 
Employment Checks Policy 
Sickness Absence Policy 
Procurement Strategy 
Disciplinary Policy 
Overseas Visitors Policy 
Risk Assessment Procedures 
CCTV Procedures 
Access Control Procedures 
 
External 
Protecting your NHS – A Professional Approach to Managing Security in the NHS: NHS 
Protect 
Protecting your NHS – Local Security Management & Counter Fraud Specialist: NHS 
Protect 
Directions to NHS Bodies on Counter Fraud Measures – NHS Protect 
Home Office – Surveillance Camera Code of Conduct 
Home Office Scientific Development Branch – Is your CCTV system fit for purpose? 
Centre for the Protection of National Infrastructure (CPNI) – Guide to Producing 
Operational Requirements for Security Measures 
Regulation of Investigative Powers Act 2000 
Criminal Procedure and Investigations Act 1996 

 

7.0 Training & Resources. 
7.1 Counter Fraud initial training and awareness is provided by short classroom sessions on 

both clinical and non-clinical Trust induction courses. 

7.2 An e-learning programme can be accessed via the Trust Intranet for all staff. 

7.3 General security awareness and crime reduction advice is available on the Security and 
Emergency Resilience e-learning programme that is assessed and also accesses on the 
Trust induction programme 

7.4 ‘Not On My Watch’ video accessed by staff on the Trust Intranet. 

7.5 The Security & Emergency Resilience Service provide bespoke counter-fraud and 
security management training to all Trust departments and staff on request. 

 

8.0 Monitoring and Audit 
 
Monitoring the effectiveness of this policy will be especially the responsibility of the Local 
Counter Fraud Specialist, and will be considered in the routine reporting of all matters 
relating to counter fraud, risk of fraud and actual fraud to the Audit Committee. The 



 

 

Trust’s external auditors will also review and have regard to the Trust’s arrangements for 
counter fraud, and will report and advise the Audit Committee, Chief Executive and 
Director of Finance. 
            7. 
 
The Audit Committee and Director of Finance will review this policy against the annual 
work plan submitted by the LSMS and the Self Review Tool (SRT) submitted to NHS 
Protect. The Counter Fraud Standards for NHS Providers will be the recognised 
assessment tool and is provided annually to the Audit Committee and Director of 
Finance. 

 
9.0 Equality and Diversity 
 

Trust is committed to an environment that promotes equality and embraces diversity in 
its performance as an employer and service provider. It will adhere to legal and 
performance requirements and will mainstream equality and diversity principles through 
its policies, procedures and processes. This policy should be implemented with due 
regard to this commitment. 
 
To ensure that the implementation of this policy does not have an adverse impact in 
response to the requirements of the Equality Act 2010 this policy has been screened for 
relevance during the policy development process and a full equality impact analysis 
conducted where necessary prior to consultation.  The Trust will take remedial action 
when necessary to address any unexpected or unwarranted disparities and 
monitor practice to ensure that this policy is fairly implemented.   
 
This policy and procedure can be made available in alternative formats on request 
including large print, Braille, moon, audio, and different languages.  To arrange this 
please refer to the Trust translation and interpretation policy in the first instance. 
  
The Trust will endeavor to make reasonable adjustments to accommodate any 
employee/patient with particular equality and diversity requirements in implementing this 
policy and procedure.  This may include accessibility of meeting/appointment venues, 
providing translation, arranging an interpreter to attend appointments/meetings, 
extending policy timeframes to enable translation to be undertaken, or assistance with 
formulating any written statements. 

 
9.1 Recording and Monitoring of Equality and Diversity 
 

The Trust understands the business case for equality and diversity and will make sure 
that this is translated into practice. Accordingly, all policies and procedures will be 
monitored to ensure their effectiveness.  
 
Monitoring information will be collated, analysed and published on an annual basis as 
part Equality Delivery System.  The monitoring will cover the nine protected 
characteristics and will meet statutory duties under the Equality Act 2010.  Where 
adverse impact is identified through the monitoring process the Trust will investigate and 
take corrective action to mitigate and prevent any negative impact. 

  
The information collected for monitoring and reporting purposes will be treated as 
confidential and it will not be used for any other purpose. 
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Appendix 1 
 

Glossary of Terms 
 

NHS Protect  NHS Protect (formerly NHS Counter Fraud and Security Management 
Service) leads on work to identify and tackle crime across the health 
service. The aim is to protect NHS staff and resources from activities 
that would otherwise undermine their effectiveness and their ability to 
meet the needs of patients and professionals. 

  
Fraud Is generally defined as a deception deliberately undertaken to secure 

unfair or unlawful gain 
  
Bribery Broadly offering or acceptance of inducements, gifts, favours, 

payment or benefit-in-kind which may influence the action of any 
person 

  
Corruption Is defined as a lack of integrity or honesty, including the use of a 

position of trust for dishonest gain. The gain can be monetary or 
provide the person with a benefit which would otherwise have been 
obtained at a cost. 
 

Reasonably held 
suspicions 
 
LCFS 
 
LSMS 
 
S&SERS 

For the purposes of this policy shall mean any suspicions other than 
those, which are raised maliciously and found to be groundless 
 
Local Counter Fraud Specialist accredited by NHS Protect 
 
Local Security Management Specialist accredited by NHS Protect 
 
Trust Security & Emergency Resilience Service 
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         Appendix 2 
 
The Trust Counter Fraud Reporting and Response Procedures 
 
Reporting Suspicions of Fraud or Corruption 
 
Employees should normally discuss their concerns directly with the S&ERS or with the 
Director of Finance.  
 
As an alternative, the employee can raise concerns via the Whistle Blowing procedures or 
the contacts detailed later who will then pass on this information either to the LCFS/LSMS or 
the Director of Finance if s/he suspects fraud is involved. 
 
If staff do not want to speak directly to anyone within the Trust, they can raise their concerns 
with the NHS Fraud & Corruption Reporting Line on 0800 028 40 60 or report concerns 
securely online at: www.reportnhsfraud.nhs.uk.  All calls will be treated in confidence by 
trained staff and will then be investigated. Alternatively a message can be left on the Trust 
‘Let Us Know’ line Ext.1111  
 
The LCFS should immediately record the details on the NHS Protect Counter Fraud 
database (FIRST) and secure any documentation relating to the incident. He/she should 
then carry out a brief review of the available information, without alerting or interviewing the 
subject of the allegation. 
 
If there is a clear and satisfactory explanation, which confirms that there is no cause for 
concern, then the appropriate facts will be provided by the Director of Finance or the LCFS 
to the person raising the concern. This should be noted on the NHS Protect Counter Fraud 
database. 
 
If there is one piece of reliable information to support the suspicion then Director of Finance 
will liaise with the LCFS and arrange an initial review of the evidence.  
 
If this substantiates the allegation then the LCFS will agree with the Director of Finance what 
immediate action is necessary to secure relevant records and to remove individuals under 
suspicion from the area under investigation. 
 
Managing the Investigation 
 
The Director of Finance will inform the Chief Executive and Chairman of the Audit 
Committee of the referral unless either is implicated or involved. 
 
The Director of Finance and LCFS will meet at the earliest opportunity to discuss the case 
and to agree an outline plan as to how it is to be progressed. The LCFS will then prepare an 
Investigation Plan and create a file specific to the referral.  
 
The LCFS will manage and record the investigation using the NHS Protect Counter Fraud 
database. 
 
At an early stage in the investigation the LCFS will need to establish a best estimate of the 
potential loss(es) incurred and the period over which it has taken place. Where the value of 

 

 

the potential loss and/or the circumstances involved indicate that the incident falls outside 
the parameters for LCFS investigation, then the case should be referred to NHS Protect via 
the NHS Protect Counter Fraud database. 
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Where the case remains for investigation by the LCFS, details of the incident should in most 
circumstances be communicated to the relevant NHS Protect Area Anti-Fraud Specialist via 
the NHS Protect Counter Fraud database so that they can provide the appropriate advice 
and support. 
 
Once the incident has been formally referred to the LCFS, he/she becomes responsible for 
its investigation in accordance with the requirements of the Counter Fraud and Corruption 
Manual. Officers in the Trust should not take any action in connection with the investigation 
without seeking the approval of the Director of Finance (who will consult with the LCFS 
before providing the necessary directions). 
 
The LCFS will provide regular progress reports to the Director of Finance, during the initial 
evidence gathering stage of the investigation. 
 
When the process of evidence gathering and validation has been completed, the LCFS will 
prepare a report for consideration by the Director of Finance which summarises the work 
carried out and the conclusions reached. This will include a recommendation, based on an 
objective assessment of the evidence, as to whether fraud and/or corruption are present. 
 
The two officers will then discuss the report and agree what further action is necessary. 
 
Where investigations have been carried out by NHS Protect, the designated officer will 
produce a report for NHS Protect and the Trust Director of Finance. This will include a 
recommendation, based on an objective assessment of the evidence, as to whether fraud or 
corruption is present. The Director of Finance and NHS Protect Team Lead will then make 
the final decision on the case. The Trust Chief Executive will be advised on the proposed 
course of action 
 
If it is agreed that fraud or corruption is present and the course of action chosen is 
appropriate, the NHS Protect Lead or LCFS and the Trust Director of Finance will notify the 
case via the NHS Protect NHS Protect Counter Fraud database. 
 
A case conference will then be arranged involving the LCFS, NHS Protect and the Director 
of Finance to determine which sanction(s) should be sought. A decision will also be taken 
regarding any involvement of, and liaison with, the Police. 
 
If the case meets the requirements to be considered for prosecution, the file should be 
passed to the Director of Finance who should decide, in conjunction with the NHS Protect 
Area Anti-Fraud Specialist, whether it is suitable for prosecution.  
 
At this stage the file should include the Request for Authority to Prosecute form. 
 
The NHS Protect Area Anti-Fraud Specialist arranges a technical assessment of the 
suitability of the case for prosecution which will be communicated back to the LCFS and 
Director of Finance. 
 
Where the decision to prosecute is endorsed, the file will be returned to the relevant LCFS 
for them to progress.  
 
Where the decision is not endorsed, then the file will be returned to the LCFS who will 
discuss with the Director of Finance which other sanctions are to be pursued. 



 

 

 
The Director of Finance will inform the Chief Executive and Chairman of the Audit 
Committee of the appropriate decision and how the case will be progressed. 
 
During the course of an investigation the Director of Finance will ensure that a named officer 
is identified for responding to press interest in the case and that there is co-ordination with 
NHS Protect regarding the information that is supplied. 
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In all cases the Director of Finance will assess the extent of the losses incurred and agree 
with the LCFS and NHS Protect what options are available to the Trust to recover funds. The 
Director of Finance is responsible for instituting the appropriate recovery action, and where 
this involves consideration of civil action, he/she will liaise with the Trust legal advisors. 
 
Where the Director of Finance decides that redress will not be sought then this will be 
communicated to NHS Protect together with an appropriate explanation. 
 
The Director of Finance will ensure that losses are written off in accordance with Standing 
Financial Instructions and delegated limits.  
 
Where disciplinary action against an employee is necessary, the Director of Human 
Resources will be responsible for providing the necessary advice and ensuring that due 
process is followed. If the incident also involves criminal prosecution then LCFS/NHS Protect 
will be consulted to ensure that the approach adopted for the disciplinary case does not 
compromise the success of any potential criminal case. 
 
Once the investigation has been concluded and the appropriate sanctions progressed, then 
the LCFS should prepare an Outcome of Investigation report which should be issued to the 
Director of Finance, and NHS Protect. 
 
 
Guidance to Staff 
 

“Fraud against the NHS is never acceptable” 
 
Barnsley Hospitals NHS Foundation Trust has comprehensive arrangements for countering 
fraud and corruption and all staff are duty bound to report any suspicions they may have. 
 
What is Fraud? 
 
Fraud can be described as any kind of irregularity or intentional act that involves intentional 
deception.  It is important that staff understand that fraud may arise almost anywhere within 
the Trust and be perpetrated by anyone, staff, patients, contractors, and visitors alike.   
 
What sort of things might be considered fraudulent? 
 
It is impossible to list every potentially fraudulent act.  Here are some typical examples:  

 Falsely claiming to be sick 

 Claiming pay for time not worked 

 Falsifying time records e.g. going home early without approval 

 Doing private work during NHS time 

 Unauthorised private use of NHS equipment e.g. telephones and photocopiers 

 Misusing money, property, or purchases belonging to patients 

 Making false claims for expenses 

 Using deception to steal NHS property 

 

 

 Falsifying any official records 

 Failing to declare criminal convictions 

 Offering or receiving bribes or inducements 

 Selling of information 
 
 

12. 
What should I do if I suspect fraud? 
 
If you suspect that fraud of any type has occurred or is in progress you must not attempt to 
investigate it yourself.  It is important that all genuine concerns about fraud are reported to 
the numbers listed. 

 
Calls to the National Fraud and Corruption Reporting Line are treated in confidence by 
trained staff and information given will be professionally assessed and evaluated.  Callers 
have the option to remain anonymous should they wish to do so.  Lines are open 8am to 
6pm Monday to Friday. 
 
What will happen if I report suspicions of fraud? 
 
All allegations of fraud within the NHS will be professionally assessed and, if necessary, 
investigated by trained and accredited Local Counter Fraud Specialists (LCFS). 
 
If a criminal investigation is necessary, the LCFS will normally undertake this and the 
investigation will be conducted in accordance with the Police and Criminal Evidence Act and 
the NHS Counter Fraud and Corruption Manual.  It is often not necessary to involve the 
Police. 
 
Where fraud is apparent, a triple-track approach to applying sanctions will normally be taken.  
This will include relevant criminal sanctions via the court system, disciplinary action via 
Human Resources, and civil recovery proceedings.  Details of the investigation will normally 
be passed to appropriate professional organisations. 
 
Will my personal data may be used for the prevention and detection of fraud? 
 
Yes.  This Trust proactively searches for fraud occurrence within its systems and data.  Such 
work may include checks on areas of high risk such as payroll and expense claims, 
payments, sickness absence and procurement.  Also, from time to time, the Trust will 
participate in internal and external data matching exercises involving the electronic 
comparison of data from different systems (for example payroll and payments systems) to 
identify inconsistencies, which may indicate fraud. 
 
Barnsley Hospitals NHS Foundation Trust is committed to reducing the potential for fraud to 
occur and these exercises are designed to help detect fraudulent and erroneous payments 
from the public purse. 
 
In accordance with data protection and human rights legislation, all staff should be aware 
that their personal data might be used by the Trust for the prevention and detection of fraud.  
Any queries regarding this work should be referred to the LCFS. 
 
Where can I find further information? 
 
Direct from the LCFS: The LCFS actively promotes fraud awareness at the Trust.  If you 
would like more information please contact the S&ERS on 01226 431386 or 01226 431387 
(Ext. 1386 or 1387) 
 



 

 

Intranet:  For those with access to the Trust Intranet, guidance and information on counter 
fraud measures at the Trust can be found via the Counter Fraud Link on the front page of the 
Intranet. 
 
Internet:  Wider details on countering NHS Fraud can also be found at 
http://www.nhsbsa.nhs.uk/Protect.aspx 
 
The Board is committed to maintaining an honest and open culture within the Trust which 
fully supports staff in raising issues of genuine concern. 
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Where concerns are raised they will be fully investigated, feedback will be provided to the 
person who has highlighted the problem, and appropriate action taken to prevent recurrence. 
Thus NHS patients, staff and property will receive the protection that they deserve. 
 
The Board’s view is that anyone having reasonable suspicions of fraud has a duty to report 
them. 
 
Staff should be assured that there will be no recriminations against individuals who report 
reasonably held suspicions. Victimising or deterring staff from reporting concerns is a 
serious disciplinary matter. 
 
If you believe that you have good reason to suspect a colleague, supplier or other person of 
a fraud or an offence involving the Trust or a serious infringement of Trust or NHS rules then 
you should discuss it informally with the LCFS, LSMS or the Director of Finance. You may 
also contact the Non-Executive Director responsible for Whistle Blowing. 
 
Do not worry about which is the right person to contact, the important point is to raise the 
concern with one of the named people. 
 
Where there is not a satisfactory explanation to fully clear the suspicion, the officer who you 
have notified will raise the matter with the Director of Finance who will ensure that an 
investigation is carried out. 
 
If you do not want to speak to anyone within the Trust, then you have the option of 
contacting the NHS Fraud and Corruption Reporting line or online NHS Reporting website. 
All calls to this line are dealt with by trained and experienced staff and concerns raised will 
be professionally investigated. Any person who wishes to remain anonymous may do so. 
Locally a message can be left on the ‘Let Us Know’ line Ext.1111 
 
 
Disciplinary Issues 
 
Contractors. 
 
Any disciplinary action will follow extant procedures for each of the contractor groups.  
Where payments are made directly by the Trust to contractors then, in appropriate 
circumstances, deductions to future payments will be made to reclaim inappropriately 
claimed monies.  In other instances civil legal proceedings will be initiated.  The Trust will 
also seek to remove the contractor from any NHS approved contractors lists. 
 
Trust Staff. 
 
Disciplinary action will always be considered alongside criminal investigations. 
 
At the point at which fraud, bribery or corruption is believed to have taken place then the 
member of staff may be suspended pending investigation and will be required to immediately 
vacate the premises and relinquish all pass and I/D cards.  Where a criminal prosecution is 
being progressed by the police or NHS Protect then the Trust does not have an automatic 

 

 

right of access to information from witnesses.  However, the Trust will instruct its solicitors to 
make a formal approach to the police for the release of evidence.  Where evidence is made 
available it will be used in the disciplinary action. 
 
Copies of the Trust disciplinary procedure can be obtained from the Human Resources 
Department. 
 
Involvement of the Local Security Management Specialist (LSMS). 
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The Risk Management department will be notified of all serious incidents involving theft, 
vandalism and arson.  Incidents will then be considered for inclusion in the Trust’s Risk 
Register. 
 
The Security & Emergency Resilience Service is the nominated team to deal with violence 
and aggression and all aspects of security and theft at the Trust. 
 
 
Negligence. 
 
Any staff found to be responsible for the loss of assets through negligence may be dealt with 
via the Trust disciplinary procedure. 
 
Contact Details for Raising Concerns about Potential Fraud 
 

Director of Finance & Information 
Deputy Director of Finance 
Tel: 01226 431803 
 
Security & Emergency Resilience Service 
LCFS – 01226 431386 (Ext. 1386) 
LSMS – 01226 431387 (Ext. 1387) 
 
Let Us Know (LUK) – Confidential Reporting Line 
Tel: 01226 431111 (Ext. 1111) 
 
National NHS Fraud & Corruption Reporting Line 
0800 028 40 60 
 
NHS Fraud & Corruption Reporting secure online reporting link. 
 www.reportnhsfraud.nhs.uk 
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Appendix 3 
 
 

Policy Version Control 
 
Version Date Comments Author 
1 1/6/15 Complete policy revision from 

2012 
Mike Lees 

    
 
 
 
Review Process Prior to Ratification: 
 
 
Name of Group/Department/Committee Date 
NHS Protect – AAFS & ASMS  
Deputy Director of Finance  
Deputy Director of HR  
Senior HR Manager  

 
 
 
 
 

 
                 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 
 
 
 
 
 
 
 
                       
                        16. 



  

REPORT TO THE BOARD OF DIRECTORS REF: APPENDIX 2 
 
 
 
 
 
 
 
 
 
 
 

ANNUAL REPORT OF  
THE AUDIT COMMITTEE 2014/15 

 



 

 
ANNUAL REPORT OF  
THE AUDIT COMMITTEE 2014/15  
 

  

1. STRATEGIC CONTEXT 
1.1 The Audit Committee plays a key role in the Trust’s Governance Structure and revised 

escalation framework established in 2014.  
1.2 The membership of the Committee and its work takes account of good practice and 

Monitor’s requirements and guidance. 

2. INTRODUCTION 
2.1 The report provides an overview of the work of the Audit Committee during 2014/15.   

3. MEMBERSHIP  
3.1 The Audit Committee membership comprises of three Non Executive Directors 

(NEDs), one of whom serves at Chairs.  2014/15 saw several changes of members – 
at the beginning to provide a new balance across Audit and the other governance 
committees, at the end of December 2014 when two NEDs left the Trust and again in 
April 2015 when two new NEDs joined.  This is reflected in the changes within the 
membership of the Committee. 
- Paul Spinks (Chair) and Sir Steve Houghton CBE left the Trust at the end of 2014 
- Linda Christon was a regular member of the Committee until May 2014 
- Suzy Brain England, having been a member of the Committee throughout the year, 

became Chair in January 2015. Two new Non-Executive Directors joined the Trust 
in April 2015, and the Committee's full membership now comprises the Chair (Mrs 
Brain England) and two Non-Executives, Ms Ros Moore and Mr Nick Mapstone.   

- Other Non-Executive Directors also attended in year as members to support the 
Committee during the period January-April when team numbers were lower, 
pending appointment of the new NEDs 

- Members of the Executive Team, Internal Audit, Counter Fraud and External Audit 
attended as necessary to submit reports and respond to questions from Members of 
the Audit Committee.  

3.2 Annually the Audit Committee invites both the Chairman and Chief Executive to attend 
the meeting.  The Chief Executive was unable to attend but the Chairman attended on 
19 May 2015 to consider the Annual Report and Accounts. 

3.3 With the changing membership of the Committee in year, attendance in 2014/15 was 
variable as reported in the attached appendix. 

4. TERMS OF REFERENCE COMPLIANCE 
4.1 As part the Trust’s governance review which took place in Q2 2014, the Terms of 

Reference were reviewed and refreshed alongside the formation of a new committee 
structure. 

4.2 Formal committee meetings continued and are scheduled to be held quarterly 
throughout the year. The Chair and members regularly hold private meetings with the 
internal and external auditors at the start of meetings for assurance about procedures, 
results and compliance with implementing recommended actions. 



4.3 At the request of the Chair a new procedure has been instituted whereby executive 
directors attend the Committee to explain slippages in implementing recommended 
actions. 

4.4 All actions recommended by internal and external audit are now newly integrated into 
one Recommended Actions Tracker. This receives regular review at the Executive 
Team meetings. As a result it is agreed which executives will attend the Audit 
Committee to be held to account for progress of outstanding actions.  

4.5 This approach represents a number of process improvements: 
i)  external and internal Audit recommendations appear together on a single tracking 

document. This followed slippage in 2014 in the implementation of external audit 
recommendations which had been excluded from the single tracking document; 

ii)  the single tracker is now regularly reviewed by executive directors who are 
personally held to account by the Audit Committee for outstanding actions. Their 
attendance had not been requested at the Audit Committee in 2014. 

iii)  a backlog of actions has been cleared early in 2015. 

5. KEY RESPONSIBILITIES  
5.1 Board Assurance Framework  

As part of the governance review the Board of Directors agreed a new format and 
process for the Board Assurance Framework (the BAF). This had several iterations 
throughout 2013/2014 and the slow speed at which it became a useful, embedded 
governance document was a matter of concern raised by the Committee. The 
Committee continued to monitor this closely throughout the year. Although the internal 
auditors were not assured there was an embedded, useful BAF by the end of the 
2014/ 2015 financial year,  The Committee is now confident that the systems that are 
in place in 2015-16 allow for robust scrutiny of a useful BAF at all Committees of the 
Board.      

