
  
 

A MEETING OF THE BOARD OF DIRECTORS 
WILL TAKE PLACE ON THURSDAY 07 APRIL 2016, 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 interest  

3.  To approve the Minutes of the meeting of the Board of 
Directors held in public on 3 March 2016 16/04/P-03 

4.  To approve the Action Log in relation to progress to date  
and review any outstanding actions 16/04/P-04 

Strategic Aim 1: Patients will experience safe care 

5.  To receive and review latest Patient’s Story H McNair 
Dir of Nursing & Quality Presentation 

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

R Moore, 
Quality & Governance 

Committee Chair 
16/04/P-06 

7.  To review and endorse proposals for the 2016/17 Quality 
Account Goals and Priorities   

H McNair 
Dir of Nursing & Quality 16/04/P-07 

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

Dr R Jenkins, 
Medical Director & 

Deputy Chief Executive 

16/04/P-08 

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

10.  To receive the quarterly report on the Trust’s Mortality Ratios 16/04/P-10 

11.  
To approve annual review of compliance against the Code of 
Governance and Quality Governance Framework 

H McNair, 
Dir of Nursing & Quality 16/04/P-11 

Strategic Aim 2: Partnership will be our strength 

12.  To note the monthly report from the Chairman  S Wragg, 
Chairman 16/04/P-12 

13.  To note and endorse monthly report from Chief Executive D Wake,  
Chief Executive 16/04/P-13 

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

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

F Patton 
Committee Chair 16/04/P-14 

15.  To review the integrated performance report (month 11) Executive Team 16/04/P-15 

16.  To approve objectives for the 2016/17 Business/Annual Plan  
B Kirton,  

Dir of Strategy & Business 
Development  

16/04/P-16 

17.  To note intelligence reporting/horizon scanning for the Board E Parkes, Director of 
Marketing & Comms 16/04/P-17 
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No Item   Sponsor Ref 

18. 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. 

19. Date of next meeting: 5th May 2016, commencing at 9am 
 
 
 
 
Signed: ………..……………………  
               Chairman 

Please see reference section at back of papers for key to business plan and glossary of terms/acronyms 
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REF: 16/04/P-03 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT  
 

MINUTES OF A MEETING OF THE 
BOARD OF DIRECTORS  
HELD ON 3 MARCH 2016 

IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL NHSFT 
PRESENT: 

Mrs S Brain England OBE Non Executive Director 
Ms J Dean Non Executive Director 
Dr R Jenkins Medical Director 
Ms K Kelly Director of Operations  
Mr N Mapstone Non Executive Director 
Mrs H McNair Director of Nursing & Quality 
Ms R Moore Non Executive Director 
Mr F Patton Non Executive Director 
Ms D Wake Chief Executive  
Mr S Wragg Chairman  
Mr M Wright Director of Finance  

IN ATTENDANCE: 
Mrs L Christopher Associate Director of Estates & Facilities  
Mr T Davidson Director of ICT 
Ms C E Dudley Secretary to the Board & Governors 
Mr J Fernandez Associate Director of HR&OD 
Ms T Helliwell Learning Disability Liaison Nurse  (attended re Minute 16/05) 
Mr R Kirton Director of Strategy & Business Development 
Ms E Parkes Director of Marketing & Communications  
Mr M H Wickham Clinical Director, Diagnostics & Clinical Support Services  
 and Surgical Services (CBUs 4&5) 
 
 

16/37  APOLOGIES & WELCOME 
Members and attendees noted above were welcomed.  As a courtesy, 
apologies were also noted from Miss Dass, Dr Butterworth and Dr Kapur, 
Clinical Directors, due to other commitments and operational demands.  No 
members of public were present.    
 

Action 

16/38  DECLARATION OF INTERESTS 
None  
 

 

16/39  MINUTES OF LAST MEETING (16/03/P-03) 
The Minutes of the meeting of the Board of Directors held in public on 
4 February 2016 were received and approved as a true record.  
   

 

16/40  ACTION LOG (16/03/P-04) 
The action log showing progress on matters arising from the last and previous 
meetings held in public was received and reviewed.   Further updates on two 
items were noted:  
a) 16/24 – External IT testing  

More information was received on the assurance provided to date from 
external IT system providers.  Mr Davidson confirmed that the current 
approach met good practice, with testing routinely carried out by the 
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suppliers on new issues/updates on release.  Nevertheless the Chairman’s 
concerns regarding the last in-depth testing carried out on the Trust’s 
central system were acknowledged and Mr Davidson undertook to pursue 
more regular testing through the national user group. 

b) 15/194 – Partnership Metrics  
It was agreed that this action should be removed from the Log on the basis 
that development of metrics was ongoing within the community and would 
be reflected in the Trust’s integrated performance report when available.  
 

 
 

TD 

16/41  PATIENT’S STORY   
Ms Helliwell shared the account of a patient (“John”) with learning disabilities 
and other complex care needs, and his experience with both a planned and an 
unplanned admission – as outlined in the attached presentation.   
It was explained that healthcare providers are required by statute to take 
reasonable actions to accommodate the particular needs of patients with 
learning disabilities.  For John’s planned admission, the Trust had worked 
closely with partners to adapt provision of care to meet his needs and to 
support him throughout the process as much as possible.  The Trust went to 
great lengths to do so, with adaptations including home assessment visits 
(a first for the Trust) and a dedicated theatre session with direct access on the 
day; the theatre staff even tended to his hands and nails whilst he was under 
anaesthetic to help make him more comfortable.  Good feedback had been 
received from everyone involved and the Trust achieved a successful health 
outcome for the patient by effectively implementing the core principles of the 
Mental Capacity Act and the Quality Act.  
John’s experience when faced with an emergency admission following a fall at 
home was very different, including an initial delay of several days before being 
brought to the Emergency Department (ED) for an x-ray and difficulties on site 
in both ED and when admitted for treatment, with neither the Learning 
Disabilities Lead Nurse nor the ED’s Learning Disability champions initially 
available.  On her return to work the next day, Ms Helliwell established a DoLs 
order (deprivation of liberty), as John himself was unable to consent to the 
treatment he needed.  Reasonable adjustments were quickly put in place to 
make certain his best interests were better supported throughout the 
remainder of his hospital stay.  The need for significant adjustments at John’s 
home were also identified and put in place ahead of his discharge, to help him 
manage whilst recovering, and a safeguarding referral was lodged in relation 
to the initial delays in his attendance at hospital.  The experience overall had 
been considerably more distressing for John than it should have been 
The contrast between the two episodes had provided some valuable lessons 
to ensure the Trust was more prepared and able to manage the expectations 
of patients with extra needs in future, particularly for emergency attendances.  
Ms Helliwell stressed that the learning had reinforced actions such as earlier 
reference to the patient’s personal journal (“All about me”) when available, 
using the patient information emergency grab sheets, working with patients’ 
families and carers more closely and utilising the central patient records 
system better to record helpful information.  With regard to the latter, 
Ms Helliwell observed that the new system had improved alerts regarding 
admissions of patients with learning disabilities, which had ensured she had 
been made aware of John’s emergency admission immediately upon her 
return to work. It was noted that the need for all clinical areas to have a 
Learning Disabilities champion would shortly become a CQUIN 
(commissioning for quality & innovation) indicator, which would help drive 
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improvements further.  A recent publication from the Royal College of Nursing 
(RCN) provided more guidance on support for patients with Learning 
Disabilities too.  Whilst it was confirmed that much of the work outlined by the 
RCN was already in progress within the Trust, it was acknowledged that more 
still needed to be done.  Ms Wake was conscious of the improvements around 
Learning Disabilities over the past two years, with resource files now available 
on every ward, however, she fully supported the need to promote more training 
and awareness raising, particularly at key access points such as the ED and 
Acute Medical Unit. 
The Board was appreciative of the story and the extensive arrangements put in 
place for John’s planned admission, supported by some excellent team work. 
They also acknowledged the lessons learned from his unplanned admission 
and the further work ahead. Ms Helliwell was thanked for an informative 
presentation and for her part in John’s care and her commitment to delivering 
further improvements in future.  
 

16/42  QUALITY & GOVERNANCE COMMITTEE  (16/03/P-06) 
- CHAIR’S LOG 
The Board received and reviewed the Chair’s Log from the Quality & 
Governance Committee (Q&G) meeting held in February. Ms Moore advised 
that the Trust had faced tremendous operational pressures on the day of the 
meeting, resulting in some clinical colleagues not able to participate but it had 
been a good meeting nonetheless, with key items discussed as outlined in the 
Log.  Significant issues had included assurance on handover of responsibilities 
from the Associate Director of Corporate Affairs; continued monitoring of 
complaints (still an issue around timeliness of responses and focus on 
cascade of learning); review of the integrated performance report (IPR) with 
discussions around Clostridium Difficile (C.diff - now at full trajectory) and 
mortality ratios following the disappointing increase reported in latest data; the 
projected outcome for the Trust’s Informational Governance (IG) Toolkit 
submission for 2015/16 - also subject to a separate report to the Board (see 
Minute 16/43 below), and continued pressures on recruitment and retention in 
core areas such as the ED, which were reflected in discussions on the Board 
Assurance Framework (BAF) and Corporate Risk Register (CRR) too.  
Discussions had also identified that whilst the CRR referenced current issues 
identified as high risks, it would be useful to develop a means of identifying 
emergency risks coming up from the various Clinical Business Units (CBUs) as 
well to ensure that Q&G and Director level awareness was comprehensive and 
this was now under consideration. 
The requested report on 1-to-1 nursing observation had also been subject to 
close scrutiny.  Ms Moore confirmed that the Committee had received 
assurance that, with effective mitigation in place, none of the unmet demand 
had given rise to any harm to patients.  The report had indicated that requests 
for observation were often a first call, ahead of consideration of other options 
for supporting the patients, and would be subject to further review. 
Ms Moore also highlighted the Trust’s continued compliance with the 
Elimination of Mixed Sex Accommodation standards.  She was conscious of 
the current demands on the Trust and believed this achievement under such 
circumstances was a credit to the teams involved. 
In addition, the Committee had reviewed and endorsed the Cancer Services 
Operational Policy, which was recommended for the Board’s approval.   
Mrs Kelly advised that the regional cancer network had showed an interest in 
the policy, which could well be adopted across the region. 
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Mr Mapstone referred to the Committee’s observations on mortality ratios.  
Dr Jenkins expanded on the Log and reminded members of the time lag 
around Hospital Standardised Mortality Ratio (HSMR) data, often creating 
delays between improvements being driven internally and evidence of the 
impact showing in the reports.  The latest HSMR data reviewed by Q&G 
showed the situation as at October 2015 but real time data was better reflected 
in the reporting on crude mortality, which continued to show a flatter position 
albeit with a spike in recent weeks. The spike had coincided with the nationally 
reported incidence of influenza, which, as in 2014/15, was expected to be seen 
again in 2015/16 in most trusts.  The position on the Summary Hospital 
Mortality Indicators (SHMI) data was still good at c98 but also lagged behind in 
terms of reporting times.   
Dr Jenkins confirmed that significant actions continued to be progressed on 
key issues affecting mortality – Acute Kidney Infection (AKI), sepsis, 
pneumonia and other work led by the Deteriorating Patient Group – with latest 
analysis showing much improved compliance on sepsis and AKI, albeit not yet 
reflected in mortality data.  He advised that the Trust was also currently out to 
tender for vital life signs monitoring equipment and had very recently agreed to 
use the Dr Foster tools in future, as this system now provided a more 
sophisticated and informative data analysis tool.  Dr Jenkins reminded 
members of the expected change in national reporting too, which it was 
anticipated would give more focus on avoidable deaths; findings to date had 
shown no correlation with HSMR figures. Future reporting on mortality would 
be amended to include the new system when introduced.  Nevertheless the 
Chairman echoed the concerns raised around the increase in mortality rates, 
with rolling 12 months also showing deterioration on HSMR.  Whilst it was 
acknowledged this would in part be due to the winter spikes reported in all 
trusts in 2014/15, Mr Patton queried if the winter spike had been reflected in 
crude mortality rates at that time. Dr Jenkins advised that it had not and 
conversely he did not necessarily anticipate the recent spike in crude mortality 
to impact on future HSMR data.  He did, however, advise that the increased 
mortality figures reported for the Trust were common to other trusts in the 
region, with Barnsley ranking among the middle of the group.  
Ms Wake shared the view expressed by Ms Dean, regarding the need to 
consider any potential correlation between current staffing levels and high 
patient numbers and mortality rates.  She believed the Deteriorating Patients 
Group had carried out some work on this and that it would be helpful to see the 
group’s findings.  In response to Mrs Brain England’s enquiry regarding 
opportunity for development of a more planned response for staffing levels 
around peak pressures, Ms Wake gave assurance that the Trust continued to 
do its utmost in terms of planning, supported by the robust nursing bank and 
recruitment plans already in place.  At the outset of the year, the Trust had 
hoped to establish a winter ward for 2015/16 but no funding had been 
available; the subsequent unplanned need for escalation beds had put an 
additional demand on the Trust but the escalation wards had been headed up 
by substantive staff to ensure stability in the teams.  Whilst still a significant 
staffing pressure, this had proved to be a much more effective approach than 
in previous years.  Looking ahead, proposals for development of a ‘hot and 
cold’ site would help to address the seasonal demands too, as would 
development of the associate nurse role (still under national consultation but 
the Trust had bid to be a pilot site) and abolition of the bursary for nurse  
training, which would help to redress the shortage of registered general nurses 
albeit with a lead in of several years. 
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In conclusion the Log was accepted, together with the wider discussions noted 
above.  The Board also approved the Cancer Services Operational Policy and 
the annual statement on Eliminating Mix Sex Accommodation, which would be 
posted on the Trust’s website with immediate effect.  
 