5.2 Internal Audit  
The Audit Committee discussed and approved the Annual Work Plan that the Internal 
Auditors 360 Assurance had previously discussed with the Executive Team. This plan 
allows the Committee’s  agenda to cover quality, data quality, performance targets 
and financial control.  The Committee noted a step up in the robustness of the 
planning process for the use of the internal audit resource. 

5.3 Following the governance review the Associate Director of Corporate Affairs is 
assigned to give further support to the Audit Committee. This has created a much-
needed and clear link to the Executive Team from the Committee and has allowed 
for the development of the Internal Audit Tracker and for performance against the 
plans to be monitored. This link enables executive directors to be brought into the 
committee to update on progress as appropriate. 

5.4 Audit reports and assurance given for 2014/15 are listed in appendix 2 (extract from 
Internal Audit Annual Report).  An overview of the 2015/16 programme is also 
attached. 

5.5 The Head of Internal Audit Opinion only provided limited assurance overall due to their 
concerns over the status and use of the BAF. They did note however, the 
developments and process that had been put in place during 2014/15 and 
acknowledged that this was a positive development. They also reiterated that it is 
necessary for the work completed to now be embedded within the organisation. 

5.6 Counter Fraud  
The Committee considered and agreed the local Counter Fraud plan which has again 
been provided during 2014/15 by 360 Assurance 



5.7 The Local Counter Fraud officer, Mr Purseglove, provided regular reports on 
performance against the plan, which covered summaries of:  
• proactive work  
• counter fraud investigations 
• training and communication of fraud issues to staff 

5.8 No significant assurance concerns arose from this work during 2014/15. 
5.9 As we reviewed the work for the forthcoming year a decision was made to allocate the 

Local Counter Fraud to the BHNFT in-house security and resilience team. The 
in-house team has been assessed as having the necessary skills and experience to 
undertake this work at less cost to the Trust with the full support of NHS Protect. 
Mr Purseglove was thanked for his excellent work. 

5.10 External Audit   
The Trust’s External Auditors worked with the Trust throughout the year. The planning 
process for the external audit regularly commences in September through to 
December. This involves scheduled meetings with management, audit committee and 
review of minutes from Board, complemented by wider sector understanding to 
produce an audit plan for the Trust, Charity and BHSS, which are agreed at Audit 
Committee and Charity Trustee meetings.  

5.11 The audit plans in 2014/15  highlighted the key risks for the audit and how they were 
to be addressed. This will be repeated for 2015/16.   

5.12 The plans form the basis of the interim audit work that takes place each year in 
February, where the external auditors review areas such as relevant controls 
processes, IT systems, financial position, related parties and other governance and 
financial processes.  For 2014/15 the output from this work was reported to the Audit 
Committee in April 2015 together with proposed changes to the year end audit plans. 
The final audit phases were undertaken in April/May 2015 and the findings reported to 
the May Audit Committee, through the ISA260 report. The report included how 
significant risks were addressed, key accounting matters, unadjusted items, control 
weakness and auditor independence. 

5.13 The external auditors attend and report on audit related reports, sector updates or 
added value documents to each audit committee during the year. 

5.14 Annual Report and Accounts (including Annual Governance Statement)  
The Committee, comprising Non Executive Directors, Nick Mapstone and Ros Moore, 
as members, and Chaired by Mrs Christon, considered the state of completion on the 
Annual Report and Accounts at its meeting on 19 May 2015. 

5.15 The Committee recommended the approval of both the Financial Accounts and the 
Annual Report at the meeting, with minor amendments that were made before final 
presentation to the Board of Directors.   

5.16 Quality Account  
The Committee considered progress on the Quality Account. Whilst the PwC Quality 
Account Report considered by the Audit Committee showed some outstanding matters 
on the draft Quality Account, assurance was provided by the Chair of Quality & 
Governance Committee that this had been reviewed in detail and was on track for 
completion prior to the Extraordinary Board Meeting on 26th May 2015. 

5.17 Other issues  
Other matters addressed by the Committee during 2014/15 included:  
• overview of risks and controls on financial management, including capacity of 

finance team 
• oversight of development of new governance structure 
• monitoring of Registers (hospitality, Directors’ interests, seals) 



• regular scrutiny of losses and special payments, single tenders and tenders 
awarded other than the lowest value (ensuring value for money),  

• review and approval of the Annual Report & Accounts 2013/14 for the Trust’s 
wholly owned subsidiary company, Barnsley Hospital Support Services Limited 

• advice to Council of Governors with respect to the appointment of the external 
auditors; subsequently approved by Governors to be extended to cover 2015/16 
audit and referral to full tender exercise thereafter 

• receipt of and action on issues from the Board and/or other governance committees 
(eg cyber security – ongoing, suspended research & development study) 

The above is by no means an exhaustive list. 

6. CONCLUSION 
6.1 The new members of the committee have completed a self-assessment against an 

NHS Audit Committee Effectiveness Review. As a result we will seek to make further 
improvements in the operation of the committee and its relationship with governors. 

6.2 In particular, as Chair I aim to review: 
- whether the Committee has structured its agenda to cover quality, data quality, 

performance targets and financial control; 
- that under the new processes the Committee ensures that the relevant executive 

director/manager attends meetings to enable it to secure the required level of 
understanding of the reports and information it receives; 

- whether management fully briefs the Committee via the assurance framework in 
relation to key risks and assurances received and any gaps in control/assurance in 
a timely fashion thereby eradicating the potential for surprises; 

- our level of confidence that agreed actions are implemented in line with the 
timescale set down; 

- whether at the end of or during meetings the Committee discusses outcomes 
reflecting back on decisions made and what worked well or not so well; 

- the Chair’s Log will be shared with the nominated Liaison Governor for Audit at 
quarterly meetings with the Chair of the Audit Committee; the Committee’s Annual 
Report is also shared with the Governors  

- the Council of Governors’ challenges and understanding of reporting from this 
Committee, and 

- a formal appraisal of the Committee's effectiveness. 

6.3 These issues arising from the self assessment will be picked up through the Audit 
Committee and supported by a new direct dialogue between the Committee Chair and 
the nominated Liaison Governor.  

6.4 As Chair I will ensure the Audit Committee agenda across the year responds to issues 
raised by internal and external auditors and counter fraud; we will respond to matters 
raised by other assurance committees continue to work effectively with executive 
colleagues and Governors to reduce any gaps in assurance. 

 
Suzy Brain England 
Chair of Audit Committee 
July 2015 
Appendices: 

• Appendix 1 –  Schedule of meetings and attendance 2014/15 
• Appendix 2 –  Schedule of Internal Audits 2014/15 and 2015/16 programme 



APPENDIX 1 
Schedule of Meetings / Attendance 

 2014/15 2015/16 
 

 
  

19 M
ay 

2014 

17 July 
2014 

30 Sept 
2014 

20 N
ov 

2014 

11 Feb 
2015 

14 A
pr 

2015 

19 M
ay 

2015 

Members        

Paul Spinks   
Chair (to Dec 2014), Non Executive Director        

Suzy Brain England 
Chair (from Jan 2015), Non Executive Director       Apols 

Linda Christon,  
Non Executive Director        

(Chair) 
Sir Stephen Houghton CBE, 
Non Executive Director (to 31 Dec 2014)  Apols      

Francis Patton,  
Non-Executive Director        

Ros Moore, 
Non-Executive Director (from 01 April 2015)        

Nick Mapstone, 
Non-Executive Director (from 01 April 2015)       Apols 

In attendance        

Stephen Wragg,  
Chairman        

Diane Wake,  
CEO       Apols 

Stuart Diggles,  
Interim Director of Finance & Information    Apols  Apols  

Michael Wright,  
Deputy Director of Finance        

Leanne Hawkes,  
Assoc/Dep Director, 360 Assurance        

Leanne Richards, 
Senior Auditor, 360 Assurance        

Tim Thomas,  
Director 360 Assurance        

Kate Dyer,  
Associate & Development Specialist        

Robert Purseglove,  
Counter Fraud Advisor, 360 Assurance        

Amanda Smith 
Local Counter Fraud Specialist, 360 Assurance        

Alex Crickmar,  
External Audit Manager, PwC (2014)  Apols      

Ian Looker,  
Partner, PwC     Apols Apols  

Richard Thomas  
Audit Senior Manager, PwC    Apols    

James Findley  
Quality Account Manager, PwC (2014)        

Monika Liskiewicz  
Quality Account Manager, PwC (2015)        

Rob Kirkby,  
Financial Accountant, PwC        

Angela Keeney,  
Assoc Director of Corporate Affairs Apols    Apols   

Dr Jugnu Mahajan, 
Medical Director (to October 2014)        

Dr Richard Jenkins,  
Medical Director (wef 01 January 2015)        

Lorraine Christopher 
Assoc Director of Estates & Facilities        

Marilyn Whittle, 
Legal Services Manager        

Steven Picken  
Deloitte (Observer)        

Mike Lees,  
Head of Security & Emergency Resilience        



 

APPENDIX 2 

Schedule of Internal Audit Assignments 2014/15 

 
 



 

2015/16 Internal Audit Plan – Barnsley Hospital NHS Foundation Trust   
 

Ref. Audit Proposed 
Days 

Q1 Q2 Q3 Q4 Coverage / Comments 
 

Executive Lead 

Financial Management 55   

1. Key Financial Systems 20   X  To agree coverage with Director of Finance and  
external audit to ensure collaborative working.  
To evaluate whether appropriate financial systems 
controls are being maintained.  The following will be 
considered: - 
 General Ledger 
 Treasury Management 
 Debtors  
 Creditors  
 Budgetary Control  
 Healthcare Income 
 Fixed Assets 

Director  of Finance 

2. Pharmacy Stock 
Management  

15 X    To review the effectiveness of pharmacy stock 
management including the ordering and authorisation 
procedures.  
 

Director of Finance  

3. Agency Spend 10  X   To follow on from work undertaken in the current 
year.  Also consider pre-employment qualification 
checks to ensure appropriately undertaken where 
required for all staff.  
 

Director of Finance 

4. Capital  10    X Discuss focus with SD – prioritisation of programme, 
governance for capital – committee arrangements, 
planning of spend in year. 

 

Director of Finance 

 

Ref. Audit Proposed 
Days 

Q1 Q2 Q3 Q4 Coverage / Comments 
 

Executive Lead 

IM&T 35   

5. Information Governance 10   X  To provide an independent assessment of the 
reasonableness of the Trust’s IGT Controls (in 
accordance with requirements detailed in the 
Information Governance Toolkit). 

Director of Finance   

6. Business Continuity  10  X   To assess arrangements for Business Continuity for 
IM&T systems at the Trust and the robustness of 
arrangements in place.  

Director of Finance 

7. Information Strategy  15   X  We will review the Trust’s IT strategy and assess 
how this meets the Trusts needs and whether it is 
being implemented effectively.   

Director of Finance 

Performance & Information 45   

8. Data Quality – Clinical Coding  15 X    To review the accuracy of clinical coding in ED and 
Cardiology, particularly concentrating on 
arrangements in place to ensure that all activity is 
identified and billed for.  

Director of Operations 

9. Data Quality - Lorenzo 10  X   To review the quality of data on the Lorenzo system, 
including identifying processes for the Trust’s own 
quality checks and input procedures. 

Director of Operations 

10. Data Quality HR Data 10 X    To determine whether performance data supporting 
strategic Board-level decision making in relation to 
workforce issues is accurate and complete.  This 
will include the accuracy of sickness data.  

Director of Operations / 
Deputy Director of HR & 
OD 

11. Theatres (Ormis) 10   X  Following on from the work undertaken in 2014/15 to 
ensure that the recommendations made have been 
implemented.  

Director of Operations 



 

Ref. Audit Proposed 
Days 

Q1 Q2 Q3 Q4 Coverage / Comments 
 

Executive Lead 

Clinical Quality 60   

12. Consultant Job Plans  10  X   Time being carried forward from 2014/15 to review 
performance management of consultant job plans.  
Additional time included to review completion of 
current year consultant job plans.  

Medical Director  

13. Clinical Audit  10 X    To review the Clinical Audit function, particularly 
focusing on engagement and accountability and 
ensuring that lessons learnt from the work 
undertaken are actioned appropriately.  

Medical Director 

14. NICE 10 X    To review the Trusts arrangements for implementing 
NICE guidance, ensuring there are appropriate 
supporting governance and escalation arrangements 
and there are links to the Trust’s risk registers.  

Medical Director 

15. Consent  10  X   The policy for consent has recently been updated 
and this review will check adherence to this policy.  

Chief Nurse 

16. Duty of Candour  10  X   The Trust is required to establish the duty of candour 
throughout the organisation and therefore this review 
will seek to establish if the Trust is taking sufficient 
action to implement this requirement.  The views of 
the staff will also be sought to assess whether 
arrangements are effective.  

Medical Director 

17. Serious Incidents 10    X To review the Trust’s arrangements for reporting and 
managing Serious Incidents and ensuring that 
lessons are learnt and recommended actions 
identified are acted upon appropriately.  

Chief Nurse 

People Management 33   

18. Supervision of Trainee 
Doctors  

10 X    To review the Trust’s requirements for supervision 
of trainee doctors and ensure that these 
arrangements are adhered to and evidenced.  

Medical Director  

 

Ref. Audit Proposed 
Days 

Q1 Q2 Q3 Q4 Coverage / Comments 
 

Executive Lead 

19. Recruitment 15 X    Review of the Trust’s recruitment processes and 
ensure that these are efficient and effective.  
Assess whether the requirements minimize the 
burden on recruiting staff but provide sufficient 
control and authorisation requirements.  
 
For all recruitment ensure that arrangements are in 
place to ensure pre-employment qualification 
checks are undertaken. 
 

Director of Operations / 
Deputy Director of HR & 
OD 

20. E-Rostering  8  X   To ensure that e-rostering is being effectively 
implemented across all service areas throughout 
the organisation.  We will also undertake a follow 
up of the e-rostering recommendations from the 
review in 2014/15.  

Director of Operations / 
Deputy Director of HR & 
OD 

Governance, Risk & Legality 20   

21. Board Assurance Framework 
/ Head of Internal Audit 
Opinion 

10 X X X X To assess the design and operation of the Trust’s 
Assurance Framework and supporting processes.  
This work will provide assurance of strategic risk 
management arrangements and support 
completion of the Head of Internal Audit Opinion 
Statement. 

Director of Nursing and 
Clinical Operations 

22. Policy and Procedure 
management 

10 X    To review the Trust’s management of policies and 
procedures to ensure that there is overall control 
over the policies / procedures in place and these 
are accessible to all and updated appropriately.  

Medical Director / 
Associate Director of 
Corporate Affairs 

 
 

       

 
 

       

DudleyC
Highlight

DudleyC
Highlight



 

Ref. Audit Proposed 
Days 

Q1 Q2 Q3 Q4 Coverage / Comments 
 

Executive Lead 

 

  

23 Management, Development & 
Advice 

30 X X X X For management of the Trust’s internal audit 
service, including: 
 Production of the Strategic Internal Audit Plan 

and annual work programme; 
 Production of the Head of Internal Audit 

Opinion; 
 Individual assignment planning and internal 

quality review processes; 
 Preparation of progress reports to the Audit 

Committee and Director of Finance; 
 Liaison with External Audit; 
 Internal audit attendance at Audit Committee 

meetings, client progress meetings, and any 
other meetings as required; and 

 Provision of ad hoc advice to staff within the 
Trust regarding internal control arrangements 
and other governance issues. 

This section is in accordance with requirements of 
Internal Audit Standards. 

 

24 Follow-up 20 X X X X For the completion of follow-up reviews to establish 
the extent to which agreed actions resulting from 
internal audit assignments have been implemented. 
We will use this time to concentrate on the limited 
assurance reports.  
This section is in accordance with requirements of 
Internal Audit Standards. 

 

 

Ref. Audit Proposed 
Days 

Q1 Q2 Q3 Q4 Coverage / Comments 
 

Executive Lead 

275 Contingency & Client - led 20 TBC To allow Trust identified risk issues to be 
accommodated in-year. 
To accommodate changes to audit assignments 
that could not have been reasonably foreseen.  
This section will also be used in agreement with the 
Trust for areas of collaborative working across 
other NHS organisations.  
This section is in accordance with requirements of 
Internal Audit Standards. 

 

Total 318    
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/08/P-10 
 

SUBJECT: EXECUTIVE TEAM MEETING CHAIR’S LOG 

DATE: AUGUST 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 July 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: 15/08/P/10 
 
 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
Committee / Group  Executive Team Date: 28th July 2015 2015 Chair Diane Wake 
   
 
Agenda Item Issue and Lead Officer Receiving Body, i.e. Board or 

Committee 
Recommendation/ Assurance/ 
mandate to receiving body 

CQC Inspection Diane Wake 
High level feedback received 
and contained in CEO Board 
report.  Verbal update with 
regards to unannounced visit 
on 26th July 2015. 
 

Board of Directors 
 

Verbal update 

Urology Karen Kelly 
 
On-going issues as 
previously reported to the 
Board of Directors 
 

Board of Directors 
 
 

Verbal update 

Bed Reconfiguration Diane Wake 
Karen Kelly 
 
CIP target badged against 
the Bed Reconfiguration 
Model 
 

Board of Directors  
 
 

Verbal update 

Monitor Performance 
Review Meeting  

Diane Wake 
 
Feedback from Monitor 
Performance Review Meeting 

Board of Directors 
 

Verbal Update 
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/08/P-11 
 

SUBJECT: BOARD ASSURANCE FRAMEWORK 

DATE: AUGUST  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 POINT(S) ADDRESSED IN THIS REPORT   

The Board Assurance Framework continues to be monitored at Finance & Performance 
Committee and Quality & Governance Committee on a monthly basis. 

CONCLUSION AND RECOMMENDATION(S)  

The BAF allows for assurances and risks to be identified by the Board of Directors. 
 
As part of the assurance process any updates from the Board of Directors would be 
welcomed 
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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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BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – QUARTER _1_ 

PRINCIPAL 
ORGANISATIONA
L OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)  12  

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 

OB1(a)  Patients will experience safe care  HMcN   Q&G 
        

 SR  
Inability to deliver high quality 
care 

    
        

  
 
 
 
 
 
 

 

  

 

 

 

 

 

 

  

        

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

REF ORIGIN RAG 

 0.1 
 Increasing demand for services , especially A&E and 
emergency services  

  

 0.2  Staffing issues due to vacancies/ absence   
 0.3   Reduction in bed base   
0.4    Gaps in medical staffing rotas   
    

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

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

 Performance Matters KK   Inability to maintain delivery of 4 hour target in 
ED 

 Patients will experience safe care 
RJ/H
McN  

  

  Poor patient experience, increase in clinical 
incidents , increase in patient harms 

  Performance Matters 
  KK  Significant impact on patient flow could lead to 

impact on ED & poor patient experience 

 Patients will experience safe care RJ/H
McN   Poor clinical outcomes 

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  Quality Report (incorporated in IPR) 
 

July 2015 

PA2 Patient Experience Group July 2015 
PA3 Integrated Performance Report   July 2015 
PA4 Quality Governance Framework April 2015 
PA5 Monitor Progress Report & Meetings July 2015 
PA6 Nurse Staffing Report July 2015 
PA7 CQC Registration ( Band 5 ) June 2015 
PA8 Performance Review Meetings with CBUs June 2015 
PA9 Vacancy Control Panel Weekly  
PA10 Risk Management Group June  2015 
PA11 4 hour target recovery plan January 2015 

PA12 Quality Governance Framework  - Review 
 

July 2015 

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

R1  Trust Board Annually         

R2  Quality & Governance Committee Monthly         

R3 
 Trust Board 

 Monthly         

R4 
 Trust Board 

 Annually         

R5 
 Trust Board 

 Bi –Monthly         

R6 
 Trust Board 

 Monthly         

R7 
 Trust Board 

 As required         

R8  Executive / CBU Performance meetings Monthly         

R9  n/a Weekly         

R10  Quality & Governance Committee Monthly         

R11  Executive Team As required         

R12 
Quality & Governance Committee 
 

Quarterly 

Ref: Relevant risks held on Risk Register        BOX 2  
 

April 
2015 

May 
2015 

June 2015 July 2015 

1008
/ 
1595 

62  Day cancer target – data validation  3x4 3x4 3x4 3x4 

1227 Delivery of CQUINS 5x2 5x2 5x2 5x2 
1010 Oncology ( peer review ) 4x2 4x2 Resolved Resolved 
1652 Non compliance with CQC outcome 21 due to storage 

of documentation in basement 
2x3 2x3 2x3 2x3 

1661 Staffing in ED/ medical  rota 4x4 4x4 4x4 4x4 
1675 Patient flow and closure of step down beds in 

community 
3x5 3x5 3x5 



BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – QUARTER _1_ 

 

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         
G2         
G3         
G4         
G5         
G6         
G7         
G8         
G9         
G10         

The GAPS (BOX 4) are CONTROLLED by … 

 
Quarter 

REF CONTROL 1 2 3 4 
C1           
C2           
C3           
C4           
C5           
C6           
C7           
C9           

C10           
            
            
            

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

Changes made to this BAF (July 2015)  
 
Relevant Risks ( box2) 
 
No new risks identified 
 
 Positive Assurance / Reporting Mechanisms( box 3) 
 
Quarterly review of  Quality Governance Framework(self assessment)  
reported to Quality & Governance Committee 
 
Gaps/ Controls ( box 4) 
 
Nil identified 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – QUARTER _1_ 

PRINCIPAL 
ORGANISATIO
NAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)   12 

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 1 (b)  Patients will experience safe 
care  

 RJ Q&G  
        

 SR 
Failure to deliver consistently 
safe care. 

    
        

  
 
 
 
 
 
 

 

  

 

 

 

 

 

 

    

        

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

REF ORIGIN RAG 

1   Poor recognition of deteriorating patients requiring escalation   
 2  Recognition of sepsis not embedded   

 3 
Poor compliance  with note keeping, ensuring comprehensive 
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  RJ  Serious harm to patients ,poor quality care 

 Patients will experience safe 
care  RJ 

 Poor quality care, impact on patient outcomes 
 

 Patients will experience safe 
care  RJ  Poor patient experience, increase in complaints  delays 

in discharge 

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  Quality Report  (incorporated in IPR) July  2015 
PA2  Integrated Performance Report June 2015 
PA3  CQC Registration (Band 5) June 2015 
PA4  Mortality Review Process & Report July 2015 
PA5  Performance Review Meetings June 2015 
PA6  Monitor Progress Report & Meetings July  2015 
PA7  Infection Control Report August 2015 
PA8 Patient Safety Panel July  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 as required           
R4 Trust Board Monthly       
R5 Executive / CBU Performance Meetings Monthly          

R6 Trust Board 
 as required 
  

        

R7 Trust Board 
 Annually 

R8 Executive Team  As required 

Ref: Relevant risks held on Risk 
Register           BOX 2  
 

April 
2015 

May 2015 June 
2015 

July 2015 

1226  Nursing – staffing and skill mix 3x4 4x4 4x4 4x4 
1201  HR – non recruitment into vacancies 4x4 3x4 3x4 3x4 
1492  Medical Handover 4x3 4x3 4x3 4x3 

1221  HSMR Compliance levels 3x2 3x2 3x2 3x2 
1585  12hr AMU senior medical review 2x4 2x4 2x4 2x4 
1586  Weekend HSMR levels 2x4 2x4 2x4 2x4 
1610  Urology services 4x4 4x4 4x4 4x4 
1623  Loose filing identified 4x4 3x3 3x3 3x3 
1667 Children's  Epilepsy Review Lists/ 

Follow up appointment 
3x4 3x4 3x4 3x4 

1694 Out Patient review list 3x5 3x5 3x5 



BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – QUARTER  1__ 

 

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  Quality of record keeping 
 Audit planned March  
2015 

May 2015    

G2  Mortality Review Group 
 Work in place and on 
going. Review 
effectiveness in  2015 

April 2015    

The GAPS (BOX 4) are CONTROLLED by … 

 
Quarter 

REF CONTROL 1 2 3 4 
C1  Clinical Audits         
C2  Incident reporting         
C3  Delivery of  actionsG1-G2         
C4  Patient safety panel meeting         
C5  Patient Safety Bulletin         

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

Changes made to this BAF (July 2015)  
 
Relevant Risks ( box2) 
 
No new risks identified 
 
Positive Assurance / Reporting Mechanisms ( box 3 ) 
 
Infection Control Annual Report received at Quality & Governance  
Committee – July 2015 
 
Gaps/Controls ( box 4) 
 
Nil  new identified  
 
G1 – audits been presented by speciality to CBUs. Report in 
 final draft stage, awaiting approval. 
   