 
 
 

16/43  INFORMATION GOVERNANCE TOOLKIT (IG Toolkit) (16/03/P-07) 
As referenced in the Q&G Action Log, the report on the IG Toolkit indicated 
compliance against 43 of the 45 criteria.  The two areas non-compliant related 
to mandatory training on IG and a new requirement against one standard.  
Dr Jenkins advised that the status had been reviewed further by the Executive 
Team (ET), who believed that both issues could be addressed through a 
focussed programme running until the end of the month, ie to achieve staff 
training on IG at 95% and provide sufficient data (rather than an audit) to 
evidence the required compliance against information sharing.   He confirmed 
that he, Mr Davidson and Mr Wright would ensure delivery of the programme 
to achieve full compliance at Level 2 standard, ahead of the submission 
deadline of 31st March 2016.   
The Board endorsed the reported progress on the IG Toolkit to date and 
approved delegated authority to the ET to approve final sign of off the 
submission due on 31st March 2016.  
 

 
 
 
 
 
 
 
 
 
 

RJ/TD/ 
MW 

 
DW/RJ/

MW 

16/44  EXECUTIVE TEAM – CHAIR’S LOG 
Nil return – reportable issues reflected in other reports.  
 

 

16/45  QUALITY ACCOUNTS – 2015/16 & 2016/17 (16/03/P-09) 
Mrs McNair presented the report on progress to date against the priorities and 
indicators set out in the Quality Account (QA) for 2015/16, and preparation for 
2016/17, work on which was now in progress subject to outcomes from the 
year end.  The report was noted, and the Chairman also advised that the QA 
had been subject to lengthy discussion at the Governor’s Q&G sub-group 
recent meeting, ensuring good consultation with the Governors.  
 

 

16/46  CHAIRMAN’S REPORT (16/03/P-10) 
The Chairman’s report was received and noted, providing an overview on a 
number of activities undertaken on behalf of the Trust since the last Board 
meeting and items of interest for the Board, including feedback from national 
and local events and the continuing work of the Council of Governors and 
Barnsley Hospital Charity.    
The Chairman drew attention to the Statement of Principles for the Working 
Together (WT) Programme, which was being taken to the Board of every trust 
in the partnership for support.  It was explained that the work of the WT 
programme would fit well with the Sustainability & Transformation Plan (STP), 
as the local STP footprint was expected to comprise the whole of South 
Yorkshire and Bassetlaw, with Mid Yorkshire and Chesterfield trusts aligned as 
associated members. The Statement of Principles had been drawn up 
primarily by the WT Chairs to drive more progress and pace, supported by 
robust governance arrangements and giving more focus on strategy processes 
across all partners.  It was noted that the Chair and CEO WT groups would 
both be headed up by leads from Sheffield Teaching Hospital NHS Trust 
(STH) for the next 6-9 months; this was intended to facilitate closer working 
across the programme and was not expected to present any conflicts of 
interest.  Ms Wake advised that all of the WT partners had acknowledged that 
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a lot of time and work had been expended on the programme to date but with 
a number of innovative ideas deferred at the point of execution. This could not 
be continued; the new governance arrangements and focus should help the 
programme to deliver real differences and link in to the STP.  With regard to 
leadership of the STP, this would be the subject of discussion at a forthcoming 
meeting scheduled later in the month.  STP leads were expected to be 
appointed by consensus among the organisations within each STP area but 
NHS England could intervene if needed. 
The WT Statement of Principles was supported by the Board. 
The Chairman invited reports from other member of Non Executive team: 

• Ms Moore reported feedback from her recent attendance at CBU3’s 
governance meeting.  Since taking over as Chair of Q&G she had been to 
two CBU governance meetings, both of which had evidenced staff’s 
commitment to quality. She had also observed a number of processes in 
place that could be managed differently to help ideas come to fruition more 
quickly and facilitate both quality improvements and innovation. 

• Mr Mapstone advised that he had recently Chaired the first meeting of the 
Employer Based Awards for consultants and the process for the year was 
now in place. 

• Mrs Brain England, Chair of the Audit Committee, reported on her latest 
meeting with the Internal Audit team, who had also met with the ET to 
consider areas for deep dive in 2016/17.  The plans for next year would be 
received for approval by the Audit Committee at its next meeting in April.  
Directors were encouraged to notify Mrs Brain England ahead of that 
meeting if there were any specific areas they would like to see considered 
in the 21016/17 audit plan.  
 

16/47  CHIEF EXECUTIVE’S REPORT (16/03/P-11) 
The Chief Executive’s report was received and noted, providing information on 
a number of internal, regional and national matters.  The report also included 
information on the latest HSMR data, which had been expanded in earlier 
discussions (above).  In addition Ms Wake outlined the work to date being 
carried out by an external consultancy, primarily to improve efficiencies in 
outpatients and theatres ahead of the new financial year.  Initial work would be 
capped at under £50,000, with some discussions ongoing with Monitor to 
support further work.  Ms Wake affirmed that the consultancy had not been 
hired to provide further analysis of the issues prevalent in these areas but to 
deliver outcomes, improve efficiencies and provide longer term savings.  If 
required, more information on the outcomes could be presented to the Board 
separately, in private session. 
Two other issues were expanded from Ms Wake’s report in response to 
specific queries from the Non Executive team: 

• Monitor visit - 9th March  
It was explained this was the annual visit Monitor conducted with every 
foundation trust (FT).  The main focus would be around finance, with some 
discussion on quality and operational issues for 2016/17.  Ms Wake 
anticipated the visit would also provide opportunity to talk more about the 
Trust’s ‘hot & cold site’ proposals.  

• Junior Doctors Industrial Action  
Based on data collated to date, Dr Jenkins believe the action would impact 
on typically 100 outpatient appointments per day (all of whom would be re-
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appointed as soon as possible), with robust plans in place to support 
service continuity as had proven successful in the earlier strike day.  A 
briefing on the latest contract proposals had been appended to the CEO’s 
report.  Dr Jenkins suggested that the new contract potentially showed 
some improvements over the current one but was complex and would 
require a lot more scrutiny to fully assess the impact on both the junior 
doctors and the Trust.  
 

16/48  COUNCIL OF GOVERNORS (16/03/P-12) 
The latest General Meeting agenda (February) and approved Minutes 
(December 2015) of the Council of Governors was received and noted. 
Mr Mapstone and Mrs Brain England, respectively, requested more information 
on how the Council of Governors engaged with the communities they 
represented and how the Trust recognised the added value gained from the 
Governors. Following discussion it was acknowledged that the Board  greatly 
valued the input of the Governors and was keen to continue working closely 
with them and supporting them with ongoing training and sharing of 
information. Governors held an important responsibility of holding the Non 
Executive Directors to account and their activities as a direct conduit to the 
public provided valuable feedback from across the community to the Trust and 
vice versa.  Changes implemented in 2015 to expand the distribution of the 
Hospital Newsletter had supported this work.  It was, however, acknowledged 
that the Trust needed to progress its plans to work more closely with the 
Governors to support them in wider engagement and to develop closer 
consultation on key issues such as the business plan in addition to the 
briefings regularly provided.  
 

 

16/49  FINANCE & PERFORMANCE COMMITTEE (16/03/P-13) 
– CHAIR’S LOG 
Mr Patton, Chair of the Finance & Performance Committee (F&P), presented 
the Log for the Committee’s latest meeting.  The Committee had concentrated 
on two areas: outcomes for 2015/16 and plans for 2016/17.   
As outlined in the Log, 2015/16 was on schedule to deliver the revised deficit 
of -£16.2 million, with work ongoing to improve the final position if possible.  
The Cost Improvement Programme (CIP) remained slightly adrift for the month 
and year to date but was projected to deliver against target albeit with an 
increased dependency on non current projects, which would impact on 
2016/17 plans.  Cash was very tight but would be assisted by the additional 
Working Capital Facility funding due shortly. 
Mr Patton summarised that the overriding message for 2015/16 was that 
programmes would achieve against target but not at the velocity originally 
planned.  Consequently the Trust would be looking at a very stretching target 
for 2016/17, with an effective CIP key to ensuring delivery and access to 
essential funding.  Plans for the CIP were currently valued at £5.8 million, of 
which 16% were at level 4 maturity, with a target of £7 million and work 
ongoing to ensure the programme was able to start from 1st April. 
In response to questions from the Non Executive team, Mr Kirton advised that 
phasing of the 2016/17 CIP was currently under review to ensure it was not 
back loaded for quarters 3 & 4.  The maturity rating on a number of plans had 
increased over the last week and the teams continued to look at additional 
schemes.  Close work continued with the CBUs around the budgeting process 
at service line level as well as review of skill mix opportunities, responding to 
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the Carter Report and exploring other opportunities for efficiencies and 
development. To ensure Trust-wide engagement in the 2016/17 plans, 
extensive briefings would be scheduled with stakeholders including staff (the 
first staff event scheduled in mid-March was one example) and, as mentioned 
previously, with Governors. 
Mr Patton advised that the Committee had also received assurance on: 

• capital expenditure – first cut at c£7 million; plans to support the hot & cold 
site proposals would see an increase in the current plan, nearer to £10 
million (for first stage works) and would need additional funding.   