 
 
. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – QUARTER _1_ 

PRINCIPAL 
ORGANISATIO
NAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)  12  

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 increase in 
demand for services 

    
        

  
 
 
 
 
 
 

 

  

 

 

 

 

 

 

    

        

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

REF ORIGIN RAG 

 1  Impact of financial settlement on partner organisations   

 2 
 Increased demand for services, multifactorial  including 
demographic changes. 

  

 3  Failure to recruit into certain areas   

 4 
Lack of reliable data to support decision making – eg workforce 
modelling, robust planning in the health economy 

  

      
    

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

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

Partnership will be our strength  RJ/KK  Delivery of 7 day service at financial risk 

Performance Matters KK   Loss of organisational control 
Patients will experience safe 
care  RJ  Poor patient experience, increase in staff sickness 

Performance Matters KK   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 July 2015 
PA2 CBU Reports July 2015 
PA3 Workforce Dashboard July 2015 
PA4 Performance Review Meetings June 2015 
PA5 Trust Operations Group Weekly 
PA6 Patient Flow Action Plan October 2014 
PA7 Health & Well Being Board Bi-monthly 

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 Meetings Monthly          
R5 Finance & Performance Committee  Monthly         
R6 Executive Team Meeting  As required         
R7 Executive Team Meeting / Trust Board  As required          

Ref: Relevant risks held on Risk Register           
BOX 2  
 

April 
2015 

May 
2015 

June 
2015 

July 2015 

 1201  Non recruitment of vacancies 3x5 3x4 3x4 3x4 
1484  ANP night service provision 4x3 4x3 4x3 4x3 
1492  Medical handover 4x3 4x3 4x3 4x3 

1661  Medical staffing in ED ( middle grade 
rota) 

4x4 4x4 4x4 4x4 

1408 Nurse staffing levels in areas of CBU 1  2x2 2x2 2x2 2x2 



BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – QUARTER _1_ 

 

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  Intermediate Care Provision 
 Pilot scheme being 
launched by partner 
organisations 

2015/16    

G2 Lack of winter funding         
        

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 key targets with Integrated 
Performance Reports being used throughput the organisation 

        

C3  Contribution to delivery of G1         
C4  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 (July 2015) 
 
 
 
 
Relevant Risks ( box 2) 
 
No changes to risks identified 
 
Assurances /Reporting Mechanisms ( box 3) 
 
 
Gaps/Controls ( box 4) 

 
No action plan in place for the issue with regard winter funding. Been  
escalated via SSDG & HWB 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – QUARTER _1_ 

PRINCIPAL 
ORGANISATIO
NAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)  16  

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 

OB3 People will be proud to work 
for us 

 JF  F&P 
        

 SR 
 Failure to develop and 
implement our workforce 
strategy 

    
        

  
 
 
 
 
 
 

 

  

 

 

 

 

 

 

    

        

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

REF ORIGIN RAG 

1. Effectiveness of staff engagement    
2. Poor record of succession planning   
3. Sickness and absence levels in some area   
4.  Inability to attract and retain high calibre staff   
5. Poor record of effective workforce planning   
    

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

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

 Performance Matters KK   Failure to deliver safe service throughout the 
organisation. 

People will be proud to work for 
us 

JF  
   Failure to have appropriate staff in key posts 

Patients will experience safe 
care 

RJ  
  Poor patient experience and outcomes 

People will be proud to work for 
us JF  Reputational damage if increased complaints and media 

interest 
People will be proud to work for 
us JF   Failure to have appropriate staff in key posts 

 

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  Staff surveys/ pulse checks 
 Quarterly (LiA April 2015) 
 

PA2  Workforce Dashboard July  2015 
PA3  Nurse Staffing Report July  2015 

PA4  GMC Survey 
Annually ( report  due May 
2015)  

PA5  CBU Performance Report July 2015 
PA6  Friend & Family test  Bi Monthly 
PA7  Vacancy Control Panel Weekly 
PA8  Listening in Action Programme Commenced March 2015 

PA9 Deanery Visit Ad – hoc 
PA10 Workforce Efficiency Programme On going 

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 Trust Board  
Monthly 
  

        

R4 Trust Board 
As 
required 
  

        

R5 Executive /CBU Performance Meetings  Monthly          
R6 Finance & Performance Committee Monthly          
R7  n/a           

R8 Finance & Performance Committee 
Bi -
Monthly  

        

R9 
 Trust Board 

 

As 
required 

  
  

        

R10  n/a           

Ref: Relevant risks held on Risk Register           
BOX 2  
 

April 
201
5 

May 
2015 

June 
2015 

July 
2015 

 1201 Vacancies & skills gap in radiology, T&O and 
elderly care 

4x3 4x3 4x3 4x3 

1498 Vacancies of middle grade medical staff  3X3 3x3 3x3 3x3 

1197 Staff absence and stress 3X3 3x3 3x3 3x3 
1200 Workforce engagement 4X3 4x3 4x3 4x3 
1654 Vacancies of band 6 Pharmacists, in relation 

to provision of 7 day working 
3X4 3x4 3x4 3x4 

1661 Medical staffing within ED 4X4 4x4 4x4 4x4 



BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – QUARTER _1_ 

 

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 
 Excessive use of bank & agency 
staff 

 Performance Management 
Framework 

 in place 
& on-
going 

June 
2015 

review  

G2 
 Not utilising data effectively / 
horizon scanning   

 Workforce Strategy 
Decembe

r 2014  
 May 
2015  

G3  HR&OD strategy incomplete 
 HR &OD Strategy signed off 
 

Decembe
r 2014  

  

 May 
2015  

G4 
 Workforce group has had poor 
attendance 

 Annual timetable put in 
place fro 2015 

January 
2015  

 June 
2015 

G5 
 Staff surveys/ concerns 
Investors in People Report 

 Listening in Action 
programme commenced. 
Action plan combining both 
reports being developed 

May 
2015  

 June 
2015 

G6 No specific CBU workforce strategy 
CBU workforce strategy  to be 
developed 

Septembe
r 2015 

The GAPS (BOX 4) are CONTROLLED by … 

 Quarter 

REF CONTROL 1 2 3 4 

C1  Performance management & capability process         

C2  Sickness absence policy         

C3  Return to work interviews being monitored for timeliness         

C4  Appraisal target         

C5  Mandatory training target         

C6  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 (July 2015)  
 
 
Relevant Risks ( box 2 ) 
 
No changes to relevant risks reported  
 
 
 
Assurances /Reporting Mechanisms ( box 3) 
 
 
No change in assurance /reporting mechanisms 
 
 
 
 
Gaps/Controls ( box 4) 
 
New gap identified ( G6) – no specific CBU workforce strategies in place 
 
Mandatory training & appraisal target amber as complete quarter  
results not available  
 
 
 
 
 
 
 
 
 
 
 
 

 



BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – QUARTER _1_ 

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) 15 

What is the strategic risk to be controlled? 
EXEC 

DIRECTOR 
BOARD 

COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

OB4 (a) 
 Performance matters and 
patients will experience safe 
care  

DW   F&P 
        

 SR 
 Inability 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.  Contract with commissioners not agreed   
 3  Challenging operational activity targets   
 .     
      
    

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

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

 Performance matters KK   Increased  scrutiny by regulator 

 Performance matters  SD  Inability to achieve financial stability 
 Patients will experience safe 
care 

RJ/ 
HMcN   Poor patient experience, effect CQC rating 

 Performance matters and 
patients will experience safe 
care  

EP   Increase in media interest can lead to reputational 
damage 

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  Monthly budget reporting July 2015 
PA2  Monthly financial reports July   2015 
PA3  Integrated performance reports July 2015 
PA4  CIP Steering Group July 2015 
PA5  Turnaround Plan July 2014 
PA6  5year strategy  December 2014 

PA7 
Development sessions for the Board of 
Directors & Executive Team 

Began Nov 2014 – on-going 
throughout 2015 

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  Monthly         
R4  Finance  & Performance Committee  Monthly         
R5  Trust Board  n/a         
R6  Trust Board  Quarterly         

R7 n/a 

Ref: Relevant risks held on Risk Register           
BOX 2  
 

April 
2015 

May 
2015 

June 2015 July 2015 

115
5 

Finance including CIP and deficit 2014/15 4x4 4x4 Resolved Resolved 

151
5 

Financial leadership – substantive DoF 
vacancy 

3x3 2x4 2x4 2x4 

167
7 

Delivery of CIPs 4x3 4x3 4x3 4x3 

167
8 

Changes to finance team structure 3x2 3x2 3x2 3x2 

167
4 

Funding for 7 day services not agreed 4x4 5x3 5x3 5x3 

171
3 

Finance including CIP delivery and deficit 
2015/16 

4x4 4x4 



BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – QUARTER _1_ 

 

The GAPS IN CONTROL/NEGATIVE ASSURANCES are ...                                                                           BOX4 

 
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 Patient Level Costing    April 2015  TBC  

G2 
Information technology -  ability 
to produce robust data 
 

 IT strategy revision  
 December 

2014 
March 2015  

G3 
Financial team resource 
 

 on going review April 2015  
September 

2015  

G4 
Contract with CCG not signed 
 

Discussions on going  May 2015 

G5 
Oversight of progress with 
strategic objectives 

Reporting process 
identified. Quarterly 
report to Board 

July 2015 

The GAPS (BOX 4) are CONTROLLED by … 

 
Quarter 

REF CONTROL 1 2 3 4 
C1  Robust Financial monitoring          
C2  CBU structure          
C3  Trust Operations Group         
C4  Performance Management Framework          
C5  Assurance & Escalation Framework         
C6  PMO in place          
C7  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 (July  2015)  
 
 
Relevant Risks ( box 2) 
 
New risk 1713 reported  - finance and CIP delivery for 2015/16 
 
 
Assurance / Reporting Mechanisms ( box 3) 
 
No change in assurance /reporting mechanisms 
 
 
Gaps/Controls ( box 4 ) 
 
G1 -  SLR done and reported to Finance & Performance Committee. This  
will require further refinement going forward 
 
Delivery of 15/16  CIPs, plans need to obtain full maturity in a  
timely manner. Discussed at  F&P with regard progression and alternative  
sources of income generation , as identified in the 5 year strategic plan. 
 
 
 
 
 
 
 
 

 



BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – QUARTER _1_ 

PRINCIPAL 
ORGANISATIO
NAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)  12  

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 4 (b)  Performance Matters SD  F&P  
        

 SR 
Inability to deliver IM&T 
strategy 

    
        

  
 
 
 
 
 
 

 

  

 

 

 

 

 

 

    

        

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

REF ORIGIN RAG 

 1.  Systems outwith IT strategy at risk   
 2.  Joint Pathology system 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? 

Performance matters JB   Impact of post Lorenzo implementation with regard data 
Patients will experience safe 
care  HMcN  Increase in complaints, decrease score in FFT due to 

on-going Lorenzo issues  
Performance matters & 
patients will experience safe 
care 

KK/JB   Impact on service delivery within pathology 

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 

PA1 ICT Strategy redone &  relaunched  January 2015 
PA2  EPR issues log July 2015 
PA3  EPR Programme Board July 2015  
PA4  EPR Project Group June  2015  

PA5 
Checkpoints in place for Phase 2 Lorenzo 
implementation ( maternity services) 

 May 2015 

PA6 
Staff seconded from maternity services to 
work with IT during Lorenzo prep / 
implementation  

 April 2015 

PA 7  ESR tracker  July 2015 

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

R1 
  
Executive Team 

n/a          

R2 
  
Executive Team 

Weekly          

R3 
 
 Finance & Performance Committee  

Monthly           

R4 
  
EPR programme Board 

Monthly          

R5  Executive Team / EPR Board As required         

R6 
 n/a 
 

 n/a         

R7 Executive Team  weekly 

Ref: Relevant risks held on Risk Register           BOX 
2  
 

Mar 
2015 

April 
2015 

May 
2015 

June 
2015 

 1150 Impact on services if maintenance services no 
longer funded  

3x3 3x3 3x3 3x3 

1151 ICT Devolved systems 4x2 4x2 4x2 4x2 
1646  PACs systems ( Visbion) inadequate interface with 

main Trust PACs system ( Agfa) resulting in limited 
access to images and possible overwriting of older 
images 

4x5 4x5 3x3 



BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – QUARTER _1_ 

 

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 
Staff readiness for phase 2 
implementation  

 Reviewed by 
EPR programme 
Board 

June 2015  Completed   

G2 Data accuracy 
 On going work to 
validate data 

 April 2015   

G3 
Business case for additional 
Lorenzo Phase 2 elements  

 Develop 
business case 

April 2015    

The GAPS (BOX 4) are CONTROLLED by … 

 
Quarter 

REF CONTROL 1 2 3 4 
C1 IMT strategy ( revised )         
C2 Communication plan for maternity services         
C3 Training programme for staff          
C4  Delivery of G1- G3         

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

Changes made to this BAF (July  2015)  
 
 
 
 
Relevant Risks ( box 2 ) 
 
 
Risk 1646, Visbion PACS, reviewed and reduced – safety 
impact not as high as first assessed, and likelihood  of incident 
also lower.   
Actions to review / upgrade the Visbion system underway. 
 
 
Assurance / Reporting Mechanisms (box 3) 
 
R3 / R4 changed from Amber to Green as routine reporting in 
place. 
 
 
Gaps/Controls ( box 4 ) 
 
 
 G1 – Phase 2 Lorenzo live date with no adverse effects 
 G3 – business case for additional elements still under review   
          by EPR  programme board 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – QUARTER _1_ 

PRINCIPAL 
ORGANISATIO
NAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)  6 

CURRENT RISK SCORE  
(Impact x Likelihood = Total) 6 

What is the strategic risk to be controlled? 
EXEC 

DIRECTOR 
BOARD 

COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

OB  
All strategic objectives can 
be affected by adverse 
publicity 

EP 
All as 

required  

SR 
Reputational risk due to 
adverse publicity  EP 

  
 
 
 
 
 
 

 

  

 

 

 

    

        

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

REF ORIGIN RAG 

1. Poor performance – operational & financial  
2. Adverse clinical outcome 
3 Inquests/ Sis/ Never Events    
    

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/EP Poor clinical reputation  

Partnerships will be our 
strength BK/EP Inability to build strong partnerships with 

others in the sector 
People will be proud to 
work for us JF/EP Added difficulty in recruitment & retention of 

staff 

Performance matters KK/EP Loss of income due to inability to deliver 
against key indicators  

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 Communications Strategy June 2015 
PA 2 Quarterly Communications Update May 2015 
PA 3 Media Monitoring Daily 
PA 4 Social Media Monitoring Daily 

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

R1 Trust Board Monthly 

R2 Trust Board Quarterly 

R3 Executive Team 
As 

required 

R4 Executive Team 
As 

required 

Ref: Relevant risks held on Risk Register           BOX 
2  
 

Mar 
2015 

April 
2015 

May 
2015 

June 
2015 

1693 Adverse Publicity  affecting the Trust 2x3 2x3 
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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 Cannot ‘legislate’ for the unknown 
On-going as 
outlined below 

The GAPS (BOX 4) are CONTROLLED by … 

 
Quarter 

REF CONTROL 1 2 3 4 

C1 

Robust systems and processes in place to manage issues and 
crisis There is an established escalation process for out of 
hours – 1st on call – 2nd on call – Director of 
Communications  
 

    

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

Changes made to this BAF (July  2015)  
 
 
 
Relevant Risks ( box 2 ) 
 
No new risks identified 
 
It is pertinent that the Board is mindful of the potential for adverse 
publicity and any potential negative impact on the Trusts reputation. 
 
 
 
Assurance / Reporting Mechanisms (box 3) 
 
Established reporting mechanisms continue  
 
 
 
 
Gaps/Controls ( box 4 ) 
 
Process in place to deal with adverse events  
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/08/P/12 
 

SUBJECT: CORPORATE RISK REGISTER 

DATE: AUGUST 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: Dr Richard Jenkins, Medical Director 

PRESENTED BY: Angela Keeney, Associate Director of Corporate Affairs 

STRATEGIC CONTEXT  
 
The Board’s strategic approach to Board assurance and  the  development of the 
Corporate Risk Register  following the external governance review, has been a significant 
step in strengthening the Board’s governance arrangements 
 
Although a Risk Strategy has been developed, the Risk Management Group established 
with supporting policies, it is evident that this is not wholly embedded across the 
organisation. 
 
KEY POINTS ADDRESSED IN THIS REPORT   

 
The Appendix provides an overview of the current risks on the Corporate Risk Register as 
at 30th July 2015. It brings together the high level risks which, if they were not addressed, 
would compromise the Board’s ability to achieve its corporate objectives. 
 
 

CONCLUSION AND RECOMMENDATION(S)  

The Board is asked to support the ongoing work required in ensuring the Corporate Risk 
Register reflects fully on going strategic risks.    
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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 (e.g. 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: Corporate Risk Register Ref: 15/08/P/12 

 

1. STRATEGIC CONTEXT 
1.1. The Trust has a risk management strategy that sets out the process for managing all 

risks. This aligns with NHS requirements for management and handling of risks. The 
data and information used to produce this report was extracted from the Datix risk 
management database July 2015. 

1.2. Extreme risks are escalated from other risk registers onto the Corporate Risk Register. 
An ongoing programme of work will strengthen the controls required by the risk 
owners to mitigate risks, alongside actions and links to known future sources of 
internal and independent assurance. 

1.3. The Corporate Risk Register outlines descriptions of the risks, mitigating actions, 
residual impact following the action, and cumulative outline of action taken.     

2. INTRODUCTION  
2.1. This summary provides the Board of Directors with an update of progress, as at 31st 

July 2015, and the top risks on the Corporate Risk Register (those that score 15 and 
above). 

2.2. This report includes changes from the Corporate Risk Register that was reviewed by 
the Board of Directors in April 2015. The Corporate Risk Register continues to be 
monitored by the Executive Team and monthly at the Quality & Governance 
Committee. 

3. SUMMARY 
3.1. There are currently nine extreme risks on the CRR. Three of which have an 

unmitigated risk score of 15 and six have an unmitigated score of 16. The extreme 
risks are:  
 

Score  Risk 
Number Summary 

16 1025 Achievement of the 4 hour ED target 

16 1199 High workforce costs due to  sickness absence, agency spend and 
staff pay bill 

16 1208 Clinical risk with regard imaging requests, identification policy not being 
adhered to 

16 1610 Urology service provision 

15 1694 Outpatient review lists, patients not having received appointments 

15 1226 Staffing numbers & skill mix, particular area of risk is Clinical Business 
Unit 1 with regard to ED, Trauma & Orthopaedic and Care of the 
Elderly 

16 1675 Patient flow issues due to closure of community beds 

15 1568 Alert system within the Lorenzo system not easily used for 
safeguarding problems 

16 1674 Financial stability due to the 7 day service not being funded by the 
CCG 

16 1713 Financial stability dependant on  delivery of CIP target and financial plan 
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3.2. Changes to the CRR since April 2015  
Following extensive work within the CBU and Executive Team the following changes 
have taken place: 

• 10 Extreme risks were reviewed, rescored and downgraded in severity 
• 3 Extreme risks were able to be closed following review  

 

 Risk 
Number 

Risk Action Outcome 

1601 

Information Governance 
regarding wrong address 
on patient demographics 
post Lorenzo 
implementation.  

Monitoring of DNA rates, 
returned mail, patient 
complaints and PALS 
contacts.  

 Rescored & downgraded 

1586 High HSMR rates  

Multiple actions including 
external reviews, Mortality 
Reviews, targeted bulletins. 
HMSR target achieved 

Rescored & downgraded 

1467 Late night transfers All out of hours transfers to be 
reported via DATIX.  Rescored & downgraded 

1155 Trust financial stability 
2014/15 Plan achieved Closed 

1633 GUM services transfer 
and HIV service plan  

GUM service delivered by 
new provider,  Rescored & downgraded 

1609 Oncology provision at 
Barnsley 

Approval for additional 
oncology nurse posts, SLA 
with Weston Park developed 

Rescored & downgraded 

1602 Resuscitation service Staffing issue addressed Rescored & downgraded 

1130 

Loss of income due to 
contractual issue with 
SWYPFT, could affect 
future revenue stream for 
IT staffing model  

Financial risk reviewed 
delivery of service model 
independently of 
transformation programme. 

Rescored & downgraded 

1490 
Clinical information 
transfer for new borns 
(D1) 

Solution identified Rescored & downgraded 

1469 Pathology IT systems 
Warranty extension for 1 year 
and procurement process 
underway 

Rescored & downgraded 

1644 Physiotherapy vacancies 
Recruitment campaign, all 
posts recruited undergoing 
pre employment checks 

Rescored & downgraded 

1582 Unauthorised access to 
SCBU CCTV installed in vicinity Rescored & downgraded  

1623 Loose filing identified in 
clinical areas 

Action plan developed and 
monitored  Rescored &downgraded 
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4. NEXT STEPS 

Following the successful focused review of extreme risks in Q1 of 2015/16, it is proposed 
that there will be a similar approach to moderate risks in Q2 and subsequently low risks in 
Q3. This will provide a sound approach to the assurance report detailing the annual review 
presented to the Board in April 2016 for 2015/16. 

5. CONCLUSION 
This evolving proactive approach to managing risks in a structured and systematic manner 
will enable the Trust to tackle risks in a timely and considered manner before they 
materialise. 

 

 

 

Appendices: 

• Appendix 1 –  Corporate Risk Register July 2015 
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ED/A&E : the details and impact are as 
follows: There is a risk of a sustained failure 
to deliver on the ED waiting times target or 
not to achieve the 95% year end position, 
impacting on monitor compliance, CQUIN 
and contractual implications, quality of 
service and financial sanctions in contract.

GP in the ED continues out of hours. 
Additional bed capacity and locums to 
support patient flow and single sex 
demands. Director of Operations and 
Clinical Directors outlining plan to close 
escalation beds and deliver against target. 
Constant Monitoring and RCA of all 
breaches.
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and impact are as follows: Potential for 
either wrong patient or wrong examination 
being performed due to incorrect details on 
the request card. This is heightened in 
cases where there are communication 
issues with patient and staff.

Department has identification policy in 
place. Requests checked by staff before 
examination undertaken
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15 July 2015 -  Business case approved and 
project is now up and running. Process re-
design is underway and mapping of the 
different procedure types. Go live date yet 
to be agreed but is anticipated to be 
September 2015.
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Trust, resulting in the need for further 
borrowing to support the continuity of 
services.

CIP robustly managed and monitored via 
CIP Steering Group. Contract negotiations 
on-going in consultation with NHS England, 
mediation planned
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ct Risk identified for the provision of Urology 
Services in Barnsley - due to lack of 
consistent and substantive Consultant 
Urologists (partly due to sickness/absence) 
resulting in a reduced service, loss of 
activity and income, increased waiting 
times (including the 18 week cancer waits. 
Risk contributed to by the absence of a 
Service Level Agreement and effective 
working relationship with Sheffield 
teaching Hospitals.

Temporary Service agreements in place 
with Sheffield and Mid Yorkshire Trusts to 
provide Consultant Urologist input. 
Arrangements made with STH for off-site 
discussion of MDT patients at STH MDT and 
potential follow-up at STH. Acute Urology 
patients to be discussed with STH as part of 
their on-call arrangements. Further 
discussions regarding SLA and longer term 
partnership.
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taking place and data from Lorenzo is being 
used within the validation.

Validation commenced. Team of staff 
employed to address issue. Trajectory to be 
formulated and work implemented to assist 
with validation. All CBUs aware of their 
review lists and have been tasked with 
completion of the data and action to 
address if short fall noted in capacity to 
deal with demand.
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are aware of current situation. All patients 
that are overdue have had a data quality 
check and letters will be sent to all patients 
that are overdue. Once validation 
completed patients will then be reviewed 
for those requiring an appointment and 
those who wish to be discharged. The CCG 
have been made aware by the Director of 
Operations.
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the step down beds in the community; the 
details and impact are as follow: 
interruption of quality service and care, 
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reputation damage
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closed,  Intermediate care focus group 
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15 July 2015 - CCG have indicated financial 
support for 14  beds, negotiations 
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h) Risk identified as unable to identify children 
who have an alert on Lorenzo easily. The 
risk relates to originally to the Emergency 
Department where staff missed 
safeguarding alerts on children. Staff used 
to see an alert on PAS and missed alerts 
haven't been an issue previously, only since 
the implementation of Lorenzo. 
Consequently we feel it is due to the fact 
that the alert (the splat symbol) is not 
prominent enough.

safe guarding team additional checks in 
place Staff are provided with a user guide 
on how to check alerts checking system in 
place by safe guarding team and if any 
failure to identify those children occur the 
ED team team are contacted and checks / 
referrals are made. Processes reviewed 
monthly in joint meetings between ED and 
EPR.
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15 July 2015 - Being reviewed at the CPR user 
group. Meeting held with other Lorenzo 
sites and a prioritised list of requirements 
for alerts functionality provided to CSC 
(Lorenzo supplier). Top priority is 'visibility'. 
CSC will now come back to the Trusts with 
options and timescales for improving 
Lorenzo alerts. The EPR team are also 
investigating alert processes e.g. 
automatically informing IPC team when 
relevant patients are admitted.
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to the 7 day service not being funded by 
the CCG; this will have a financial impact as 
well as an impact on patient safety, quality 
of care and strategic objectives.

Financial plans have been amended to 
recognise most of the unfunded service 
delivery costs. Efficiency targets have been 
set to ensure as far as possible reduced 
cost of 7 day service delivery without 
impacting actual service delivery. 
Alternative sources of funds are being 
investigated.
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SUBJECT: CHAIRMAN’S REPORT 

DATE: AUGUST 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  

 

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: 15/08/P/13 
 
 
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 are now in the second year of the plan.  I have no doubt that this 
year will be more difficult than the first, but we must push hard to deliver the savings 
and work towards the future sustainability of the Trust.  

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.   

2.3 We must also give confidence to our staff that the Trust is doing everything it can to 
improve patient experience and the quality of care our patients receive. In addition we 
have to pay tribute to all our staff for the work they are doing to conceive new ideas to 
deliver better care, but also the work that they have done to bring our transformation 
to life.  

2.4 At our recent meeting with Monitor they indicated that they would be prepared to 
recommend the removal of our Section 111 licence condition, which marks further 
progress on our recovery. 

2.5 However it does appear that CIP delivery is becoming more difficult and we must 
keep this on track to return to financial balance as soon as possible. 

 
3. COUNCIL OF GOVERNORS 

3.1 A meeting between myself and all the candidates who had put themselves forward for 
office on the Council of Governors took place on 8th July. The result of which is that 
the following was agreed:- 

• Lead Governor – Joe Unsworth (final year) 

• Sub-group Chair for Finance & Performance – David Brannan 

• Sub-group Chair of Quality & Governance – Jordan Ramsey 

• Deputy Lead Governor and deputy Chair for both sub-groups – Trevor Smith 
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4. NEWS & EVENTS 
4.1 On 6th July I attended the Working Together Chairs and Chief Executive meeting 

along with our Chief Executive and Director of Strategy.  The discussion was robust 
and new ways of moving the programme forward around a vanguard bid were 
discussed. We also agreed that the Governance of the programme needs to be 
reviewed which the CEO’s were taking away to respond to a proposal from the 
Chairs.  

4.2 14th July as you will know saw the start of our CQC inspection and I joined the Chief 
Exec and Director Colleagues to give the opening presentation to the CQC team. I’m 
sure all of us are looking forward to their report. 

4.3 27th July saw the CEO, Interim Finance Director, Medical Director, Senior 
Independent Director and I attend our performance meeting with Monitor. It was a 
very good meeting with much of the excellent work we have been doing highlighted 
by Monitor and as already reported we have been told that they will be recommending 
the removal of another of our licence conditions. In addition there is also a suggestion 
that these meetings will become less frequent and our financial issues will be 
managed in the standard fashion.  

5. BARNSLEY HOSPITAL CHARITY  

5.1 At the time of writing, the donations for July are £30500.56. 

5.2 The Tiny Hearts Appeal is continuing to grow and I have received cheques 
presentations in the last quarter of:    
 
• £18,000 from Perrigo Foundation 
• £3,125 from Stainborough Rotary Club 
• £1500 from TK Maxx 

5.3 We have also had four local fundraisers (one of them is a staff member) taking part in 
physical events, with the latest being held at Castle Howard last weekend – they have 
raised over £1,500 so far. 

5.4 Text Giving – There have been no text donations made to the general purpose fund. 
However, this is not publicised well currently, but is incorporated onto all future 
publicity for Barnsley Hospital Charity. 

 
 
 
Stephen Wragg 
CHAIRMAN 
August 2015 
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/08/P-14 
 

SUBJECT: CHIEF EXECUTIVE’S REPORT 

DATE: AUGUST 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: 15/08/P- 
 
 

1. INTRODUCTION 
1.1 This report is intended to give a brief outline of some of the key activities undertaken 

as Chief Executive since last month’s report and highlight a number of items of 
interest. 

1.2  The items below are not reported in any order of priority. 
  
2. WORKING TOGETHER PROGRAMME 

2.1  The Chief Executive attended the Working Together Programme meeting on 6th July 
2015.  Agenda.  The main topic on the agenda was Trust Clinical Strategies.  Chief 
Executives were requested to share a brief summary with their colleagues prior to the 
meeting and then discuss their own Trust Clinical Strategy and how it would link to the 
proposed overarching Working Together three tiered approach as previously 
discussed at the June meeting.  

2.2  The next meeting of the Working Together Programme is scheduled for 3rd August 
2015. 

3. BARNSLEY QUALITY IMPROVEMENT INITIATIVE WINS INTERNATIONAL 
CONFERENCE POSTER PRIZE 
3.1   The Surgical Team from the Trust presented four oral presentations and seven poster 

presentations at the recently concluded Golden Jubilee (50th) Congress of the 
European Society for Surgical Research Conference held in Liverpool. 

3.2   The Barnsley Abscess Pathway, which was presented by Mr Balakumar, Senior 
House Officer, won the Best Poster Award carrying a certificate and prize money of 
250 Euros with it.  More importantly it showcased the quality improvement initiative 
from Barnsley aimed at delivering cost-effective patient cantered care without 
compromising quality and safety. 

3.3   Mr Samuel, General Surgery Registrar, along with Mr Balakumar audited management 
of patients presenting acutely with superficial abscesses to the Surgical Department.  
The inconvenience (both social and work life to the patient) caused by longer in-
patient stay prior to their operation and the cost impact to the Trust was identified 
through this audit.  The Barnsley Abscess Pathway was developed by a working group 
chaired by Mr Shiwani, Consultant General Surgeon, Dr Butterworth, Consultant 
Anaesthetist, Mr Samuel, Sue Spencer, Sister-in-charge Surgical Decisions Areas, 
Jos Vines, Theatre Matron and Lynn Oldfield, Nursing Matron. 

3.4 Explaining the pathway to the panel of judges, Mr Balakumar said “Patients with 
uncomplicated superficial abscesses are assessed by a senior member of the on-call 
surgical team, who decide whether the patient is clinically well enough to go home and 
come back the following morning to have their operation done as a day procedure.  
Following their operation, such patients are discharged home (nurse-led) the same 
day if clinically deemed fit for discharge: aftercare in the community and follow-up are 
also organised”. 

3.5 The initiative has been well accepted by patients who gladly agree to go back to the 
comfort of their own home and come back the following morning to have the 
procedure done straight away without too much waiting.  This has been explicitly 
stated by most patients when they have received a follow up phone call from the 
nurses.  The process has saved the Trust over £10,000 by avoiding in-patient hospital 
admissions. 
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4. PATIENT INFORMATION LEAFLETS TO SUPPORT INFORMED CONSENT 
4.1 The Trust has subscribed to EIDO, the provider of patient information leaflets which 

support the process of informed consent. All EIDO documents describe accepted 
clinical practice and provide information on medical conditions or investigations and 
any associated risks or benefits. The use of patient information leaflets is an 
important aspect in the process of shared decision making with the patient and in 
supporting the process of informed consent. All EIDO leaflets are validated by 
clinicians, proof readers, patients, and external organisations such as the Plain 
English Campaign and Patient Concern. Each document bears the Plain English 
Campaign Crystal Mark. 

4.2 All of EIDO’s documents are evidence-based and fully referenced. EIDO documents 
are updated at least once each year, and more regularly if required, based on 
changes in medico-legal law and clinical practice. There is a full archiving 
programme of all EIDO documents. 

4.3 The 360 EIDO Patient Information Leaflets are available for all staff to use. The 
leaflets can be found on the Trust’s home intranet page  

5. YORKSHIRE AND THE HUMBER DEMENTIA AUDIT AND QUALITY IMPROVEMENT 
AWARD 
5.1 On 25th June 2015 the Hospital Dementia Support Service was successful in 

reaching the final of this regional event and gave an excellent presentation of their 
project.  The presentation was judged to be runner up.  Well done to Vicky Faxon-
Wastnage, Dementia Nurse Specialist and the Alzheimer’s Society Team. 

 
6. CARE QUALITY COMMISSION (CQC) INSPECTION  

6.1 The CQC carried out their planned inspection on the Trust the week commencing 13th 
July 2015. The Chief Executive was requested to present to the CQC on Tuesday 14th 
July 2015 prior to the commencement of the full inspection.   

6.2 Preliminary feedback following the initial visit was given and the Trust received a lot of 
positive feedback. In particular, staff received high praise – caring, committed and 
passionate were three of the words used to describe staff at the Trust. 

6.3 The CQC inspection team recognised that as an organisation, we had undergone a 
significant amount of change over a short period of time and that staff had undergone 
this transition whilst delivering high quality patient care.  The team also observed that 
a change in culture throughout the organisation was evident although they were aware 
that we were still on our journey of development. 

6.4 The areas which were highly commended at the feedback session were: 

• Endoscopy Suite and Day Surgery Unit 
• End of Life including the Mortuary Team, Porters and Bereavement Office 
• Maternity Services 
• Critical Care Unit 
• Our approach to the delivery of mandatory training and skills development. 
• The Quality Impact Assessment (QIA) process.  It was evident that this was working 

throughout the organisation at different levels forming a systematic approach 
• There was evidence of learning from Serious Incidents in Theatres and an example 

of a good patient story 
• Complaints, the CQC were impressed regarding the progress made against the 

complaints performance.  Although it was recognised that there was still progress to 
be made, the Trust was commended on work undertaken to date. 

6.5 The unannounced part of the inspection was undertaken during the evening of 26th 
July 2015 and no immediate concerns were reported.. 
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7. IMPROVING AND SUSTAINING CANCER PERFORMANCE 
7.1 In response to the ongoing national challenge faced by most providers in the delivery of 

the GP 62-Day target, Monitor, the Trust Development Authority and NHS England 
have jointly notified all Trusts and Clinical Commissioning Groups of changes required 
to support improvements to cancer standards.  The Cancer Waiting Times (CWT) 
Taskforce has identified eight key priorities to be implemented urgently; designed to 
achieve sustained delivery of the target – thus improving the experience and outcome 
of patients.  All organisations are required to commence weekly reporting of cancer 
performance (started in late July) and to evaluate current compliance against the eight 
key targets. 

7.2 Initial self-assessment against each priority identifies compliance against three 
standards, partial compliance against four standards and non-compliance against one.  
Fuller detail is outlined in the monthly Integrated Performance Report – cancer section. 

7.3 Latest Trust performance for Q1 2015/16 demonstrates compliance against the GP 62-
Day target at 85.1% but meeting this target remains difficult; in particular poor shared 
pathway performance with Sheffield increasingly exposes us to requests for re-
allocation of breaches which further jeopardise our position. 

7.4 Improving overall performance through the redesign of processes and structure within 
the cancer services team has been the priority over the last 6 months.  Many changes 
are now embedded and starting to show some impact on CWT (shared pathway 
performance in Q2 specifically). 

7.5 Submission of the Trust’s self-assessment against the key priorities is due by the end of 
August.  In view of the Board’s schedule, members are requested to give delegated 
authority to Mrs Kelly, as Executive Director responsible for cancer services, to 
complete and submit the self-assessment by the required deadline on behalf of the 
Trust. 

8. MONITOR QUARTERLY RETURN 
8.1 The return to Monitor for the first quarter of 2015/16 (Q1) was approved for submission 

on 31st July. 
8.2 It reflected the Trust’s achievement against all national targets and indicators for Q1 

and financial position slightly ahead of plan.  Additionally the report included an update 
on the recent changes in the composition of the Board of Directors. 

8.3 Further details supporting this return – including the continuing challenges ahead – 
were also discussed with Monitor at the latest performance review meeting held on 27 
July. 

9. CONSULTANT APPOINTMENTS 
9.1 I would like the Board of Directors to note the progress on the following Consultant 

appointments:- 

• The interviews for two Consultants in Emergency Medicine in were held on 7th July 
2015 and I am pleased to advise the Board of Directors that the posts were 
successfully recruited to and pre-employment checks have commenced. 

• The interviews for Consultant in Radiology were held on 7th July 2015 and I am 
pleased to advise the Board of Directors that the post was successfully recruited to. 
Pre-employment checks have been completed and a start date has been agreed for 
15th September 2015.  

• The replacement post for Community Paediatric Consultant has been advertised 
with a closing date of 19th July 2015.  The interview date has been arranged for 19th 
August 2015 and the shortlisting date is to be confirmed. 
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• The post for two Consultants in Urology has been advertised with a closing date of 
5th August 2015.  The shortlisting and interview dates have not been confirmed. 

• The replacement post for Consultant in Histopathology has been advertised with a 
closing date of 26th July 2015.  A provisional date for interviews has been arranged 
for 18th August 2015. 

 
 
Diane Wake 
Chief Executive  
August 2015 
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/08/P/15 
 

SUBJECT: FINANCE & PERFORMANCE ASSURANCE REPORT 

DATE: AUGUST 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 areas that the Committee focused on in this month were financial performance, including a first look 
at service level reporting, the cost improvement plan (CIP), outpatients performance, uncoded spells, DNA 
(did not attend) performance, winter planning and a progress report on the 2015/16 Strategy delivery. That 
said the meeting also covered the sign off of reference costs, the workforce dashboard (and specifically 
appraisals, mandatory training and sickness levels), and engagement with the CCG (Clinical 
Commissioning Group).  
CONCLUSION AND RECOMMENDATION(S)  

Financial performance for the month and year to date has deteriorated slightly with the Trust moving from 
being £10,000 better than budgeted on its deficit after two months to only £2,000 after three months. This 
is very tight and the budget remains very stretching particularly with ongoing concerns about 7-day 
working and resilience monies. In terms of the cost improvement programme (CIP), performance here had 
also deteriorated with the performance being £246,000 behind plan although there are 70% of schemes 
now at maturity level 4. Further work is ongoing to progress schemes at maturity levels 1–3, to identify 
additional contingency schemes and to bring forward some Horizon 3 ideas. That said this area needs 
continued focus from F&P and Board. The first look at Service Line Reporting was very interesting and will 
allow far greater control at Clinical Business Unit (CBU) and department level.  Work on DNAs seems to 
be having a positive effect albeit there are issues within Outpatients which have caused problems and will 
need to be monitored going forward. The approach to winter planning seems logical but is internally 
focused and needs combining with work ongoing with external partners.  Our relationship with the CCG 
remains strained despite Trust efforts to engage positively and the contract remains unsigned. The Trust 
has indicated its willingness to go to mediation to Monitor and NHS England but awaits the CCG’s 
response. 

The Board is asked to receive this report and note the continuing pressures and risks identified in 
the attached Log. 
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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: Finance & Performance Committee Assurance Report Ref: 15/07/P/13 

 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
 
Committee / Group Date Chair 
Finance and Performance Committee 30 July 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 

1.  Finance 

The financial position at the end of month 3 was reviewed; 
overall position = £2,000 ahead of plan, which is very tight.  
First service line reporting received (for June).  Showed 
contribution from each service and speciality.  Needs more 
work around allocations to CBUs but a good start and a 
good platform to work from. F&P will continue to review with 
the aim of using SLR at CBU level not individual department 
level with the ability to undertake a deep dive where needed. 
Lead officer: Acting Director of Finance 

Board of Directors For assurance  
(noting CIP slippage) 

2.  
Cost 
improvement 
plans (CIP) 

CIPs are behind  schedule, with month three performance 
quite poor.  There are reasons for this with some slippage 
due to phasing of Trust-wide schemes and delays in the bed 
programme to support ongoing demands.  The Trust set an 
initial target of £6.7m with a stretch target of £9.2m for the 
2015/16 CIP programme. The latest position of identified 
schemes to meet the target is £6.4m. This leaves 
a £171,716 shortfall to the initial £6.7m target. However, 
there are substantial risks with £1,941,356 of schemes in 
pipeline at maturity levels 1, 2 & 3. 
It was discussed that there is a likelihood the Programme 
forecast value could reduce as a number of major initiatives 
are due to be reforecast with delayed implementations. The 
contingency schemes added in May of Outpatients, 
Workforce and Coding may provide support against this but 
these are yet to have target or expected values against 
them. 
The programme had made progress since last month in 
terms of progressing schemes through the maturity levels 
with 70% of schemes (valued at £4,552,152) now at Maturity 
4, an increase of £562,578 since June CIP Steering Group. 
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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 

Work has progressed to improve maturity ratings of CIPs 
previously rated 1-3, identify other contingency schemes and 
to commence planning for Horizon 3 projects.    

3.  Reference Costs 

Approach to reference costs revisited and self-assessment 
checklist reviewed to give further assurance.  It is anticipated 
the Trust’s reference costs will increase due to a number of 
factors, including increased NHSLA premium.   Committee 
approved the Acting Director of Finance to finalise and 
submit return by 31st July 2015 on behalf of the Trust. 
Lead Director: Acting Director of Finance 

Board of Directors For assurance  

4.  
Integrated 
Performance 
Report (IPR) 

• Overall performance noted 
• For June, all cancer targets met except GP referral to 

treatment - slightly below; work ongoing in specific tumour 
sites to redress position  

• Significant amount of work progressing on DNAs; impact 
evident in reduced rate – now at 11% against initial target 
of 10%, with more up to date information for July showing 
it below 10%.  More focussed work to be led in key 
outliers to deliver further improvements.  

Lead Officer: Executive Team 

Board of Directors To note improvement and work 
ongoing. 

5.  Uncoded spells 
Improved working continues: at the time of the meeting only 
5 cases for June potentially uncoded at end of July.   
Lead officer: Director of Operations 

Board of Directors For assurance – and to note 
continued work 

6.  
Outpatient 
Outcomes & 
review list 

Missing outcomes cleared to 1st June; continued pressures 
due to constant accumulation of outcomes.  Immediate 
demands being supported by increased admin support; will 
be addressed longer term as part of the outpatient 
modernisation programme. 
Progress on review list also noted, with validated numbers 
reduced significantly.  Despite some difficulties in mailout, 
response has been largely positive from patients and 
appointments being scheduled as required.   
Lead officer: Director of Operations 

Board of Directors For assurance – and to note 
continued work 
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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 

7.  Workforce 

Downward trajectory for sickness absence continued (3.7%). 
Mandatory training and appraisals both increased albeit 
below target.  HR looking at ways to improve systems to 
help staff comply more easily. 
As noted at Quality & Governance Committee, new 
requirements for Information Governance training (for IG 
Toolkit compliance) will impact on 2015/16 mandatory 
training.   
Lead officer: Assoc Director of HR&OD 

Board of Directors To note continued work 

8.  ICT 

One partial and one major system outage experienced in 
month (July).  Fault identified on software provided for recent 
upgrades and now being fixed.  
Lead officer: Director of ICT 

Board of Directors For assurance 

 



  

REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/08/P/16 
 

SUBJECT: MONTHLY INTEGRATED TRUST BOARD REPORT – 
REPORT PERIOD MONTH 3 

DATE: AUGUST 2015  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY:  

SPONSORED BY: 
Michael Wright, Acting Director of Finance  
Karen Kelly, Director of Operations 
Heather McNair, Director of Nursing & Quality 

PRESENTED BY: 
Michael Wright, Acting 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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Finance 

Overall income is £0.8m favourable to plan; increased activity and income on elective, non-elective and day case offset by lower activity and income around 

outpatients.

Pay costs are £0.9m adverse to plan due to the cost of higher activity levels and costs incurred around system resilience and escalation beds which are not fully 

funded by the wider system. Non-pay costs are marginally adverse to plan.  Within this category drugs costs remain favourable which will to some extent relate 

to the lower activity levels in outpatients.

CIP delivery is £0.2m behind plan and relates to the slower start of delivery of a number of schemes and due to differences on the phasing of savings.

Deficit is in line with plan at £3.8m.

Cash position is £7.4m favourable to plan and results from an additional loan draw down and payments received ahead of plan.  

Staffing

Sickness continues to improve since the introduction of the new trigger points for management action in Jan 2015. This has resulted in a reduction of 1.36%. 

Mandatory training increased by 4.2%. Non-medical appraisals did not meet the target but increased by  75% on April’s figures.

Mortality Mortality rates for the full financial year 2014-15 are 103.4 which has achieved the Trust target.