• activity – continued to perform well overall, with some exceptions as stated 
in the Log and in wider discussions. The Committee had welcomed 
feedback that the Trust had been noted by Monitor as a good performing 
organisation despite the ongoing concerns around the key issues of finance 
and the <4 hour emergency access target. 

• business plan for 2016/17 – work ongoing, with the final submission due to 
be submitted to Monitor by 11th April.  It would be presented to the Board 
for formal approval in advance. 

It was acknowledged that the forward position remained challenging and 
complex.  Development of the hot & cold site proposals would be key and an 
injection of funding over and above projections would undoubtedly assist with 
this but could not be counted upon.  It did, however, illustrate the importance of 
delivering the centrally ascribed Control Target (CT) to ensure the Trust was 
able to access essential additional funding already identified in 2016/17.  
Mr Wright advised that nearly a third of trusts across the country had declared 
they would be unable to meet their CTs and other trusts were still working 
through their initial submissions.  He confirmed the Trust’s intention to deliver 
its deficit CT was based on the 2015/16 forecast outturn and a high level 
forecast for projected factors in year.  The first draft budgetary plans, however, 
would be subject to further review by the finance team, outcome of ongoing 
negotiations with the Clinical Commissioning Group (CCG) and recognition of 
risks outside of the Trust’s control (such as other trusts’ non-compliance with 
the agency caps).  Mr Patton advised that F&P had also welcomed the 
contingency planning and the Trust’s commitment to the agency cap and 
improved controls on waiting list initiatives, which would be continued into next 
year. 
Mrs McNair and Dr Jenkins commented on the continuing challenge around 
agency caps.  Mrs McNair advised that the Trust had offered bank contracts to 
nursing agency staff, many of whom had declined based on assurance from 
the agencies that they would not have to comply with the cap.  Similarly 
Dr Jenkins reported difficulties with locums stating that higher payments were 
available from other trusts.  The Trust’s agency panels had, however, provided 
other benefits in terms of improved longer term planning for agency/locum use, 
which would be continued. 
The Board received assurance that communication plans had been developed 
around the 2015/16 outcome and 2016/17 projections.  Ms Parkes assured the 
Board that regular briefings were provided to media contacts throughout the 
year to ensure they were fully informed on the Trust’s financial position.  Staff 
were also kept engaged through team brief and other routes, and wider 
engagement including quarterly briefings with the Barnsley MPs too. 
The Board acknowledged that delivery would be heavily dependent on the 
right leadership and capacity arrangements being in place too. This should be  
supported by the proposed CBU restructure, as reported to the Board 
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previously. Consultation on the restructure was still ongoing, particularly with 
the staff whose roles could be directly affected, but generally the plans had 
been well received and had also been supported by the unions.  It was not 
anticipated that the changes would give rise to any redundancies, although this 
risk had been factored into the planning.   
Ms Wake recognised the concerns associated with any changes but reminded 
members that it  had been a long held aim to evaluate the effectiveness of the 
previous change from 14 Clinical Service Units (CSUs) to 6 CBUs.  That 
earlier move had caused some delays in the organisation pending 
appointments to key roles and staffing gaps within the CSUs at the time, 
although significant progress had since been achieved over the past two 
years. Meaningful discussions and planning had progressed to support further 
revisions to the structure and the step change from 6 to 4 CBUs would not 
have the same negative impact as it was not such a massive shift and would 
give a more effective operational footprint. Dr Jenkins advised that the 
changes would provide better alignment of specialities too, which would enable 
the Clinical Director (CD) roles to be more effective, supported by an improved 
sub-structure with deputy CDs as well as the General Managers and clusters 
of specialties below that level.   
In addition to the Trust’s financial position, Mr Patton affirmed that F&P had 
also reviewed the changing position on sickness absence, which had 
increased month on month but was still an improvement year on year and 
continued to perform well against regional peers.  The uplift had been largely 
due to an increase in short term seasonal sickness (coughs and colds, etc) but 
the Board also acknowledged the continued high pressures on staff, which 
would have been a contributory factor.  F&P had emphasised the need to 
ensure a balance and not pressurise staff to come back before they were fit to 
do so despite the high service demands.  The Chairman outlined some of the 
continued work to ensure staff were made aware of how much their efforts 
were appreciated, which included opportunities such as the monthly 
BRILLIANT Awards. 
The Board endorsed the recommendations set out in the Chair’s Log to note 
the current positions for finance, activity and workforce and ongoing planning 
for 2016/17.  
 