4 deaths in June  

2015/17575  Fall on ward 29 resulting in fractured neck of femur. Patient went to theatre and died shortly after leaving recovery

2015/17590  Patient suffered a cardiac arrest in the x-ray department

2015 /17596  Unexpected death in the Emergency Department

2015 /17598  Fall on AMU resulting in bilateral haemorrhagic contusions; patient subsequently passed away during admission

3 Severe harms in June

2015 /17568  Fall on ward 17 resulting fractured neck of femur

2015 /17576  Fall on ward 33 resulting in subdural haematoma

Patient fell and sustained a fracture to pubic rami. The patient had also fallen prior to coming into hospital and it was not clear if the fracture was a result of the 

inpatient fall. This was not considered to be an SI but a local RCA was undertaken.  

Falls including multiple falls; In June there were 71 in-patient falls reported and 12 multiple falls.

There have been 4 incidents resulting in death and 3 incidents resulting in severe harm in the month; please see the patient safety section below for details. All 

of these incidents have been logged as Serious Incidents and are being investigated under the SI investigation process.

Pressure Ulcers: Work continues to ensure that the incidence of pressure ulcers at all grades is reduced.

Education and Training continues to be rolled out by the facilitator with a particular targeted focus on Wards 19 & 20. The awareness raising campaign through 

Listening into Action will be focussing on Heel Pressure Ulcers, with a particular emphasis on prevention during the week of 10th - 14th August.   

Grade 3 avoidable Pressure Ulcers: Both of these occurred on Ward 19, one being a heel pressure ulcer and the other a sacrum pressure ulcer. Both have been 

subject to root cause analysis (RCA) and actions implemented to prevent reoccurrence. 

Grade 2 Pressure Ulcers: The RCAs from the 8 Grade 2 pressure ulcers have been reviewed. Three of the pressure ulcers were located on heels although there 

is no pattern regarding ward location. Four of the Grade 2 pressure ulcers were located on the sacrum, two of which were from Ward 20.  Targeted training is 

being rolled out to the staff on this ward. One Grade 2 Pressure Ulcers  was located on the thigh as a result of damage from a drain pipe.

Executive summary

Year/Quarter to Date Performance Latest Month

Comments Performance (Latest Month)Performance (FYTD)

Operational efficiency 

DNA rates continue to be higher than expected for the Trust. The Access policy has been ratified and a roll out training plan in its use is in place. Further in-

depth task and finish groups have been tasked with examining areas such as physio, T&O and paediatrics which have consistently high DNA rates.  Task and 

finish groups have been established to address specific areas impacting on the ASI position. These groups feed into a steering group which reports to the 

Operations Group meeting. There are particular areas impacting on the Trust position that currently sit outside the Trust control e.g. Ophthalmology and these 

are being worked through with the service providers.

Cancer 

The Q1 preview position indicates compliance across all key performance indicators. Specifically the GP 62 day Q position is 85.1%.

However this does not reflect any re-allocation of shared pathway with the tertiary centre (for those patients referred over after Day 62). Such close compliance 

with the target will not allow us to accept any reallocations without resulting in failure of the target for BHNFT.

The Trust's internal GP 62 day pathway performance is good at 90.2%, but shared pathways show only 59.2% of pathways are compliant. Improved tracking and 

escalation processes should hopefully start to impact on this and certainly a preview of shared pathway performance for July shows significant improvement.

A number of site specific pathways continue to be challenging, with colorectal experiencing regular breaches which are impacting greatly on performance. This 

has been escalated and a pathway meeting is planned within the next few weeks.

 Q2 position to date shows non-compliance with the breast symptomatic target but this is entirely due to patient choice. The weekly GP 62 day position is good 

at 91.7% although the Q position to date is non-compliant at 83.3% reflecting July breaches already experienced.

Emergency Access

Elective Access 

Diagnostics:

The Transoesophageal Echocardiogram (TOE) breaches are due to Consultant availability (study leave).  Only one Consultant is performing these procedures and 

there is only one session every two weeks.  There is no provision for another Consultant to cover the cancelled sessions as they have other clinical 

commitments.

Theatre Utilisation Rates: 

Utilisation continues to be monitored and low utilisation highlighted and investigated

The ED data in this report is based on actual calendar months which reflects the data reported to Monitor for compliance purposes.  NHS England calculated 

monthly and quarter positions based on the weekly A&E Sitrep.   The data used by NHSE to calculate Q1 was Monday 30th March to Sunday 28th June inclusive.  

This resulted in the organisation failing the Q1 A&E 4 hour wait target with an achievement of 94.81% compared to the calendar position of 95.01%.  In line with 

the Keogh report, NHSE are moving to calendar month reporting, therefore our data will match going forward.

Continued additional support in place to provide additional clinical and patient flow support in the evenings.
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Reporting Month

Executive lead : Karen Kelly

Domains KPI Measure Target Set By
Year/Qrt 

to Date
Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Trend

RTT Admitted A > 90% National 95.9% 94.9% 94.9% 94.6% 92.4% 94.5% 94.2% 98.3% 95.4% 94.9% 96.9% 96.8% 94.0%

RTT Non-Admitted A > 95% National 97.7% 97.7% 97.0% 97.4% 96.7% 100.0% 97.2% 96.6% 96.6% 98.2% 97.7% 97.3% 97.9%

RTT Incomplete pathways A > 92% National 92.8% 96.2% 96.2% 95.8% 94.2% 93.2% 94.4% 93.0% 94.5% 92.5% 91.3% 92.5% 94.6%

Diagnostics patients waiting more than 6 weeks? A < 0 National 12 194 192 69 20 18 60 84 3 16 2 7 3

14 Day- Cancer Two Week Wait Q > 93.0% National 98.5% 93.8% 91.0% 93.3% 96.7% 97.7% 98.5% 99.6% 98.6% 99.3% 99.3% 98.1% 98.3%

14 Day - Symptomatic Breast Two Week Wait Q > 93.0% National 94.9% 95.3% 97.0% 94.2% 97.0% 95.8% 98.1% 94.3% 98.8% 95.7% 96.3% 93.2% 95.1%

31 Day - First Definitive Treatment Q > 96.0% National 99.5% 100.0% 98.2% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 98.7% 98.8% 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% 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% 100.0%

62 Day - GP Referral to Treatment Q > 85.0% National 85.1% 94.5% 88.6% 83.3% 83.5% 91.7% 94.4% 81.4% 82.5% 89.9% 88.0% 84.1% 82.8%

62 Day - Screening referral to Treatment Q > 90.0% 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% 100.0%

62 Day - Consultant Upgrade to Treatment Q > 85.0% BHNFT 91.9% 100.0% 75.0% 92.3% 75.0% 100.0% 66.7% 100.0% 100.0% 88.9% 100.0% 92.3% 81.8%

Emergency Access Total % Patients who waited < 4 Hrs A > 95.0% National 95.1% 97.3% 96.4% 97.1% 96.6% 95.5% 90.3% 93.7% 96.2% 97.3% 91.7% 96.3% 97.2%

Average length of stay - Elective A <
G <=2.42, A >2.42 to 2.67, R 

>2.67
BHNFT 2.88 2.34 3.04 2.60 2.40 2.78 2.44 2.72 3.14 2.63 2.46 3.24 2.94

Average length of stay - Non-Elective A <
G <=3.44, A >3.44 to 3.69, R 

>3.69
BHNFT 3.40 3.48 3.50 3.46 3.52 3.57 3.95 3.67 3.53 3.60 3.10 3.62 3.50

Patients admitted within 28 Days following cancellation A < 0 National 1 0 0 0 0 0 0 0 0 0 0 0 1

DNA Outpatient DNA Rates A < 10.0% BHNFT 11.4% 9.7% 9.8% 9.9% 9.9% 12.3% 12.4% 12.1% 10.9% 10.9% 11.2% 11.6% 11.3%

RAG and Measure 

Descriptions N.B. Revised Average Length of Stay target applicable from April 2015.
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
Jun-15

Performance Matters

Elective Access 

Cancer 

Operational efficiency 
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11 10 9 8 7 6 5 4 3 2 1 0

Reporting Month

Executive lead : Heather McNair

Domains KPI Measure Target Set By
Year/Qrt 

to Date
Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Trend

MRSA Bacteraemia  (Hospital acquired) A < 0 NHS E 0 0 0 0 0 0 0 0 0 0 0 0 0

Hospital Acquired Clostridium Difficile A <
1 per month                   

(13 year)
NHS E 2 1 2 2 3 1 2 0 1 1 1 0 1

Friends & Family Test % reported extremely likely or likely to 

recommend a family member ED
Q >

85%                                             

From April 15
BHNFT 77.7% 94.0% 96.9% 94.5% 96.7% 94.7% 80.6% 88.7% 92.7% 90.3% 89.0% 78.3% 70.6%

Friends & Family Test % reported extremely likely or likely to 

recommend a family member Inpatients Services
Q >

85%                                      

From April 15
BHNFT 97.0% 98.0% 97.8% 96.9% 96.6% 95.3% 95.6% 97.9% 93.7% 97.0% 96.7% 97.8% 96.5%

Friends & Family Test % reported extremely likely or likely to 

recommend a family member Outpatient areas
Q >

85%                                      

From April 15
BHNFT 92.2% N/A N/A N/A N/A N/A N/A N/A N/A N/A 98.9% 90.0% 91.5%

Friends & Family Test % reported extremely likely or likely to 

recommend a family member Maternity
Q >

85%                                      

From April 15
BHNFT 97.5% 98.2% 98.2% 98.0% 98.2% 97.5% 98.1% 98.1% 97.3% 97.3% 97.1% 99.0% 96.5%

Falls A <
43 per month                                     

(515 year)
National 206 55 73 75 57 58 75 85 86 76 68 67 71

Multiple Falls A <
11 per month                           

(128 year)
National 42 4 21 8 9 9 11 21 21 19 16 14 12

Falls resulting in moderate harm or above A <
1.6 per month                 

(20 Year)
National 7 N/A N/A N/A N/A N/A N/A N/A N/A N/A 1 0 6

Hospital Acquired avoidable Pressure Ulcers 3&4 A < 0 National 4 4 4 1 7 1 0 1 1 1 1 1 2

Never Events A < 0 NHS E 3 0 0 0 0 0 0 0 0 0 2 0 1

VTE Screening Compliance A > 95% NHS E 95.4% 96.9% 96.0% 97.1% 96.1% 95.1% 95.5% 95.6% 95.5% 95.8% 95.1% 95.3% 95.8%

Number of Serious Incidents A <
5 per month                                

(66 year)
NHS E 20 3 3 2 1 7 4 4 6 7 6 3 11

Incidents - Deaths A < 0 National 4 0 0 1 2 1 0 1 5 0 0 0 4

Incidents - Severe A < 0 National 6 2 1 1 1 0 0 0 1 2 0 3 3

Percentage of Incidents  Causing Harm A < 28% BHNFT 7.3% 10.2% 7.2% 7.2% 6.9% 7.4% 7.6% 7.0% 10.6% 6.3% 7.8% 6.1% 8.1%

Medication Incidents - Causing harm A < 10 National 4 1 0 0 1 1 0 1 3 1 2 1 1

HSMR (Rolling 12 month) A < 105 National 103.4 103.5 102.7 102.8 102.6 101.7 101.1 102.7 104.7 103.4 N/A N/A N/A

SHMI (Rolling 12 month) Q < 105 National 103.2 103.7 103.2

Staff turnover (Rolling 12 month) A <
G <=10%, A >10%-

11%, R >11%
BHNFT 9.85% 6.61% 6.86% 7.15% 7.51% 8.09% 7.85% 7.94% 7.93% 8.88% 9.09% 9.66% 9.85%

Appraisals (Rolling 12 month) A >
G >90%, A >=70%-

90%, R <70%
BHNFT 85.84% 90.48% 91.87% 92.55% 92.92% 93.11% 92.59% 92.26% 91.92% 91.47% 87.40% 83.02% 87.16%

Mandatory Training  (Rolling 12 month) A >
G >90%, A >=85%-

90%, R <85%
BHNFT 84.30% 86.40% 85.50% 85.98% 85.38% 84.79% 84.44% 83.40% 82.83% 82.32% 82.24% 84.30% 86.48%

Sickness absence (Rolling 12 month) A <
G <=3.5%, A >3.5-4%, 

R >4%
BHNFT 3.99% 4.09% 4.28% 4.37% 4.46% 4.69% 5.06% 4.81% 4.62% 3.96% 4.30% 3.99% 3.70%

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

FFT: There are no National Targets set for FFT for 2015/16. This however has been agreed as a local quality target for 2015/16. The 2014/15 targets were nationally set based on response rates.

Workforce

Summary - Quality
Jun-15

Patients will Experience safe care.

Mortality

Quality and                               

patient experience

Patient Safety
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1 0 46 47

Reporting Month

Heather McNair / Richard Jenkins

Target / 

Benchmarking
May-15 Jun-15

Current 

Qtr FYTD
12 month 

Trend

ED 85.0% 78.3% 70.6% 77.7% 77.7%

Inpatient Services 85.0% 97.8% 96.5% 97.0% 97.0%

Outpatient areas 85.0% 90.0% 91.5% 92.2% 92.2%

Maternity Services 85.0% 99.0% 96.5% 97.5% 97.5%

Total Number of Complaints N/A 9 22 57 57

Complaints closed within target 90.0% 63.0% 88.9% 70% 70%

Complaints reopened N/A 2 0 5 5

Find/Assess 90.0% 91.0% 95.0% 93.0% 93.0%

Investigate 90.0% 100.0% 100.0% 100.0% 100.0%

Refer 90.0% 100.0% 100.0% 100.0% 100.0%

Falls
43 Per Month                          

(515 Year)
67 71 206 206 643

Multiple Falls
11 Per Month                            

(128 Year)
14 12 42 42 160

H
an

d
 

W
as

h

Handwashing 100% 99.6% 98.2% 99.1% 99.1%

Completion of WHO Surgical 

checklist
100%

Grades 3 & 4  Post 72 hours 0 1 2 4 4

Grade - 2 Post 72 hours 0 6 8 17 17

Single Sex Breaches 0 0 0 0 0

Hospital Acquired Clostridium 

Difficile 
13 0 1 2 2

MSSA Surveillance 0 0 0 0

MRSA 0 0 0 0 0

Ecoli -Total hospital Surveillance 3 0 5 5

Medicine Reconciliation 90%

P
re

ss
u

re
 

u
lc

er
s

In
fe

ct
io

n
s

To be developed for inclusion in future 

reports

To be developed for inclusion in future 

reports

Quality and Patient Experience
Jun-15

Executive lead :

Fa
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% reported extremely likely or likely                                                       

to recommend to a  family member
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Notes

Falls including multiple falls; The Trust continues to undertake focus ed work on the reduction of falls in hospital. 
The Head of Nursing, CBU 3 continues to lead on the implementation of the Falls Strategy and Policy which has 
now been approved and is being monitored through governance processes. A new multifactorial risk assessment 
has been piloted in clinical areas and it is planned to roll this out to all areas in August 2015 following 
educationand training of staff. Falls are also one workstream of Listening in Action and aims and objectives for t is 
work stream have now been set and are being implemented. 
There was 1 fall resulting in  death on Ward 29 (Fractured neck of femur resulting in detah), 1 fall resulting in 
severe harm on Ward 17, 1 fall on Ward 33 resulting in severe harm (fractured neck of femur), 1 fall resulting in 
severe harm on AMU (fall resulting in a cerebral bleed). All of these incidents have been logged as Serious 
Incidents and are being investogated under the SI investigation process. 
 
Pressure Ulcers: Work continues to ensure that the incidence of pressure ulcers at all grades is reduced. 
Education and Training continues to be rolled out by the facilitator with a particular targeted focus on Wards 19 
& 20. The awareness raising campaign through Listening into Action will be focussing on Heel Pressure Ulcers, 
with a particular emphasis on prevention during the week of 10th - 14th August.    
  
Grade 3 avoidable Pressure Ulcers. Both of these occurred on Ward 19, one being a heel pressure ulcer and the 
other a sacrum pressure ulcer. Both have been subject to root cause analysis (RCA) and actions implemented to 
prevent reoccurrence.  
  
Grade 2 Pressure Ulcers: The RCAs from the 8 Grade 2 pressure ulcers have been reviewed. Three of the pressure 
ulcers were located on heels although there is no pattern regarding ward location. Four of the Grade 2 pressure 
ulcers were located on the sacrum, two of which were from Ward 20.  Targeted training is being rolled out to the 
staff on this ward. One Grade 2 Pressure Ulcers  was located on the thigh as a result of damage from a drain pipe. 
FFT: With effective from 1st April 2015 the Trust had to withdraw the token system within ED and revert back to 
a paper based response methodology. The results of this are apparent in May and June's  
figures however work is on going to look at how this can be improved going forward. 
Complaints: There has been an 26% improvement in Junes's performance increasing the average FYTD to 70%.   
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Reporting Month

Heather McNair / Richard Jenkins

Target / 

Benchmarking
May-15 Jun-15

Current 

Qtr FYTD
12 month 

Trend

HSMR 105 103.4

Prevention of Future Death Reports 

– Notifications Received
0 1 0 1 1

V
T

E

VTE Screening Compliance 95% 95.3% 95.8% 95.4% 95.4%

Incidence of Medication Errors - All
33 per month                                

(400 Year)
28 27 88 88

Incidence of Medication Errors - 

Near misses
63 9 8 25 25

Incidence of Medication Errors - 

Causing harm

1 Per month                                      

(10 Year)
1 1 4 4

Never Events 0 0 1 3 3

Serious Incidents
66                                        

(2014/15 Outturn)
3 11 20 20

Death 0 0 4 4 4

Severe 0 3 3 6 6

Moderate N/A 6 7 22 22

Low N/A 31 42 116 116

No Harm N/A 617 635 1868 1868

Percentage of Incidents  Causing 

Harm <28%
6.1% 8.1% 7.3% 7.3%

Total (NPSA Reported) Surveillance N/A N/A 0 0

Total (All)
616                                                                           

(7400 Year)
657 692 2017 2017

`
9250

Notes

M
o

rt
al

it
y Data not available
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Executive lead :

Patient Safety
Jun-15

M
e
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ts

Mortality:  
Whilst mortality rates for 2014-15 have achieved the target set, there has been a rise in the mortality over the 
peak winter months related to the national rise in respiratory death rates. Underlying crude mortality rates for 
recent months have returned to the baseline levels.  
 
Serious Incidents: 
2015/17565   Never Event Wrong Prosthesis. A patient having a Right knee replacement had a left knee prosthesis 
put in. 
2015/17568 Fall resulting in a fractured neck of femur 
2015/17569  Delayed diagnosis of cancer (Urology) 
2105/17571 Fall resulting in fractures (humerus, femoral shaft and pelvis). The fall occurred in 2014    but was not 
declared an SI at the time. The incident is a complaint and has now been declared as an SI 
2015/17575 Fall resulting in fractured neck of femur. The patient went to theatre and died unexpectedly shortly 
after leaving recovery. 
2015/17576  Fall resulting in subdural haematoma 
2015/175821  Delay in diagnosing Caecal Cancer. Patient had a laparoscopic Appendicectomy in 2014. The CT scan 
done prior to theatre showed a Caecal mass that should have been investigated further. This was not done and 
the patient has re-presented with Caecal Cancer.  
2015/17589   Failure to act on a diagnosis of lung metastases in a patient with breast cancer. This SI has arisen 
from a claim 
2015/17590  Unexpected death – patient had a cardiac arrest in the x-ray department. The patient had a raised 
NEWS a few hours before going to x-ray. The patient arrived in x-ray with no escort and did not have a wrist band 
on. 
2015/17592  Drug incident – a patient was not given some doses of antiepileptic medication during two separate 
admissions and suffered seizures  
2015/19931 Grade 3 Pressure Ulcer 
 
 
Incident Grading 
Deaths - 4 incidents: 
Unexpected death in ED  (delay in assessment). This was logged as a SI in July 2015.  
Cardiac arrest in x-ray department (Please see above SI 2015/17590) 
Fall resulting fractured neck of femur. Patient went to theatre and died shortly after leaving recovery -(Please see 
above SI 2015/17575) 
Fall resulting in a bilateral haemorrhagic contusions; patient subsequently passed away during admission.  This 
was logged as a SI in July 2015. 
Severe Harm - 3 incidents: 
Fall resulting in fractured neck of femur. ( Please see above SI 2015/17568) 
Fall resulting in fractured pubic rami ( as the patient had also fallen at home prior to admission it was not possible 
to determine if the inpatient fall {patient lowered himself to the floor} led to the fracture) - 
This was dealt with as a high level incident requiring an RCA. 
Fall resulting in a subdural haematoma (Please see above SI 2015/17576) 
Moderate harm - 7 incidents: 
Failure in referral process to AMAC. Patient was peri-arrest and was transferred to CCU 
Fall resulting in a fractured wrist 
Grade 3 hospital acquired pressure ulcer  x 4 
Delay in going to theatre. This has been logged as an SI in July 2015 
 

Not available 
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Reporting Month

Heather McNair / Richard Jenkins

Nursing staffing table

Nurse Staffing Fill Rate
Jun-15

Executive lead :

Notes

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-roistering 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 including wards 20, wards 34 and 
the emergency department. A recruitment campaign is on-going.  
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Reporting Month

Executive lead : Karen Kelly

Target May-15 Jun-15
Current 

Qtr
FYTD

12 month 

Trend

 This month,    Last 

month

↑ = Got Better

↓ = Got Worse

All Cancer 2 Week Wait 95.0% 98.1% 98.3% 98.5% 98.5% ↑

Breast Symptomatic 93.0% 93.2% 95.1% 94.9% 94.9% ↑
92.51%

Diagnostic to 1st treatment 96.0% 100.0% 100.0% 99.5% 99.5% ↔

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% 84.1% 82.8% 85.1% 85.1% ↓

Screening Programme 90.0% 100.0% 100.0% 100.0% 100.0% ↔

Admitted - % treated within RTT 90.0% 96.8% 94.0% 95.9% 95.9% ↓

Non-Admitted - % treated within 

RTT
95.0% 97.3% 97.9% 97.7% 97.7% ↑

Incomplete Pathways % still 

waiting
92.0% 92.5% 94.6% 92.8% 92.8% ↑

ED

ED - Total Time in ED - 4 hours or 

less
95.0% 96.3% 97.2% 95.1% 95.1% ↑

Hospital Acquired Clostridium 

Difficile 

13 

(year end)
0 1 2 2 ↑

20

R
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t RTT

Monitor

Notes
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31 Day

62 Day

Jun-15

Cancer Reporting: 
The Q1 preview position indicates compliance across all key performance indicators. 
Specifically the GP 62 day Q position is 85.1%. 
However this does not reflect any re-allocation of shared pathway with the tertiary centre (for 
those patients referred over after Day 62). Such close compliance with the target will not allow 
us to accept any reallocations without resulting in failure of the target for BHNFT.  
The Trust's internal GP 62 day pathway performance is good at 90.2%, but shared pathways 
show only 59.2% of pathways are compliant. Improved tracking and escalation processes 
should hopefully start to impact on this and certainly a preview of 
shared pathway performance for July shows significant improvement. 
A number of site specific pathways continue to be challenging, with colorectal experiencing 
regular breaches which are impacting greatly on performance. This has been escalated and a 
pathway meeting is planned within the next few weeks. 
  