16/50  INTEGRATED PERFORMANCE REPORT (IPR) (16/03/P-14) 
The IPR for month 10 was received and noted, many aspects of which had 
been covered in earlier discussions.   Performance remained good overall with 
the exceptions reported earlier in the Chairs’ Logs from F&P and Q&G.  
Further feedback on the IPR was reviewed and discussed, as noted below. 
Quality & Safety  
Mrs McNair confirmed that the key issues around quality and safety had been 
reviewed by the Q&G committee as reported in the Q&G Chair’s Log. She 
highlighted the continued progress against falls, with none recorded in month 
as causing serious harm and only two incidents of moderate harm reported, 
neither of which could have been avoided by any intervention from the Trust.  
In relation to C.diff, Mrs McNair confirmed that no more cases had been 
reported to date but agreed with the Chairman that it would be unsurprising if 
more cases were reported in view of the high numbers of patients.  She also 
flagged that only one of the cases recorded to date had been deemed 
avoidable.  
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Workforce  
Mr Fernandez confirmed the uplift in sickness absence, due to higher levels of 
short term sickness absence and undoubtedly also due in part to the reported 
pressures on staff.  Other trusts were similarly suffering; the Trust was by no 
means the worst performer and had been rated second best in South 
Yorkshire in the latest benchmarking data.  Nevertheless work was ongoing to 
support staff and management and try to redress the position.  Mrs McNair 
highlighted the excellent position for wards 19/20, which represented one of 
the most challenging areas for recruitment but had maintained their sickness 
absence at c1.9%, reflecting their continued commitment.  
Mr Fernandez advised that recruitment was now reported weekly to ensure 
closer management of the process overall, with the latest data showing 55 
vacancies and 30 offers made – so only 25 live vacancies, which was a good 
position overall.  Plans were also in hand to give more focus to the Trust’s 
retention plans.   
In terms of appraisals, these would be repeated in April-June as last year.  
Feedback from the staff survey and the latest Listening in Action (LiA) pulse 
check had reflected significantly more positive feedback on appraisals than in 
the past and it was important to maintain this momentum.  Mr Patton raised a 
note of caution, however, that the Board may need to consider some leeway 
and accept a longer timeframe or lower achievement against the 90% target 
for appraisals in April-June, to ensure the appraisals did not add to the 
pressures already facing staff. 
Activity  
Expanding on earlier reports, Mrs Kelly affirmed that most indicators continued 
to be met despite current operational pressures.  She highlighted achievement 
against RTT (referral to treatment) 18 week targets and improvements in 
DNAs (did not attend), which were a credit to the staff involved.   
In terms of the <4 hours emergency access target, discussions at F&P had 
highlighted the current pressures on emergency admissions over and above 
the 3% increase contracted for the year.  The Trust would not achieve the Q4 
or year end target but was still managing the position closely and exploring 
ways to improve performance as well as maintaining patient safety at all times.  
The current performance had been reviewed by and discussed with Monitor’s 
specialist team earlier in the month. They had been largely supportive of the 
Trust’s approach and the focus on ensuring no harm to patients on emergency 
pathways and had also reported on similar – and in some places much greater 
– pressures facing the NHS across the country.  One trust had been held in 
high esteem by the visiting team and the Trust was arranging to visit the site, 
to try to identify good practice that could be applied at Barnsley.  Indications 
were that it very much reflected the changes the Trust was already trying to 
introduce at Barnsley, with more GP support at the front door. Discussions on 
the latter were continuing with the CCG and GP Federation but would be  
challenging with 50+ GP vacancies across Barnsley and high costs associated 
with establishment of an additional IBarnsley outlet at the hospital. 
As part of the improvement plans across the NHS, all trusts had been set a 
trajectory to return to compliance. The Trust’s target had been set at 93% for 
April, 94% in May and 95% at the end of Q1, although the Trust had been 
clear that it could not achieve this without further support.   
Plans to deliver improvements to the breast symptomatic service had 
progressed, with the post of a radiology consultant currently out to advert and 
a second clinic in Barnsley to start from June, in partnership with Doncaster.   
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Progress also continued in diagnostics, with services projected to redress the 
backlog positions by the end of March.  
Mr Mapstone sought further information on the cancer 62 day performance 
and the number of patients involved.  Mrs Kelly advised that breaches against 
62 days and the interim 38 days target for referrals normally affected no more 
than 6-10 patients, mainly from lung, colorectal and head & neck pathways.  
Work was ongoing with each of the specialities: action plans had been 
reviewed by the ET and discussed with the CCG to develop different ways of 
working and improving the experience for patients.  Mr Mapstone suggested, 
and it was agreed, that it would be useful to show patient numbers on the 
charts in future to give a view on the range although, as pointed out by the 
Chairman, reporting would still need to show achievement as a percentage in 
line with national measurements.    
Finance  
Mr Wright reiterated the -£13.9 million deficit at the end of month 10, which 
was in accordance with plans to achieve the revised year end position of  
-£16.2 million.  He was confident the Trust would deliver against target, subject 
to continued close monitoring.  He also highlighted capital expenditure to date, 
which was lower than initially planned (as previously agreed) but was now 
supported by ongoing work to ensure it was spent in year to enable the Trust 
to be well placed to progress further capital work in 2016/17.  As reported 
earlier, cash remained tight at £1.3 million.    
  

 
 
 
 
 
 
 

KK 
 

16/51  HORIZON SCANNING AND INTELLIGENCE REPORTING (16/03/P-18) 
The latest report on national and regional developments and issues of note 
was received and noted.   Ms Parkes drew attention to the Family & Friends 
Test (FFT) national spotlight week, which the Trust would be supporting, as 
would the CCG.  She also mentioned that the Trust had been shortlisted for a 
national FFT award, as ain in-house service with strong ownership and 
responsiveness.  The Board agreed that the team’s nomination was a well 
deserved credit to them.  
 

 
 
 
 
 
 
 
 

16/52  ANY OTHER BUSINESS & DATE OF NEXT MEETING 
Date of Next meeting  
The next meeting of the Board of Directors was confirmed for 7th April 2016 
commencing at 9am.   
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John’s Journey – A reflection on both planned and 
emergency admissions for a patient with complex 
needs. 

John
• He was born in Barnsley in 1946.

• He lives in a residential care home with 24 hour support from his 

staff team.

• He has been diagnosed with a learning disability, autism, OCD and 

epilepsy. More recently he has been diagnosed with dementia.

• He has complex behavioural issues which his staff team find 

difficult to manage at times. 

John’s Planned Admission 
• Staff at John’s care home noticed some bowel related symptoms and an out-

patient appointment was arranged. 