Q2 position to date shows non-compliance with the breast symptomatic target but this is 
entirely due to patient choice. The weekly GP 62 day position is good at 91.7% although the Q 
position to date is non-compliant at 83.3% reflecting July breaches already experienced.  
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Reporting Month Jun-15

Executive lead : Karen Kelly 1 3 4 6 T Y
Cancer information below is a 

month behind reporting 

schedule
Target CBU 1 CBU 3 CBU 4 CBU 6 Trust wide

FYTD 

Trustwide

All Cancer 2 Week Wait 95.0% 97.4% 98.2% 98.3% 98.1% 98.7%

Breast Symptomatic 93.0% 95.1% 94.2%

Diagnostic to 1st treatment 96.0% 100.0% 100.0% 100.0% 100.0% 99.3%

Subsequent Treatments 94.0% 100.0% 100.0% 100.0% 100.0%

Urgent GP referral to treatment 85.0% 92.3% 82.1% 100.0% 83.7% 83.2%

Screening Programme 90.0% 100.0% 100.0% 100.0%

Consultant Upgrades 85.0% 83.3% 100.0% 100.0% 92.3% 96.2%

Admitted - % treated within RTT 90.0% 97.3% 98.9% 87.7% 94.3% 94.0% 95.9%

Non-Admitted - % treated 

within RTT
95.0% 97.1% 99.5% 96.8% 99.0% 97.9% 97.7%

Incomplete Pathways % still 

waiting
92.0% 94.1% 97.9% 92.7% 94.3% 94.6% 92.8%

Hospital Acquired Clostridium 

Difficile 

13 

(year end)
0 0 1 0 1 2

3

MRSA 0 0 0 0 0 0 0In
fe

ct
io

n
s

Infections

Clinical Business Unit

Notes

C
an

ce
r 

R
ep
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rt

in
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- 
Ju

n
 1

5

31 Day

62 Day

R
TT

RTT

 
Cancer Reporting: 
 
CBU4 - the GP 62 day performance reflects breaches in Urology (x 4), UGI 
(x2), Head and Neck (x2), ENT (x1) and Colorectal (x1). Breach analysis 
shows pathway inefficiencies across a number of breaches. This picture is 
also reflected in June breaches which include Colorectal (x3), Urology (x 5), 
ENT (x3).  
  
CBU3 - The failure to achieve the locally agreed Consultant Upgrade target 
relates to a Lung pathway breach shared with Sheffield which was caused 
by a delay to diagnosis due to patient's fitness to undergo tests. 
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Reporting Month

Karen Kelly

Target May-15 Jun-15 Qtr to date
Year End 

Forecast
Trend

Emergency Department 

Attendances
6759 6728 20282 81128

Seen within 4 hours 95% 96.3% 97.2% 95.1% 95.1%

% Under 15 mins 66.3% 65.7% 62.2%

% Between 15 and 30 mins 12.6% 19.1% 15.0%

% Between 30 and 60 mins 1.1% 1.7% 1.4%

% Between 60 and 120 mins 0.1% 0.1% 0.1%

Over 120 mins (SI) 0.0% 0.0% 0.0%

% Not Recorded 19.8% 13.5% 20.9%

Total Ambulance Handovers 1839 1681 5437

A
m

b
u

la
n

ce

Ambulance to ED Handover Time

Emergency Care Pathway
Jun-15

Executive lead :

Notes

A
cc

id
en

t 
&

 

Em
er

ge
n

cy

Ambulance Information Summary Table 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Notes: 
The ED data in this report is based on actual calendar months which reflects the data reported 
to Monitor for compliance purposes.  NHS England calculated monthly and quarter positions 
based on the weekly A&E Sitrep.   The data used by NHSE to calculate Q1 was Monday 30th 
March to Sunday 28th June inclusive.  This resulted in the organisation failing the Q1 A&E 4 
hour wait target with an achievement of 94.81% compared to the calendar position of 
95.01%.  In line with the Keogh report, NHSE are moving to calendar month reporting, 
therefore our data will match going forward 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Local Trust Benchmark  
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Reporting Month

Karen Kelly

Target May-15 Jun-15
Current 

Qtr FYTD
12 month 

Trend

RTT -Admitted - % treated within 

RTT
90.0% 96.8% 94.0% 95.9% 95.9%

RTT - Non-Admitted - % treated 

within RTT
95.0% 97.3% 97.9% 97.7% 97.7%

RTT - Incomplete Pathways % still 

waiting
92.0% 92.5% 94.6% 92.8% 92.8%

0 Tolerance to RTT waits of more 

than 52 weeks
0 0 0 0 0

Diagnostic Tests Numbers waiting 

over 6 weeks (DM01)
0 7 3 12 12

Diagnostic Tests Numbers waiting 

over 6 weeks %
0.0% 0.3% 0.1% 0.2% 0.2%

% Cancelled Operations 0.8% 0.3% 0.7% 0.6% 0.6%

Urgent Operations - Cancelled 

Twice
0 0 0 0 0

Cancelled Operations - Breaches of 

28 day Rule 
0 0 1 1 1

Theatre utilisation - Day TBC 82.9% 83.6% 85.7% 85.7%

Theatre utilisation - Main TBC 95.29% 93.11% 96.0% 96.0%

Theatre utilisation - Trauma TBC 94.91% 90.79% 93.6% 93.6%

Admitted, non admitted and incompletes by spec

Th
ea

tr
e 

U
ti

lis
at

io
n

Elective Care Pathway

Executive lead :

Notes

R
ef
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d

 

O
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n

s
Jun-15

D
ia

gn
o

st
ic

s

 
 
 
 
 
 
 
 
 
Diagnostics: 
The Transoesophageal Echocardiogram (TOE) breaches are due to Consultant availability 
(study leave).  Only one Consultant is performing these procedures and there is only one 
session every two weeks.  There is no provision for another Consultant to cover the 
cancelled sessions as they have other clinical commitments. 
 
Cancelled Ops: 
The percentage Cancelled Operations  remains within the target 
There was 1 breach of the 28 day rule in June.  This was a complex case and the patient has 
now been admitted and had their procedure on 14th July. 
 
 
 
Theatre Utilisation Rates:  
Utilisation continues to be monitored and low utilisation highlighted and investigated  
 
 

Page 12



1 0 46 47

Reporting Month

Karen Kelly

Target May-15 Jun-15 QTD FYTD

GP Written Referrals - made N/A 3782 4344 12055 12055

GP Written Referrals - seen N/A 3463 4136 11121 11121

GP referral rate year on year +/- 

2014/15 & 2015/2016
NA -217 327 86 86

Total referral rate year on year +/- 

2014/15 & 2015/16
NA -949 -544 -2416 -2416

New outpatient appointment DNA 

rate
10.0% 11.8% 10.9% 11.5% 11.5%

11.00%

Follow-up outpatient appointment 

DNA rate
10.0% 11.5% 11.5% 11.3% 11.3%

11.00%

Total outpatient appointment DNA 

rate
10.0% 11.6% 11.3% 11.4% 11.4%

11.00%

Appointment slot issues 0 1283 N/A 2617 2617

Appointment slot issues % 4.0% 30.4% N/A 30.7% 30.7%

Top 10 Specialties (GP Referrals Received and Seen) 

Specialty

881 696 Top ten specialities with highest number of ASI's for current month

659 495 Specialty Apr-15 May-15 Jun-15 Trend FYTD

646 433 Orthopaedics 138 158 N/a 296

438 375 Ophthalmology 181 133 N/a 314

262 313 Children's & Adolescent Services 130 130 N/a 260

105 289 Diagnostic Endoscopy 145 129 N/a 274

295 284 GI and Liver (Medicine and Surgery) 122 127 N/a 249

167 221 Cardiology 83 98 N/a 181

213 216 Urology 94 85 N/a 179

173 148 Dermatology 67 73 N/a 140

Surgery - Not Otherwise Specified 79 70 N/a 149

Rheumatology 6 58 N/a 64

General Surgery

Urology

Paediatrics

Gastroenterology

Trauma & Orthopaedics

Oral Surgery

Cardiology

Gynaecology

Dermatology

ENT

GP Referrals 

Received

GP Referrals 

Seen

D
N

A
 r

at
es

Outpatients

Executive lead :

Notes

Jun-15
G

P
 r

ef
er

ra
ls

 
 
 
 
 
 
 
 
 
 
DNAs:  
DNA rates continue to be higher than expected for the Trust. The Access policy has been 
ratified and a roll out training plan in its use is in place. Further in-depth task and finish 
groups have been tasked with examining areas such as physio, T&O and paediatrics which 
have consistently high DNA rates.  
 
ASI's: 
June's  ASI report has not been published by HSCIC, this is due to issues following the 
migration to the new eReferral system.   Reports are not expected until August at the 
earliest. 
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Reporting Month

Executive lead : Karen Kelly

Target May-15 Jun-15
Current 

Qtr
FYTD

12 month 

Trend

 This month,    Last 

month

↑ = Got Better

↓ = Got Worse

All Cancer 2 Week Wait 95.0% 98.1% 98.3% 98.5% 98.5% ↑

Breast Symptomatic 93.0% 93.2% 95.1% 94.9% 94.9% ↑
92.51%

Diagnostic to 1st treatment 96.0% 100.0% 100.0% 99.5% 99.5% ↔

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% 84.1% 82.8% 85.1% 85.1% ↓

Screening Programme 90.0% 100.0% 100.0% 100.0% 100.0% ↔

Consultant Upgrades 85.0% 92.3% 81.8% 91.9% 91.9% ↓

Screening to Offer of 1st 

Assessment <=3 weeks
90.0% 91.4% 95.0% 93.6% 92.7% ↑

Screening to 1st Assessment 90.0% 88.6% 75.0% 84.6% 83.6% ↓

Screening to issue of normal 

results <=2 weeks
90.0% 98.4% 98.1% 98.0% 98.2% ↓

Cancer
Jun-15

31 Day

62 Day

C
an

ce
r 

R
ep

o
rt

in
g

Breast Screening

Notes

The Q1 preview position indicates compliance across all key performance indicators. 
Specifically the GP 62 day Q position is 85.1%. 
However this does not reflect any re-allocation of shared pathway with the tertiary centre (for 
those patients referred over after Day 62). Such close compliance with the target will not allow 
us to accept any reallocations without resulting in failure of the target for BHNFT. 
The Trust's internal GP 62 day pathway performance is good at 90.2%, but shared pathways 
show only 59.2% of pathways are compliant. Improved tracking and escalation processes 
should hopefully start to impact on this and certainly a preview of 
shared pathway performance for July shows significant improvement. 
A number of site specific pathways continue to be challenging, with colorectal experiencing 
regular breaches which are impacting greatly on performance. This has been escalated and a 
pathway meeting is planned within the next few weeks. 
  
Q2 position to date shows non-compliance with the breast symptomatic target but this is 
entirely due to patient choice. The weekly GP 62 day position is good at 91.7% although the Q 
position to date is non-compliant at 83.3% reflecting July breaches already experienced. 
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Reporting Month

Executive lead : Karen Kelly

Cancer
Jun-15

In response to the on-going national challenge faced by providers in the delivery of the GP 62 day target; the Cancer Waiting Times Taskforce have identified 8 key priorities to be implemented urgently to bring about sustained 
delivery of this target - thus improving the experience and outcome of patients. 
 
The Trust will submit a detailed self assessment and action plan against the priorities by the end of August as requested. However a basic initial self assessment against each priority is outlined below: 
1. The Trust Board must have a named Executive Director responsible for delivering the national CWT standards. Compliant. Executive Director - Karen Kelly 
 
2. Boards should receive 62 day cancer wait performance reports for each individual cancer tumour pathway, not an all pathway average. Compliant. Site specific tumour pathway information is provided per CBU in the monthly 
IPR. A wider presentation of these pathways is made by the Associate Director of Cancer Services at the monthly CBU performance meeting. 
 
3. Every Trust should have a cancer operational policy in place approved by the Trust Board. Partial compliance. Each site specific cancer MDT has an Operational Policy which is reviewed and updated annually. However there is no 
generic Operational Policy for cancer in place. Work will commence immediately in the development of such a policy. 
 
4. Every Trust must maintain and publish timed pathway, agreed with the local commissioners and any other Providers involved in the pathway, taking advice from the Clinical Network for the following cancer sites: lung, colorectal, 
prostate and breast. These should specify the point within the 62 day pathway by which key activities should be completed. Partial Compliance. The Trust's cancer MDTs work in accordance to a generic timed pathway and 
escalation process. However, we are yet to develop site specific timed pathways. Work to develop timed pathways was commenced at network level previously but has been delayed by the dissolution of network site specific 
groups. Internally we are developing a MDT level Preview pathway report which will reflect timed pathways for each tumour group and be utilised by MDTs to drive pathway delivery. 
 
5. Each Trust should maintain a valid cancer specific PTL and carry out a weekly review for all cancer tumour pathways to track patients and review data for accuracy and performance. Compliant. The Cancer Services Team produce a 
weekly Escalation (PTL) report which reflects the 'tracking status' of all patients on a 62 day pathway. This is shared at CBU level with managers and MDT leads. A weekly meeting between CBU service managers and the Cancer 
management team is embedded allowing escalation and discussion of individual patient pathway issues; as well as providing a forum to discuss emergent themes and issues. 
The Trust will also submit a weekly summary PTL to UNIFY as mandated nationally from the week commencing 27th July. 
 
6. A root cause breach analysis should be carried out for each pathway not meeting current standards, reviewing the last ten patient breaches and near misses (defined as patients who came within 48 hours of breaching). These 
should be reviewed in the weekly PTL meetings. Partial Compliance. All breaches are analysed to determine contributing factors. These are shared with respective teams at CBU level and discussed in the Cancer Performance and 
Improvement Group (CPIG). A rolling action plan is maintained to address emergent causes. Additionally a RCA is completed for pathways which extend beyond 100 days. This is shared at CBU level and discussed at CPIG to share 
learning and themes. We will establish a process to review these in the weekly PTL (escalation meetings). 
 
7. A capacity and demand analysis for key elements of the pathway not meeting the standard (1st appointment; treatment by modality) should be carried out. There should also be an assessment of sustainable list size at this point. 
Partial Compliance. Work has commenced with initial focus on capacity and demand for 1st appointments in order to try and reduce the average day of 1st appointment from 10-14 to 5-7. 
 
8. An Improvement Plan should be prepared for each pathway not meeting the standard, based on breach analysis and capacity and demand modelling; describing a timetabled recovery trajectory for the relevant pathway to achieve 
national standards. Non-compliant. Work has commenced with site specific teams where breaches are highest to review pathway processes and identify areas for improvement. Detailed improvement plans will be developed for 
Urology, Colorectal, UGI, Lung and Head + Neck - with work involving the tertiary centre with whom many pathways are shared. 
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Reporting Month Jun-15

Executive lead : Karen Kelly

14/15 

Actuals 15/16 Plan

15/16 

Actual Variance % Elective day case spells Emergency spells

Elective Day cases 5,630 5,706 5,790 84 1.5%

Elective Inpatients 960 942 1,025 83 8.8%

Elective Total 6,590 6,648 6,815 167 2.5%

Non Elective 9,070 8,676 9,201 525 6.0% elective inpatient spells Other activity

Non Elective Total 9,070 8,676 9,201 525 6.0%

Maternity Pathway 1,470 1,538 1,452 -86 -5.6%

Other Activity Total 1,470 1,538 1,452 -86 -5.6%

A&E Attendances 20,397 20,349 20,288 -61 -0.3%

A&E Total 20,397 20,349 20,288 -61 -0.3% A&E attendances outpatient attendances

Outpatients 61,178 61,247 57,634 -3,613 -5.9%

Outpatients Total 61,178 61,247 57,634 -3,613 -5.9%

* Please note excess bed days are not included in these figures.

Obstetric outpatient attendances are excluded as they are covered by the Maternity Pathways

2015/16 Activity Plan

2015/16 Activity Actual 2014/15 Outturn

Activity

Elective Inpatients - main overperformance in Urology with 35 spells above plan

Non Elective Inpatients - main overperformances are in CDU, Medicine and Paediatrics

Outpatients - underperformance is across most specialties. Main underperformances are Endocrinology (-455, -35%), Diabetes (-534, -36%), Paediatric T&O (-102, -30%) and Rheumatology (-601, -22%)
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Reporting Month Jun-15

Stuart Diggles

Month 

Plan

Month 

Actual

Variance 

%

Variance Plan YTD Actual YTD Variance 

%

Variance

ACTIVITY LEVELS

Elective inpatients 397 426 7.3% 29 1,100 1,213 10.3% 113

Day Cases 2,058 1,993 -3.2% -65 5,706 5,790 1.5% 84

Non-elective inpatients 3,285 3,518 7.1% 233 10,078 11,057 9.7% 979

Outpatients 25,175 21,213 -15.7% -3,962 69,428 61,334 -11.7% -8,094

A&E 6,797 6,729 -1.0% -68 20,349 20,288 -0.3% -61

'Clinical' Activity

Other (excludes direct 

access tests)

11,383 9,056 -20.4% -2,327 31,862 28,118 -11.8% -3,744

Total activity 49,095 42,935 -12.5% -6,160 138,523 127,800 -7.7% -10,723

CIP £'000 £'000 £'000 £'000 £'000 £'000

Income 159 140 -11.9% -19 437 401 -8.2% -36

Pay 201 77 -61.7% -124 400 229 -42.8% -171

Non-Pay 129 105 -18.6% -24 382 343 -10.2% -39

Total CIP 489 322 -34.2% -167 1,219 973 -20.2% -246

INCOME £'000 £'000 £'000 £'000 £'000 £'000

Clinical (Activity) 8,810 9,495 7.8% 685 25,697 26,962 4.9% 1,265

Other Clinical 3,305 2,941 -11.0% -364 9,738 9,264 -4.9% -474

CQUINS 274 274 0.0% 0 822 822 0.0% 0

Risks & Penalties 0 -131 -131 0 -385 -385

Business Cases 144 498 245.8% 354 432 915 111.8% 483

Other 1,609 1,660 3.2% 51 4,798 4,752 -1.0% -46

Total income 14,142 14,737 4.2% 595 41,487 42,330 2.0% 843

OPERATING COSTS £'000 £'000 £'000 £'000 £'000 £'000

Pay -9,695 -10,092 -4.1% -397 -29,271 -30,167 -3.1% -896

Drugs -1,081 -1,072 0.8% 9 -3,245 -3,096 4.6% 149

Non-Pay -3,615 -3,852 -6.6% -237 -10,777 -10,996 -2.0% -219

Total Costs -14,391 -15,016 -4.3% -625 -43,293 -44,259 -2.2% -966

Finance

Executive lead :

June-2015 Commentary 
 
The RAG rating applied to Variance % is based on the following : 
• 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.  The main 
driver is a shortfall on Outpatient activity and impacts across all relevant 
CBUs. Activity levels are favourable to plan for Non-elective  inpatients.  
Direct Access tests were excluded from the Other category because large 
variances in these figures skew the overall activity variance.   
 
 
 
 
•  CIP achievment has been validated in month.  The overall adverse 
variance is due to a slower start of delivery from a number of schemes.  
CIP delivery is expected to remain adverse to plan for the next few months 
as schemes are driven through to delivery.  
•  Clinical activity based income is £1.3m favourable to plan. The main 
variance s are non-elective income is £1m favourable to plan, outpatient 
income is £0.5m adverse to plan.   
•  Business case income is £0.5m favourable to plan due to receipt of 
resilience funding not included within the plan. There is however a 
significant adverse cost variance as not all resilience requirements are 
funded. 
•  Other income is slightly adverse to plan. 
 
 
 
 
•  Operating costs are adverse to plan. Pay is £0.9m adverse to plan which 
is driven by resilience spend,  which is not fully funded.  In addition there 
are agency costs covering vacant posts. 
 
•  Non-pay costs total are marginally adverse to plan 
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Reporting Month Jun-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 -249 -279 -12.0% -30 -1,806 -1,929 -6.8% -123

Depreciation -479 -477 0.4% 2 -1,433 -1,432 0.1% 1

Restructuring & Other -42 -29 31.0% 13 -126 -29 77.0% 97

Financing Costs -147 -142 3.4% 5 -442 -415 6.1% 27

SURPLUS/(DEFICIT) -917 -927 -1.1% -10 -3,807 -3,805 0.1% 2

SOFP £'000 £'000 £'000 £'000 £'000 £'000

Capital Spend -430 -101 -76.5% 329 -565 -248 -56.1% 317

Inventory 1,678 1,204 28.2% -474

Receivables & Prepayments
9,202 6,804 26.1% -2,398

Payables & Accruals -14,591 -15,072 3.3% -481

Deferred Income -4,276 -7,312 71.0% -3,036

Cash & Loan Funding £'000 £'000 £'000 £'000 £'000 £'000

Cash 1,121 8,556 663.2% 7,435

Loan Funding -21,915 -25,187 -14.9% -3,272

KPIs

EBITDA % -1.76% -1.89% -7.5% -0.13% -4.35% -4.56% -4.7% -0.20%

Deficit % -6.48% -6.29% 3.0% 0.19% -9.18% -8.99% 2.0% 0.19%

Receivable Days 19.6 14.5 26.1% -509.60%

Payable (including accruals) 

Days

75.3 77.7 3.3% 248.11%

Continuity Of Service 

Rating

1 1 0.0% 0.00%

June-2015  
 
•  EBITDA is adverse to plan by £0.1m. 
•  Depreciation,  restructuring and finance costs are all slightly favourable 
to plan. 
 
 
•  The overall  deficit is to plan.  
 
 
•  Capital expenditure is £0.3m underspent to plan. 
•  Inventory is £0.5m lower than plan, £0.3m is due to differences to the 
opening position assumed in the plan. 
•  Total receivables including prepayments are £2.4m favourable to plan. 
•  Total payables including accruals are favourable to plan by £0.5m, this is  
due to differences to the opening position assumed in the plan. 
•  Deferred income is £0.2m adverse to plan and is due to differences to 
the opening position assumed in the plan. 
 
•  Cash is  £7.4m favourable to plan and mainly results from additional 
loan drawdown, payment received ahead of plan from Barnsley CCG , and 
improvement to inventory and receivables. 
 
 
•  Debtor days are 14.5 year to date, which is 5.1 days favourable to plan. 
•  Payable days 77.7 year to date which is 2.5 days better than plan. 
•  The Continuity of service rating has improved to a 2 at month 3 due to a 
favourable movement in  liquidity days. 
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Reporting Month Jun-15

Stuart Diggles

Finance

Executive lead :

BHNFT income analysis clinical income per day

BHNFT income Clinical income per day

pay as a % of clinical income

Pay as % of 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 - this is broadly in line with plan for June 2015. 
 
•  Pay as a % of clinical income is slightly adverse to plan for June 2015 and reflects the 
additional costs incurred due to 'winter' pressures' and covering vacancies. 
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Reporting Month Jun-15

Stuart Diggles

Finance

Executive lead :

Agency run rate - Trust CIP achievement

Agency run rate CIP achievement

Deficit treand analysis

Deficit Trend analysis
 
•  Agency monthly spend - this graph indicates that the agency costs have been running at a 
lower rate than in 2014, the March 2015 increase relates to EPR costs being put through the 
I&E. June 2015 costs are slightly higher than in previous months. 
 