• John was unable to attend this appointment but staff from his care home 

attended on his behalf with all of the relevant information.

Mental Capacity Act 2005 –The Mental Capacity Act states that if a person lacks 

mental capacity to make a particular decision then whoever is making that decision or taking any 

action on that person’s behalf must do this in the person’s best interests, while taking a 

collaborative and inclusive approach.

• The best interest process for John concluded that it would be in his best interests 

to have an examination under anaesthetic (EUA) utilising a consent form 4.

Collaborative Working for a Planned Admission  
• John and his family • Anaesthetist - BHNFT

• Care provider - Voyage • Theatre/Recovery staff – BHNFT

• GP • CBU - BHNFT

• Community learning disability nurse -
SWYFT • Learning disability champions - BHNFT

• Barnsley Assessment and Intensive 
Support Service (BAISS) team –
SWYFT

• Learning disability psychiatrist - SWFT

• Learning Disability Liaison - BHNFT • Local authority - Barnsley Council

• Pre-assessment - BHNFT • Hospital security - G4S 

• Surgeon - BHNFT

Reasonable Adjustments – Equality Act 2010
“Hospitals must take positive steps to remove the barriers people may face because of 

their disability. This is to ensure that they receive the same services, as far as this is 

possible, as someone who is not disabled.”

• Out-patient appointment •   Blood specimen 

• Staff allocated • Resources allocated 

• Domiciliary visit - pre/post op  • Pre- assessment process

• Pre- assessment process • Parking arrangements

• Entrance/admission into hospital • Peri-operative pathway

• Recovery pathway • Discharge pathway

• Patient de-brief 

Planned Admission - Good Practice Identified
• Team work

• Effective communication

• Detailed planning process

• Implementing Equality Act - reasonable adjustments

• Implementing Mental Capacity Act - best interests

• Having a liaison nurse based at the hospital 

Planned Admission - Lessons Learnt

• Appropriate documentation - peri-operative assessment 

• Appropriate assessments - capacity for best interest
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The Confidential Inquiry into the deaths 
of people with learning disabilities 2012

• Identifies that people with learning disabilities are more likely to:

• experience delays or problems with diagnosis and with treatment
• experience problems with identifying needs and providing appropriate care in 

response to changing needs

• Identifies that people with learning disabilities have died due to conditions that are 
medically treatable

• By effectively implementing the core principles of the Mental Capacity Act and the 
Equality Act, we were able to achieve a successful health outcome for John. 

Message from the Care Provider
“I would like to take this opportunity to thank you and everyone who took part in the 

planning process with regards to John’s operation. I believe that his best interests were 
upheld throughout the process and all professionals showed compassion, dignity and 

respect towards him.” 

“Following the surgical procedure and best outcome - no major surgery required…the two 
senior surgeons sat down to wash feet of a most vulnerable and helpless man. We 

opened the Podiatry set borrowed from CSSD and the surgeons set to work…staff chatted 
about the theatre session what went well what could we improve upon while [the patient] 
had his nails trimmed and filed, hand cream applied…this was a most privileged moment 

to share in this time of care, compassion and professionalism with a team of people 
working together with only the best interests of this man in mind.”

Reflection from Theatre Lead Nurse

John’s Emergency Admission
• Following John’s planned admission, John had a fall at 

his care home which resulted in contact with his GP who 
advised analgesia and rest after a full examination.

• Six days later the care home contacted the GP again as 
there was extensive bruising to the area and swelling.

• A day later care staff were advised to take John to the 
Emergency Department for an X-ray.

Emergency Admission
• John arrived in the Emergency Department  at 16.44 with two carers
• Very agitated and unsettled – Lorazepam given
• Clerked in by Dr at 18.20; X-rays performed 18.33
• Referred to orthopaedic speciality at 19.00
• Cubicle sought on orthopaedic ward
• 1:1 support arranged
• Contact made from care home to the Emergency Department 
• Learning Disability Liaison Nurse on annual leave
• Learning Disability Champions not available 
• John was very distressed at being in the Emergency Department
• Unable to assess pain as John doesn’t express pain
• Admitted to ward 

Emergency Admission - Good Practice Identified
• DoLS authorisation requested

• Reasonable adjustments

• Consent form 4 in best interests

• Carer accompanied John to theatre and was present afterwards

• 1:1 support provided by carers known to John throughout admission

• Pre-discharge meeting arranged

• Safeguarding referral

Emergency Admission - Lessons Learnt
• Managing expectations of carers/patient when attending ED

• Very distressing – reasonable adjustments

• Timely attendance in ED 

Learning Disability Champions
• CQUIN – all clinical areas to have access to a LD 

champion

• Training

• Champion meetings

• Learning Disability Working Group

• Support
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Planned / Emergency Admissions
John had two very different experiences at Barnsley 

Hospital.

Should his experiences have been different depending on 
whether his admission was planned or in 

an emergency?

RCN’s Connect for Change: an update on learning disability 
services in England (February 2016) recommend:
• A long-term workforce strategy that connects workforce planning to the 

transformation and delivery of services for children and adults with 
learning disabilities.

• Every acute hospital should employ at least one Learning Disability 
Liaison Nurse. By 2020/21 all acute hospitals should have 24-hour 
Learning Disability Liaison Nurse cover.

• Up-skill all general nursing staff to care for those with learning 
disabilities and/or autism, or those who display behaviour that 
challenges.

• An increase in the number of learning disability student nurse training 
places to grow an appropriately skilled workforce.