•  Deficit  trend analysis - this graph demonstrates the  Trust is on plan year to date. 
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Reporting Month Jun-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 

Pressure 

Ulcers 4

Single Sex 

Breaches

Trust Trust 1 ↓ 10 ↓ 4 ↓ 7 ↓ 3 ↓ 1 ↔ 18 ↑ 4  8↓ 2↓

CDU
ED 1 ↓ 1 ↓
Ward 19 2↓ 2 ↓ 1 ↓ 1  1↑ 2↓
Ward 20 2  1 ↓ 2↓
Ward 23 2 ↓ 1  1↓
Ward 34 1 
Ward 33 1 ↓ 1 ↓ 1 ↓

Day Surgery

ICU

SHDU 1 ↔
ITU

Theatres

AMU 1 ↔ 1 ↓ 1 ↓ 2 ↓
CCU 1 ↓ 2 ↔
Ward 17 1 ↓ 1 ↓ 3 ↓
Ward 18 1 ↓ 1 ↓
Chemotherapy Unit 1 ↓
Ward 24

Ward 27

Ward 28 2  1 ↓

SDA

Ward 29 1 ↓ 1 ↓ 1 ↑
Ward 31 1 ↓ 2 ↓ 1 ↓ 2↓
Ward 32 1 ↓ 1 ↔ 1 ↓
Medical imaging 1 ↓ 1 ↓

Outpatients 1 ↓

Labour Suite

Ward 14

Ward 37

Birthing Centre

Heat Map: Quality Indicators

General & Spec Med

Theatres, Anaesth & 

Critical care

Diagnostic and Clinical 

Support

Womens, Children & 

GUM

Emergency, Ortho & 

Care Services

General & Spec Surg
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Reporting Month Jun-15

Executive lead : Heather McNair

Indicator Name

Serious Incidents

Incidents resulting in Death

Incidents resulting in severe 

harm

Incidents resulting in 

moderate harm

Pressure Ulcers

Fall resulting in fractured neck of femur. ( Please see above SI 2015/17568)

Fall resulting in fractured pubic rami ( as the patient had also fallen at home prior to admission it was not possible to determine if the inpatient fall {patient lowered himself to the floor} led to the fracture) - This was dealt 

with as a high level incident requiring an RCA.

Fall resulting in a subdural haematoma (Please see above SI 2015/17576)

Failure in referral process to AMAC. Patient was peri-arrest and was transferred to CCU

Fall resulting in a fractured wrist

Grade 3 hospital acquired pressure ulcer  x 4

Delay in going to theatre. This has been logged as an SI in July 2015

Grade 3 avoidable Pressure Ulcers: Both of these occurred on Ward 19, one being a heel pressure ulcer and the other a sacrum pressure ulcer. Both have been subject to root cause analysis (RCA) and actions implemented 

to prevent reoccurrence.

Grade 2 Pressure Ulcers: The RCAs from the 8 Grade 2 pressure ulcers have been reviewed. Three of the pressure ulcers were located on heels although there is no pattern regarding ward location. Four of the Grade 2 

pressure ulcers were located on the sacrum, two of which were from Ward 20. Targeted training is being rolled out to the staff on this ward. One Grade 2 Pressure Ulcers was located on the thigh as a result of damage from 

a drain pipe.

Comment

Heat Map: Quality Indicators

2015/17568 Fall resulting in a fractured neck of femur - ward 17

2015/17575 Fall resulting in fractured neck of femur. The patient went to theatre and died unexpectedly shortly after leaving recovery - ward 29

2015/17576  Fall resulting in subdural haematoma - ward 33

2015/17597 - OPD appointments not followed up

2015/17590  Unexpected death – patient had a cardiac arrest in the x-ray department. The patient had a raised NEWS a few hours before going to x-ray. The patient arrived in x-ray with no escort and did not have a wrist 

band on.

2015/17596 - Unexpected death in ED (logged as an SI in July)

2015/17598 - Fall on AMU resulting in a cerebral bleed. (logged as an SI in July)

2015/17601 - delay in going to theatre to repair a hole in patient's caecum - ward 31

2015/22584 - grade 3 pressure ulcer - ward 19

2015/22849 - grade 3 pressure ulcer - ward 19

2015/17575 Fall resulting in fractured neck of femur. The patient went to theatre and died unexpectedly shortly after leaving recovery (logged as an SI)

2015/17590  Unexpected death – patient had a cardiac arrest in the x-ray department. The patient had a raised NEWS a few hours before going to x-ray. The patient arrived in x-ray with no escort and did not have a wrist 

band on (logged as an SI)

2015/17596 - Unexpected death in ED (logged as an SI in July)

Fall resulting in bilateral haemorrhagic contusions; patient subsequently passed away. This has been logged as an  SI in July 2015.

Page 22



Reporting as at: Jun-15

Executive lead :

Key Issues Target May-15 Jun-15
Rolling 12 

Months
Trend

12 Month 

Trend

Sickness Absence Rate 3.50% 3.99% 3.70% 4.28%

Staff Turnover 7 - 10 %                                                                     
(0.58-0.83 %) 

1.84% 0.55% 9.85%

Mandatory Training 90% 84.30% 86.48%

Appraisal Rates - Medical 90% 93.80% 95.90%

Appraisal Rates - Non Medical 90% 26.40% 85.30%

Recruitment - Medical 76 Days 100.00% 75.00%

Recruitment - Non Medical 56 Days 83.30% 100.00%

Vacancy levels FTE Budget FTE Contracted Variance Maternity Count Sickness

Trust 2,730.11 2,550.03 6.60% 82 3.70%

Estates & Facilities 99.39 87.09 12.37% 0 0.24%

Emergencies, Orthopaedics and Care 

Services CBU
483.29 432.45 10.52% 13 3.00%

Diagnostic and Clinical Support 

Services CBU
481.98 422.10 12.42% 10 4.79%

Trust Sickness: Year V Year

Review of structure in Estates.

High band 5 RGN vacancy rate within CBU1, with 8 vacancies in Care of the Elderly, 11 in ED and 7 in Orthopaedics. Some new recruits 

have started in July with the remainder due to start when they qualify in September. Also a targeted approach to recent ED leavers to 

undertake exit interviews is currently underway.  

Recruitment issues for BMS  staff in the laboratories being addressed by  immediate locum cover and  followed up by a permanent 

recruitment campaign with appointments being offered to successful applicants. National shortages of  laboratory BMS staff and 

sonographers provide the bigger picture with HR Recruitment working with managers to find innovative solutions to shortages.

Comments

Staffing and Organisational Development

Karen Kelly

High Level Summary 
Sickness -   Sickness continues to improve  since the introduction of the new trigger points 
for management action in Jan 2015 .  1st June saw the introduction of the last of the 
reductions in the management trigger levels to 2%. Sickness  absence levels for the Trust 
have fallen month on month since Dec 2014 when they stood at  5.06%. to the current 
position of 3.70%. This is a fall of 1.36% . The current 12 months average stands at 4.28%. 
Out of the 6 CBUs only 2 are RAG rated red for this month. These are Diagnostics and 
Clinical Support Services CBU and Women’s and Children CBU. Focussed HR support to 
managers is being provided  to reduce levels of absence in these CBUs to  improve  their  
performance and match improvements achieved by  the other CBUs. 
Staff Turnover - The rolling 12 months turnover figure in Corporate services  is currently 
12%. This is higher than the expected level and cannot be explained by any major  
organisational change. Therefore further analysis of leavers numbers and reasons will be 
undertaken to identify and understand the cause for this and take appropriate action to 
address.  
Mandatory Training -  Overall Mandatory training compliance has increased by 4.2% to 
86.5% 
Estates and facilities, Women’s and children’s and theatres and anaesthetics CBU’s have all 
exceeded the 90% target 
The remaining CBU’s are all demonstrating over 80% compliance  
  
Appraisals Medical -    
CBU 1 (ED, Ortho & Care) =  100%         
CBU 2 (Theatre, Anaes & Critical)  =  85.7%       
CBU 3  (Gen & Spec Med) =  996.9% 
CBU 4  (Gen & Spec Surg) =  95.5%         
CBU 5 (Diagnostic & Clinical)  = 93.3%              
CBU 6 (Women & Child) = 100% 
4 x  June appraisals  were not uploaded in time to be included in June data, giving an 
overall adjusted figure of  98.6% in date at 30th June.                       
Consequently CBU2 is adjusted to 95.7% and CBU5 to 100%. 
  
Appraisals Non Medical -  Appraisal compliance non-medical is 82.3% 
Estates and facilities have exceeded target at 96.7% 
  
Recruitment - General -   19 campaigns were completed for June 2015 and none were 
outside the timeline target, achieving 100% compliance.    
Recruitment - Medical—There were 4 consultant recruitment campaigns that successfully 
completed in June 2015; in orthopaedics, acute medicine, gastroenterology and diabetes 
and endocrinology. The orthopaedics vacancy breached the timeline due to there being 8 
shortlisted candidates and long delays finding 2 consecutive days in panel members’ diaries 
to interview.     
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/08/P/17 
 

SUBJECT: 2015-16 TRUST OBJECTIVES 

DATE: AUGUST 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 2015-16 annual plan outlines what will be achieved in year 2 of the 5 year strategic plan. As 
agreed at the April Board, progress against the Trust objectives will be reported to the Board on a 
quarterly basis. This is accompanied by a more in-depth report on the strategic initiatives which, 
as it is commercially sensitive, will be taken in the private Board. 

KEY POINTS ADDRESSED IN THIS REPORT   

How is the Trust performing versus the objectives agreed at the beginning of the year? 

CONCLUSION AND RECOMMENDATION(S)  

Overall the Trust is progressing with the objectives outlined under the strategic aims in equal 
balance. There are some challenges and risks but mitigation plans are in place to manage these. 
 
This summary document should be triangulated with other sources such as the reports from the 
assurance committees, the integrated performance report, the Board Assurance Framework, the 
quarterly update on Strategic Delivery and other Board reports. 

 



 

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” 
 
 
 
 

Appendices: 

· Appendix 1 - BHNFT 2015-16 Trust Objectives Q1 update 
 

 



Green On track no issues
Amber Some issues, mitigation strategies in place
Red Major issues and delivery at risk. Escalation required
Complete Completed

Aim 1:Patients will experience safe care. 

Objective
Lead 

Director
Milestone/measure

Completion 

date

RAG 

Rating

Integrate systems for patient and staff feedback and triangulate reporting. May 2015
Complete

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.

June 2015
Complete

Identify areas for service improvement from the 2014 FFT results and patient/carer feedback July 2015 Green

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.

March 2016 Green

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

April 2015 Green

To reduce the number of hospital acquired avoidable Grade 2 and 3 pressure ulcers acquired in 
2015/16 with the ultimate aim of eliminating all Grade 3 & 4 hospital acquired avoidable pressure 
ulcers

March 2016 Amber

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

March 2016 Amber

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

March 2016 Amber

To evidence compliance with best practice (or evidence based) including NICE quality standards 
for: 
Venous Thromboembolism Prevention March 2016 Green
Assessment & prevention of falls in older people and achieve established targets.                                                                                                          
Reduce falls by 50% on that recorded in 2014/15

March 2016 Amber

To deliver length of stay reduction agreed target and reduce readmission rates. March 2016 Green

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

March 2016 Green

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

March 2016 Green

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

March 2016 Green

Ensure continuation of delivery and funding for these services with commissioner support. April 2015 Amber

Continued monitoring of benefits realisation. March 2016 Green

On-going review of assessment against Keogh standards, update to Board. July 2015 Green

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.

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.

Update

All CBUs have now received triangulated reporting. This information is reviewed at monthly governance 
meetings.
Actioned.

Action plan is now developed - from all current feedback available. Progress reported via the Quality and 
Governance committee.  Updates vs the action plan will follow in year.
The workplan has been agreed with partners. KPIs to show improvement need finalsiing. Further updates 
to follow.

Work ongoing.  Some progress has been made to meet this objective and the deteriorating patient group 
are close to approving a new Fluid Balance Chart which should be piloted in the next month with a view to 
roll out Trust wide.
Rolling 12 month HSMR rate is 103.4 which is below last year's target of 105 but above this year's target of 
100. Dr McAndrew has been asked to lead on this with the steering group, focusing on three main areas 
and a revised delivery plan will be developed.
Work programme developed, further detail to follow.

Services continue to be delivered as agreed to plan, the CCG funding offer doesn’t fully cover the cost of 
the services. This issue has been escalated to NHS England and Monitor.

Performance on track.

Heather 
McNair and 
Dr Richard 
Jenkins

Heather 
McNair and 
Dr Richard 
Jenkins

Dr Richard 
Jenkins and 
Karen Kelly An update paper on progress to date will be ready in August.

An audit is being undertaken to review performance against the Keogh standards, details to follow.

Barnsley Hospital NHS Foundation Trust
BHNFT 2015-16 Vision, Aims and Objectives

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

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; ensuring a 
totally patient centred service and 
experience.

Heather 
McNair

The LiA programme has now launched and milestones are being achieved.
Further updates to follow.
Part of LiA clinical workstream numbers are showing downwards trajectory.
Proactive work is ongoing.  

Work ongoing to achieve goal.  Mike Smith looking to recruit to deliver this objective but there have been 
difficulties in recruitment.  This objective is also affected by the 7 day working funding issue.
Audit of compliance in planning stages now.  Communication plan for data collection etc will take place in 
August and data collection to start from 1 September, reporting quarterly.

Improvement work continues.

Length of stay for elective activity is 2.88 vs a target of 2.42. Non-elective length of stay is 3.40 vs a target 
of 3.44. The Trust's 30 day emergency readmission rate for elective and non-elective admissions are 
4.28% and 15.2% respectively.

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.



Aim 2: Partnership will be our strength. 

Objective Lead 

Director
Milestone/measure

Completion 

date

RAG 

Rating

Publication of our stakeholder map and identify gaps in engagement and involvement for action  May 2015
Complete

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

September 
2015

Amber

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

April 2015
Complete

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

Sept 2015 Amber

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.

Sept 2015 Amber

Delivery of key strategic plan initiatives with partners including:

Care coordination centre March 2016 Green

Integrated diabetes care through a multispecialty community provider model March 2016 Green

Shared care pharmacy March 2016 Green

Delivery of key working together initiatives with  including: 

Interventional radiology proposal March 2016 Amber

Regional on-call for opthalmology and OMFS proposal March 2016 Amber

GI Bleeds proposal March 2016 Amber

Further procurement opportunities March 2016 Green

Back office services March 2016 Green

Update

Shared Care Pharmacy service is in place.  Additional streams to be commenced.

OMFS - option agreed, next stage implementation framework and final costings.
Ophthalmology - Model options developed sufficiently to commence costing stage.  Finance meeting to be 
held in July.

The centre has been in place since March and receiving approximately 300 calls per month. The service 
will be expanding to additional referrers including Yorkshire Ambulance Service prior to evaluation in 
September 2015.

Emma 
Parkes

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.

Bob Kirton 
and Dr 
Richard 
Jenkins

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.

Member day planned to be part of the AGM, provisional date 17 September.  To be discussed with 
Governors at July meeting.

Quality Matters brand exists, publication planned for September launch. Director of Marketing and 
Communncations and Medical Director to agree plans and content list by end July 2015.

Published June 26th 2015 following approval of strategy by Board (see page 6 at 
http://www.barnsleyhospital.nhs.uk/uploads/2015/06/BHNFT-Communications-and-Engagement-Strategy-
2015-19-approved.pdf)

In progress based on stakeholder map above.

Complete.  Positive feedback received. Barnsley Chronicle reported of the 4,000 copies that were 
available for pick up from the April issue, only 361 were left after the initial two week period. This shows a 
pick up rate of over 90%. 

Further work to be done with other Working Together Trusts before final model can be agreed.

Full year savings being achieved on items agreed last year.
Further opportuinies are being explored with clinical teams and via links with the Shelford Group.

Options appraisals being prepared for occ health, CSSD, and payroll. Expected completion date Oct 2015.

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

Bob Kirton 
and Dr 
Richard 
Jenkins

Plan to set up a MCP in year, lead by the CCG and the GP federation with all other local providers. Risks 
around lack of clinical engagement in process.

Good progress made from Barnsley's perspective.  Meeting in July to progress Mid-Yorks Partnership.



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

Objective Lead 

Director
Milestone/measure

Completion 

date

RAG 

Rating

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

May 2015 Green

Develop coaching capacity. Train a minimum of 10 new coaches by 1/9/15 March 2016 Green

Develop a succession planning programme for aspiring mangers, complete a pilot programme. Nov 2015 Green

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

Nov 2015 Green

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

May 2015
Complete

To support the board development programme, deliver a change programme for CBU leads. Sept 2015 Amber

To offer leadership and management training at level 2-7 delivery of initial programmes March 2016 Green

Achieve mandatory training compliance in excess of 90% Dec 2015 Amber

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.                                                                                                                                                                                                      

March 2016 Green

Review flexible working options and practices including quarterly review of turnover, vacancy 
rates, reduction in agency staff, and completion of consultant job plans.

March 2016 Green

Develop  the skills and competency in the workforce to match long term demand.                                                                                                                                                                                     
Support the introduction of the national nurse revalidation process                                                                                                                                                                               
Support the creation of an impactful employer brand to augment the recruitment and retention 
process and to engender pride in the organisation.                                                                                                             

March 2016 Green

Support the enforcement of the sickness absence policy with training and streamlining of 
reporting and recording systems and reduction in sickness absence to 3.5%

March 2016 Amber

Create an inclusive employee Health and Wellbeing programme to enable our workforce to be 'fit 
to care'   

March 2016 Green

Update

Jose 
Fernandez

Staff surveys distributed to CBUs and HR Business Partners supporting CBUs on creating action plans.

Actioned and incorporated into Workforce Plans for delivery.

LIA project has been launched. Sharepoint site developed. Big Conversation meetings taking place. 13 
members of sponsor group recruited. LiA work is ongoing, quarterly updates will come to Board.

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.                       

Jose 
Fernandez

Mandatory training currently at 86.5%. CBU action plans in place to reach target.

Workforce Strategy now approved. CBU Workforce Strategies to be put in place. Review of 56 days 
recruitment target as part of LIA.

Reviewed monthly at F&P. Ongoing work on completion of job plans and moving to electronic system. 
Agency staffing costs reviewed monthly. Turnover within Trust parameters.

Currently in discussions with CBU Triumvirate leaders on details of programme. Dale Carnegie to deliver 
programme based on feedback received.

On track. Awaiting HEYH funding to support this plan.

On track.

On track.

CBU workforce Strategies to be developed. Nurse revalidation - awaiting central guidance. Review of new 
starter pack underway.

Continued focus on monitoring sickness absence process. Discussions with Payroll on moving to using e-
rostering system to record sickness absence replacing SAN forms. Current sickness absence rate is 3.7%. 
Fourth quarter at amber.

Review of Occupational Health services provided to the Trust. Health and Wellbeing Strategy to be 
produced.

c) In 205/16 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.

Jose 
Fernandez

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.



Aim 4: Performance matters. 

Objective Lead 

Director
Milestone/measure

Completion 

date

RAG 

Rating

Delivery of key kpi's, reported monthly to Board through the integrated performance report. March 2016 Green

Delivery of year 2 of the financial turnaround plan March 2016 Amber

Delivery of key strategic plan initiatives including:

Bed utilisation review and action plan March 2016 Amber

Expansion of gynaecology outpatient procedures March 2016 Amber

Development and marketing of maternity services March 2016 Green

Orthopaedics development plan March 2016 Amber

Theatre utilisation plan March 2016 Amber

Urology development plan March 2016 Amber

Endoscopy service development March 2016 Green

Imaging service improvement plan March 2016 Green

Lorenzo optimisation including  paperless outpatients. March 2016 Green

Paperless requesting and reporting for imaging business case to Board May 2015 Green

Implementation of Lorenzo phase 2,  including maternity system goes live. June 2015
Complete

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

March 2016 Amber

Delivery of critical backlog maintenance works, rolling programme over the year. March 2016 Green

O-block next phase of refurbishment delivered, prioritised based on clinical strategy. March 2016 Amber

Assitive technology new office space and workshop completed. July 2015 Green

Delivery of Trust sustainability action plan. March 2016 Green

Update

Work on e-prescribing under way as part of Lorenzo optimisation, but is subject to national contract 
agreement and funding of project team.  Options for vital signs are being reviewed but similarly dependent 
on funding arrangements.
Works identified.  Programme of works being controlled by Estates Projects team and monitored via 
Capital Monitoring Group and subsequently Finance and Performance Committee.

Meetings being held with CBU 6 to scope out the future requirements of the service in terms of space, 
which will subsequently be used to support the final layout of the services with in the Block and the 
development of the phase plan.  Board informed of slight delays to plan, the Medical Director and other 
Directors are supporting delivery of the programme.

Works are currently on site, with progress being monitored via the Capital Monitoring Group.

The Sustainability Development Management Plan has been approved by the Executive Team and 
presented to Finance and Performance Committee.  The Sustainable Development Action Plan is in place 
and is to be monitored through the Sustainability and subsequently the Estates and Procurement Sub- 
Group.

Business case in development. Risks around partnership working, relationship with Sheffield and Mid 
Yorkshire and ability to recruit.
Initiative on track.  Expected implementation by September 2015.

Plans for optimisation are being developed including trials of voice recognition and electronic transfer of 
outpatient letters.  Lorenzo order comms (Endoscopy) and first tranche of e-prescribing in development for 
Q2 deployment.

Business case for radiology requesting has been approved, go live on track for September 2015.

Lorenzo Maternity was deployed to schedule in June 2015.

Radiology order comms project on track.  Engagement with GPs commenced regarding direct access 
service. Consultations progressing positively with neighbouring Trusts for opportunities.

Karen Kelly, 
Stuart 
Diggles and 
the 
Executive 
Team

Options identified and paper presented to ET.  Risks around bed pressures which may impact on plans.

Business case in development but risks around cost of estate development and competition.

Marketing strategy developed and initiative in progress.

Business case approved by ET. Delivery plan and marketing plan completed. Commencing delivery. Risks 
around competition and capacity.  
Theatre Utilisation group established and meeting fortnightly.  CBU demand requirments now gathered to 
inform the master template.  Risks around inefficient use of theatres by CBUs.

All KPIs reported in IPR.  Further development work underway with new IPR format.

As agreed with Board and subsequently submitted to Monitor, the turnaround plan has been changed 
based on increased cost and tariff pressures going into 2015/16 not all of which are in the control of the 
Trust. Financial performance to month 3 is in line with the agreed revised plan at the deficit level. Both 
revenue and costs are higher than plan. The revenue position is driven by clinical  activity, particularly non-
elective, although out-patient activity is behind plan. The winter monies received from the CCG have not 
covered the costs of escalation, which has caused a cost pressure reflected in pay. Penalty levels are 
impacting on income and are being reviewed in detail. There is also and shortfall on CIP, which is being 
actively monitored by the CIP Steering Group.

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.

Jason 
Bradley

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.

Lorraine 
Christopher

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.



Objective Lead 

Director
Milestone/measure

Completion 

date

RAG 

Rating

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.

Stuart 
Diggles

Monthly tracking of performance versus £1m target March 2016 Green

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 March 2016 Amber

Expansion of private health services March 2016 Green

Optimisation of sterile services. March 2016 Amber

Expansion of assistive technology to all of Yorkshire and Humber March 2016 Green

BHSS business plan and income target delivered. March 2016 Amber Business plan being reviewed, agreed schemes progressing for pharmacy, advertising and commercial 
partnerships. BHSS revised business plan to be presented to Board in August.

Business models being determined.  Commercial Manager to support growth of service.  Risks around 
current income streams, ability to expand service across wider geographical area and competition.

Services now being delivered across a range of specialties. Separate proposal for dermatology ready for 
review. Risks around operational capacity and competition.  

Options papers are in development. Awaiting financial validation to understand cost basis.
Uncertainty around financial sustainability of BHNFT run service.

The Trust’s programme to achieve procurement savings is progressing on track and has achieved 
£181,575 savings at Month 2.

Update

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.

Bob Kirton

Initiative on track.  Risks around part of funding from Barnsley CCG to NHS England.
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 15/08/P/18 
 

SUBJECT: QUARTERLY COMMUNICATIONS UPDATE 

DATE: AUGUST 2015  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY: Emma Parkes 
Director of Marketing and Communications 

SPONSORED BY: Emma Parkes 
Director of Marketing and Communications  

PRESENTED BY: Emma Parkes 
Director of Marketing and Communications  

STRATEGIC CONTEXT  

To report on associated communications and engagement activity within the previous quarter. 

ISSUE(S) ADDRESSED IN THIS REPORT   

1. Have the actions taken in the past quarter built positive perceptions of the Trust? 
2. Has the Communications function taken the necessary and relevant steps to ensure the 

reputation of the Trust is managed effectively and the stakeholders are engaged? 
 

CONCLUSION AND RECOMMENDATION(S)  

Actions taken by the Communications function in the last quarter have continued to build a 
positive reputation for the Trust, with positive media stories placed during the quarter and 
ensuring balanced coverage with opportunity to comment on reactive media requests. 
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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 (e.g. 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) 

N/A 

• Where applicable, state resource 
requirements 

Finance: N/A 

Other: N/A 
 
NHS Constitution 
In determining this matter, the Board should have regard to the Core principles contained in the Constitution of: 

• Equality of treatment and access to services 
• High standards of excellence and professionalism 
• Service user preferences 
• Cross community working 
• Best value 
• Accountability through local influence and scrutiny 

 
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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1. STRATEGIC CONTEXT 

1.1 This report provides the Board with an overview of communications and stakeholder 
engagement activity within Quarter 1 of the 2015/16 financial year. 

2. STRATEGIC COMMUNICATIONS AND ENGAGEMENT 

2.1 Staffing changes  

2.1.1 In April the Digital Communications Officer departed the Trust, leaving a single 
Communications Officer under the management of the Interim Director of 
Marketing and Communications. Due to these staffing issues, during April and 
May the team had to prioritise their work load and cut back significantly on the 
services they provided in order to focus on essential projects, the result of 
which was the Trust’s proactive media output and social media and website 
presence was lower than usual during May. 

2.1.2 In June a Communications Assistant was recruited to the team to support the 
newly created role of Communications Specialist. Since this time, proactive 
media focus and other communications activities have begun to increase.  

2.1.3 The substantive Director of Marketing and Communications returned from 
maternity leave in June.  

2.1.4 Thank you to the Interim Director of Marketing and Communications for the 
hard work undertaken during this period to support the communications 
portfolio.  

2.2 June saw the function undertake a brand awareness exercise in order to ensure the 
Hospital environment reflected the Trust’s brand, vision, values and strategic 
objectives. Each area within the Trust was checked to ensure information displayed 
was in date and relevant to patients and/or staff for that area. Laminated vision, 
values and objectives posters are now displayed across the site, together with 
updated Quality Goals and Strategic Objective Boards outside each ward area. 
 

3. REPUTATION MANAGEMENT 

3.1 The Communications function has continued to protect and enhance the Trust’s 
reputation through the placing of positive and balanced stories in the media as well as 
moving swiftly to rebut or provide factual statements in negative situations. 
Appendix 1 gives an overview of the Trust’s media engagement and activity in the 
quarter. 

3.2 The Trust is supporting the annual Proud of Barnsley Awards for the second year.   
The awards aim to celebrate the hard work and commitment of people across the 
town and again there will be a specific hospital category, the Barnsley Hospital Hero 
Award, which celebrates exceptional care from a member of staff at Barnsley 
Hospital.  The Trust’s Heart Award winners have automatically been entered into this 
category, which is also open to the public to vote.   



 

2 
 

3.3 In May, the team supported the successful Maternity Open Day from a media 
perspective, securing positive coverage in the Barnsley Chronicle and on Dearne FM. 
For the first time, this quarter the maternity services pages on the Trust’s website 
have entered the top five most visited pages.  

4. INTERNAL COMMUNICATIONS AND STAFF ENGAGEMENT  

4.1 Key activity in the quarter:   
 
4.1.1 In June we held our sixth annual Heart Awards to celebrate the achievements 

and commitment of our staff. This year we were able to include an extra stage 
in our shortlisting process, with all of the nearly 200 nominations being 
assessed by a judging panel of our patients, volunteers, our governors, and 
our partners from Healthwatch, Barnsley Council and Barnsley College. Once 
again the awards were a great success with positive feedback received from 
staff and guests. This success was promoted internally to the wider 
organisation and externally via the Trust’s social media feeds.  In addition the 
Barnsley Hospital News supplement in the Barnsley chronicle featured a 
double page spread on the winners.   

4.1.2 The Team supported the CQC Inspection in July, providing information to staff 
and patients on about the inspection welcome packs for the team of inspectors 
and support to the CEO presentation. Communications activity was 
commended by another NHS Trust, who have asked the Trust to share our 
good practice. 

4.1.3 In response to patient feedback, all staff have been provided with patient-
friendly name badges, which are worn in addition to formal ID badges.  The 
dementia and visual impairment friendly badges aim to ensure patients know 
who they are speaking with and what job they do within the hospital, in simple, 
non-jargonistic form.  Badges were issued to all staff, at all levels, with a 
process in place to ensure new starters are provided with them. Feedback 
from staff and patients has been positive. 

4.1.4 In response to feedback from staff at the Big Conversation engagement 
sessions that they did not always have access to a computer terminal to easily 
access key communications, Communications Folders have been produced for 
all ward areas containing monthly Team Brief, Patient Safety Bulletin and other 
key messages. 

5. LISTENING INTO ACTION (LiA) 

5.1 The purpose of LiA is to engage with employees and unlock their potential so that 
they can contribute to the success of our organisation, in a way that makes them feel 
proud. LiA is a fundamental shift in the way that the Trust works, giving people 
permission to act by identifying improvements and enabling staff to make those 
improvements. 

5.2 Our annual staff survey rated us in the bottom 20% of all Trusts for our staff 
engagement. At the start of our Listening into Action journey we surveyed 1,400 staff 
and when they were asked if day to day issues that frustrate them are easily resolved 
only 17% of those staff surveyed responded positively. This provided the Trust with a 
powerful case to implement Listening into Action as a medium for improving staff 
engagement and making changes to ultimately improve patient care. 
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5.3 Our initial pulse check to provide us with initial benchmarking data, the survey was 
made accessible to staff who do not have access to e mail or computers. Although 
overall our results were low, we did demonstrate higher results in 14 out of 15 
questions, in comparison with the previous responses from 72,000 staff who have 
completed the pulse check as part of their LiA journey. 

5.4 The Sponsor Group identified 10 clinical teams, each team is led by a triumvirate 
group, and are all now implementing changes to improve patient care. The teams are 
listed in Appendix 2. 

5.5 Three Big Conversations took place in June where staff had the opportunity to identify 
what needs to happen to make the Trust great. An impressive 115 staff attended the 
events, feedback from which was overwhelmingly positive.  

5.6 Following the Big Conversations, five enabling teams have been identified to 
“unblock” the way and remove day-to-day frustrations. Attendees from the Big 
Conversation who expressed an interest will be involved in making these changes 
happen. The teams are listed in Appendix 2. 

5.7 A final outcome of the big conversation is a number of quick wins, some of which 
have already been implemented. 

5.8 LiA is supported by a communications plan to ensure that staff can see that their 
ideas and contributions are being put into action. 

6. EXTERNAL COMMUNICATIONS 

6.1 Feedback from Trust members and staff indicates that our new look Barnsley Hospital 
News has been well received. Feedback from the Barnsley Chronicle shows a pick up 
rate, for the newsletter from supermarkets, of over 90% over a two week period.  

6.2 The Communications function will continue to analyse and act upon feedback 
received about Barnsley Hospital News.  The next edition is due out September 2015.  

7. BARNSLEY HOSPITAL CHARITY 

7.1 The Charity Office has relocated from the main hospital site to within the 
Communications office. All fundraising activity continues to function as normal. The 
relocation is a strategic move to reduce the Charity’s overheads meaning charitable 
donations will go much further, and will also streamline workflow and promotional 
activity. 

7.2 The Charity has received some sizeable donations in the last quarter. There were 
numerous cheque presentations held, with £10,000 from Westfield Health for the Tiny 
Hearts Appeal, and £18,000 donation from the Perrigo Foundation for the Tiny Hearts 
Appeal and £1,375 from the Pennine Tractor Run in Holmfirth also for the Tiny Hearts 
Appeal. 

7.3 The Charity has received some good, positive news coverage on fundraising stories 
including a Kylie Minogue tribute evening for the Tiny Hearts Appeal (Barnsley 
Chronicle), Little Poppets childrenswear, who are donating 15% of all sales of the 
Teddy and Me baby clothing range to the Tiny Hearts Appeal (We are Barnsley and 
Barnsley Chronicle) and also Lexus Goes to Rome in aid of Tiny Hearts Appeal and 
the Paediatric Emergency Department (Barnsley Chronicle and We are Barnsley). 
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8. CONCLUSION  

8.1 The Communications function has continued its stewardship of the Trust’s reputation 
by delivering timely and appropriate messaging during the quarter. Staff have been 
kept up-to-date with key events via a range of methods from face-to-face to email in 
order to reach as wide an audience as possible.  Externally, messages about the 
Trust’s key achievements have been promoted via the Barnsley Hospital News with 
positive feedback received.  

8.2 Staffing changes in the early part of the quarter contributed to a dip in normal 
proactive reputation management however this has now begun to improve.    
Relationships with the Barnsley Chronicle continue to be positive, with the publication 
affording the Trust the opportunity to provide comment on all related articles.  

8.3 The LiA programme has made excellent progress on its journey of culture change 
and staff engagement, with over 155 staff engaged to date.  

 

Appendices: 
 
• Appendix 1 – Media Dashboard  

• Appendix 2 – Listening into Action Clinical and Enabling Teams  
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APPENDIX 1 - COMMUNICATIONS AND MEDIA DASHBOARD Q1 2015/16 

The Communications Team has worked to sustain a steady stream of positive and balanced 
stories in the media. This section gives an overview of the Trust’s media coverage in the quarter: 
 
Press activity 

The chart shows press releases and press statements issued to the media each month of the 
quarter. The Team aims to produce four or more positive press releases per month and over the 
last quarter have averaged over 5 per month. During May there was a dip in the number of press 
releases issued due to staffing shortages in the team. 

We have issued four reactive press statements over the quarter. Three statements were in 
response to enquires regarding the death of a patient, Mr G Bonson. A statement was issued 
from the Medical Director with an apology to the family of the patient. 

 

The charts represent purely the number of different press releases sent, not the number of publications 
they were sent to, which varies. Statements are quotes given from a member of staff, not simply 
information given in response to direct questions. 

 

Media coverage by tone 

Over the last quarter the majority of the stories about the Trust in the media have been positive 
with only a small percentage of negative stories.  

In May we saw more negative press attention than usual due to extensive coverage of the 
inquest in to the death of Eileen Reynolds, who died in the Trust in March 2014. We issued a 
statement from the Medical Director regarding this. 

The following chart shows media coverage by tone for Q1. 
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Print coverage by publication 

As would be expected, the Barnsley Chronicle makes up the majority of coverage. However, the 
Trust does see significant amounts of coverage in the Sheffield Star and Yorkshire Post. This 
quarter we have seen less coverage in the Yorkshire Post than in previous quarters. 

The charts below show the print coverage by the three publications over the quarter, these 
figures do not include the online coverage by these or other publications. 
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The charts above show all print media coverage of the Trust by publication including positive, neutral, 
and negative stories. 

 

Opportunities to View – Print  

Opportunities to view are down on last quarter.  

April 2015 

Publication Number of articles Opportunities to View (OTV) 
Barnsley Chronicle 8 610,016 

Sheffield Star 1 63,860 

Total Opportunities to View in April = 673,876 
 

May 2015 

Publication Number of articles Opportunities to View (OTV) 
Barnsley Chronicle 15 1,143,780 

Sheffield Star  1 63,860 

Total Opportunities to View in May = 1,207,640 

 

June 2015 

Publication Number of articles Opportunities to View (OTV) 
Barnsley Chronicle 11 838,772 

Sheffield Star 2 127,720 

Total Opportunities to View in June = 966,492 

 

Total Opportunities to View for the quarter = 2,848,008 
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Social Media  

Facebook reach continues to be variable, depending heavily on the types of stories available to 
post. In April we posted an article about the maternity service open day which reached more 
than 4.5k people.  

A post in June about a the Working Together Programme also reached more than 4.5k people. 

Facebook Reach Q1 

 

 

Our social media following continues to grow, however, the departure of the Digital 
Communications Officer has seen this growth slow down over the quarter.  
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Online activity 

Website hits 

Visits to the Trust’s website totalled 58,848 in the quarter. This is up on the previous quarter.  

 

 

The top five most popular pages in the quarter were: 

Page Number of hits 
Home page 14,909 

Current vacancies 11,579 

Contact us 10,942 

A-Z 4,975 

Maternity Services 4,737 
 

The top four pages represent the consistently most popular pages on the website although the 
order has altered slightly. This is the first time that Maternity Services has been in the top five 
pages.  
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APPENDIX 2 – Listening into Action Clinical and Enabling Teams 

 

Ten Clinical Teams: 

• Standardising Debrief in Theatres - LiA Sponsor Jo Butterworth     

• Reduction in Pressure Ulcers - LiA Sponsor Diane Wake           

• Improve the Diagnostic and Intervention Process - LiA Sponsor Ben Brewis       

• Reduce the Number of Late Starts in Out Patients Clinics - LiA Sponsor Pat Mclaren 

• Create an Estimated Date of Discharge Leaflet on Admission - LiA Sponsor Karen Kelly 

• Availability of Dispensed TTO's the Day Before Discharge - LiA Sponsor Richard Jenkins  

• Reduce the Incidence of Falls By 50% - LiA Sponsor Heather McNair      

• Optimising the Endoscopy Pathway, Reduce DNA's by 50% - LiA Sponsor Dominic Bullas  

• Standardising Out of Hours Care for EPAU - LiA Sponsor Josie Foster        

• Friends and Family Test in A&E - LiA Sponsors Emma Parkes and Darren Howlett    

 

Five Enabling Teams:  

• Baseline Information Team 

• Review of the Escalation Bed System 

• Bureaucracy Reduction Group 

• Medical Notes are Everyone’s Responsibility  

• Communications – Multiple Support Streams  
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REPORT TO THE BOARD OF BARNSLEY 
HOSPITAL NHSFT REF: 15/08/P-19 
 

SUBJECT: HORIZON SCANNER 

DATE: August 2015   

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY: EMMA PARKES, DIRECTOR OF MARKETING AND 
COMMUNICATIONS 

SPONSORED BY: DIANE WAKE, CHIEF EXECUTIVE 

PRESENTED BY: EMMA PARKES, 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.   

ISSUE(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 for July 
• NHS Needs at least £1.5bn a year for transformation from 2016/17 
• New research confirms ‘weekend effect’ on mortality  
• Selfies’ protest as Drs tweet photos of their weekend shifts 
• New safety investigation body will operate ‘without fear or favour’ 
• Avoidable deaths by Hospital Trusts to be published by March 2016 
• Poor care for the elderly 
• Trust’s consider leaving the NHSLA 
• NHS 111 expansion plans put on hold 
• Budget Briefing 
 
Recommendations: The Board of Directors is asked to receive the contents of this report for 
information. 
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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 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” 
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Subject: INTELLIGENCE MONITORING/HORIZON 
SCANNING JULY 2015 Ref: 15/08/P-19 

 
*please note that this is not an exhaustive report, submissions welcome to emmaparkes1@nhs.net 
 

Date of 
publication/ 
organisation 

Detail Impact/ Action/ 
Owner / Will 
Board be 
involved? 

My 
NHS/NHS 
Choices  

UDATE FOR THE MONTH OF JULY   
 
My NHS: All indicators ‘OK’ - Recommended by staff; Open and 
honest reporting; Infection control and cleanliness; Mortality rate; 
Food: Choice and Quality. 
 
NHS Choices User Rating – 4* (5* is Excellent)101 Total ratings 
 
Recent comments:  
 
“I received a request to attend Barnsley Hospital in July for a bladder 
check by the consultant surgeon following 3 years history of cancer. 
The surgeon whom I must thank for their care and consideration has 
performed this op. on me 3 or 4 times since diagnosis, with no pain, 
problems, or discomfort. A wonderful example of 1st class hospital 
care. However on attendance this time my usual consultant surgeon 
was not available and another consultant was to do the op. The staff 
in the theatre were wonderful and very caring, but the consultant was 
not. After inserting a local anaesthetic they did not wait the 
recommended time for it to work and immediately inserted the 
camera. I have never experienced in my 70 plus years so much pain, 
3 nurses held my hands and forehead to help me. Three days it took 
for the pain to ease and in this time I found it very hard to sleep. The 
theatre staff deserve a medal, the consultant does not.”   
Visited in July 2015. Posted on 20 July 2015 using Patient 
Opinion 
 
“Just a Quick Compliment to the staff on SHDU... 
Went in for a Routine Hernia Operation on Monday (8/6/15), was late 
going down to the Theatres due to other problems as Doctors kept 
telling me, then It was my Turn, Theatre Staff as always Very Polite 
accommodating , as I was VERY nervous, apparently during the 
operation there was an issue that kept me in hospital overnight , I was 
transferred to the SHDU that night and My Compliments as to the 
Following Staff, the 2 Night Nurses who was on Duty on 8/6/15 night 
shift One of the in particular was Lead nurse or sister, they were Very 
helpful and accommodating during my Night Stay never Was anything 
to much trouble the attitude they gave to me and made a 
uncomfortable night Very comfortable indeed, Thanks you 
Second to the ITU doctor on duty (9/6/15), thanks to their dedication 
and commitment to patients, I was moved to ward 32 for 2 days and 
had further test carried out with referrals to outpatients later on. A very 
Big thanks to you all, goes to show you that although people carry out 
their normal routine some are prepared to go that mile extra. Thanks 
to SHUD and ward 32, had a pleasant stay and left feeling a bit less 
worried.” 
 
Visited in June 2015. Posted on 15 June 2015. 
 
 

Potential impact 
on reputation / All 
postings 
responded to / 
Board to note for 
information 
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Date of 
publication/ 
organisation 

Detail Impact/ Action/ 
Owner / Will 
Board be 
involved? 

22 July 2015 
HSJ 

NHS Needs at least £1.5bn a year for transformation from 2016/17 
According to researchers, the NHS needs a dedicated transformation 
fund of at least £1.5bn annually to test and roll out new models of care 
properly. A joint report by The Kings Fund and the Health Foundation 
also says that a new national body should manage the fund from 
2016/17.  The report and findings have been submitted to Regulators 
and the Department of Health and have had a ‘positive reaction’.  
 

For information / 
to note 

22 July 2015 
Today’s 
Health News 

New research confirms ‘weekend effect’ on mortality  
Sir Bruce Keogh is expected to publish new research showing a 
‘weekend effect’ on mortality in NHS services.   Sir Bruce told the 
Commons Health Committee that the research showed patient 
mortality increased by 10% compared to a week day for those 
admitted on a Saturday. 
 

For information / 
Medical Director 
to note and await 
published report 

20 July 2015 
Daily 
Telegraph 

‘Selfies’ protest as Drs tweet photos of their weekend shifts 
Medics posted photos of themselves in work with the hashtag 
#iminworkjeremy, claiming the Heath Secretary has ‘no idea’ about 
how many work regularly at weekends.  
 

Board to note 

20 July 2015 
HSJ 

New safety investigation body will operate ‘without fear or favour’ 
The new Independent Patient Safety Investigation Service, being 
established following failures at Morcambe Bay and Mid Staffs, will 
operate with a model similar to that used to investigate incidents in the 
airline industry. The Government says that the new service will be a 
force for improvement and promote learning from incidents as well as 
set an example of how to do investigations well at a local level.  The 
Department of Health confirmed details will be worked out over 
coming months. 
 

Potential impact 
on quality strategy 
/ Director of 
Nursing and 
Quality to note 

16 July 
2015 
HSJ 

Avoidable deaths by Hospital Trusts to be published by March 
2016 
The Health Secretary has promised ‘more transparency in return for 
fewer targets’ in his vision for the direction of the NHS over the next 
25 years.  In March, England will become the first country in the world 
to publish avoidable deaths by Hospital trust, with The Kings Fund 
publishing ratings in the overall quality of care provided to different 
patient groups in every health economy.  The TDA will be renamed 
NHS Improvement, with the aim of supporting providers to become 
more efficient and provide higher quality care. 
 

Potential impact 
on reputation / 
Board to note / 
Medical Director 
& Director of 
Marketing and 
Communication 
to monitor 
ongoing 

15 July 
2015 
Daily 
Telegraph 

Poor Care for the Elderly 
London School of Economics has published a report into the care of 
the elderly saying older hospital patients in England face a widespread 
and systematic pattern of inadequate care. Findings include some 
45% of patients aged over 80 were found to go hungry at mealtimes, 
with female patients being more likely to suffer than male.  
 

Board to note / 
for information  

13 July 
2015 
HSJ 

Trusts considering leaving NHSLA 
17 Trusts, predominantly in the North West of England are considering 
opting out of the national risk pool for clinical negligence claims and 
are in talks with commercial insurance firms about purchasing cover 
from the commercial market. The NHSLA claim there is ‘No Evidence’ 
other insurers could do better.  

Board to note / 
watching brief  
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Date of 
publication/ 
organisation 

Detail Impact/ Action/ 
Owner / Will 
Board be 
involved? 

13 July 
2015 
Daily 
Telegraph 

NHS 111 expansion plans put on hold 
Calls for the current tender for the expansion of NHS 111 services to 
be halted after an undercover investigation by the Telegraph found 
call handlers were being put under pressure to avoid sending 
ambulances. 
 

Potential impact 
on ED / Board to 
note  

9 July 2015 
Today’s 
Health 
News 

Budget Briefing  
The budget reaffirmed the Government’s backing for the Five Year 
Forward View and outlined a commitment to increase NHS funding in 
England above 14/15 levels by 10bn by 20/21 in real terms.  
 
The budget stated the NHS will deliver £22bn in efficiency savings by 
2020/21 through improvements to quality of care, staff productivity and 
better procurement. The budget also stated that the NHS will become 
a seven day service by 2020/21, with people having access to GP 
services from 8am to 8pm seven days a week in addition to seven day 
Hospital care.  
 

Potential impact 
on strategy / 
Board to note 
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SCHEDULE OF ACRONYMS 

Additional acronyms may be added as appropriate/on request 

A  
A&E Accident and Emergency 
A4C / AfC Agenda for Change 

ACCEA Awards Committee for Clinical 
Excellence Awards  

ACE Acute Care of the Eldery 
ACS Additional Clinical Services 
AEC  Ambulatory Emergency Care 
AHP Allied Health Professions 
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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