Thank you

Tracey Helliwell
Learning Disabilities Liaison Nurse

traceyhelliwell1@nhs.net
01226 431217 / 01226 435432
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REPORT TO THE BOARD OF  
BARNSLEY HOSPITAL NHSFT REF: BoD 16/04/P-04 
 

BoD Apr 2016:Action Log (PuM)   
 

SUBJECT: BOARD ACTION LOG 

DATE: APRIL 2016  

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 & Governors 
SPONSORED BY: Diane Wake, Chief Executive 
PRESENTED BY: Stephen Wragg, Chairman 
STRATEGIC CONTEXT  

 

EXECUTIVE SUMMARY  

 

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 

 
 

Pack pg 17



Subject: Board Action Log Ref: 16/04/P-04 
 

Key to RAG status 
 Action overdue or no update provided 
 Update Provided but action not complete 
 Update provided and action complete 
BoD Mar 2016: Action Log 
 

 
ACTIONS ON PUBLIC AGENDA 
Minute 

ref 
Meeting 

date Item Action Owner Due date Done 
Date Progress report RAG 

status 

16/50 March 2016 Integrated Performance 
Report 

Reports on cancer 62 day 
breaches to include patient 
numbers as well as %, to give 
scale. 

Director of 
Operations April 2016 April 2016 

Verbal update re numbers will be 
provided this month and data 
integrated in future reports.  
Agenda item 15 refers 

 

16/14 January 
2016 

Integrated Performance 
Report 

On completion of 
investigations, learning from 
falls case(s) to be presented 
as a patient’s story. 

Director of 
Nursing & 

Quality 

May/June 
2016 April 2016 Patient Story – agenda item 5  

16/08 January 
2016 Mortality Ratios 

Update on likely changes to 
national reporting on mortality 
to be provided in next 
quarterly report. 

Medical 
Director April 2016  

February: Next quarterly report to 
Board due April 2016. 

April: More information awaited 
nationally.  

See agenda item 10 

 

ACTIONS COMPLETED & CLOSED SINCE LAST MEETING   
Minute 

ref 
Meeting 

date Item Action Owner Due date Done 
Date Progress report RAG 

status 

16/43 March 2016 
Informational 
Governance (IG) 
Toolkit 

Work to progress to improve 
final compliance against the 
two outstanding criteria.  Final 
response to be signed off by 
the Executive Team and 
submitted by 31st March 2016. 

Medical 
Director & 
Director of 
Finance 

31 March 
2016 

31 March 
2016 

Completed: Level 2 compliance 
confirmed.    
Audit/evidence requirements 
addressed for Criterion 13-201, 
Information Sharing.  
Compliance at 95% confirmed 
31/3 against criterion 13-112 for 
IG mandatory training. 
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Key to RAG status  
 Action overdue or no update provided  
 Update Provided but action not complete  
 Update provided and action complete  
BoD Mar 2016 Action Log / 2  
 

Minute 
ref 

Meeting 
date Item Action Owner Due date Done 

Date Progress report RAG 
status 

16/42 March 2016 Quality & Governance 
Committee 

Findings from Deteriorating 
Patients’ Group (DPG) work 
on correlation between 
staffing levels, high patient 
numbers and mortality rates, 
to be shared with Board. 

Medical 
Director 

March 
2016 

March 
2016 

Continuous: Sepsis and 
pneumonia work is being led by the 
DPG and the specific mortality rates 
for those conditions are reported 
through the monthly Q&G mortality 
report. 

 

16/40 March 2016 
Action Log -  
Update on external 
cyber testing 

Need for updated testing of 
Trust’s central system to be 
fed back to provider via 
national user group. 

Director of ICT March 
2016 

March 
2016 

Actioned: Supplier has confirmed 
PEN (system penetrating) testing is 
scheduled following planned system 
stability works during April 2016. 
Cyber security has been assured for 
externally hosted solutions. 

 

ROLLING TRACKER OF OUTSTANDING ACTIONS   
Minute 

ref 
Meeting 

date Item Action Owner Due date Done 
Date Progress report RAG 

status 

16/26 February 
2016 

Corporate Risk Register 
(CRR) 

To be subject to closer review 
at Patient Safety Group and 
Q&G Committee next 
meetings, per Board’s 
feedback on the BAF and 
CRR 

Medical 
Director 

Director of 
Nursing & 

Quality 

February 
2016  

March: Reviewed per Q&G Chair’s 
Log.  Also referred to Executive 
Team for action. 
Next quarterly report to Board due 
May. 

 

16/23 February 
2016 

Quality & Governance 
Committee (Q&G)  
- Chair’s Log 

Speaker from Smoking 
Cessation group to be invited 
to future Board meeting/ 
workshop to outline progress 
and plans and future 
opportunities for BHNFT to 
support the group’s work. 

Director of 
Strategy & 
Business 

Development 

May/June 
2016  

Scheduled for May/June to take 
account of emerging new advice for 
smoking cessation (re e-cigarettes).  
Can be brought forward if required. 

 

15/206 Dec 2015 
Nursing & Midwifery 
Staffing & Skills Mix 
review 

Executive summary to be 
revised for next 6 monthly 
report, illustrating triangulation 
with other reports and to 
demonstrate effectiveness of 
staffing levels 

Director of 
Nursing & 

Quality 
June 2016  Due – June 2016  
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Key to RAG status  
 Action overdue or no update provided  
 Update Provided but action not complete  
 Update provided and action complete  
BoD Mar 2016 Action Log / 3  
 

 
  

 
 
 
 
abbreviations:  

• CIP – Cost Improvement Programme 
• CRR – Corporate Risk Register 
• ET – Executive Team 
• F&P – Finance & Performance Committee 
• ICT – Information & Communications Technology 
• IPR – Integrated Performance Report 
• Q&G – Quality & Governance Committee 

 

Pack pg 20



BoD Apr 2016:  Q&G Chair’s Log: Mar 2016/ p1 

  

REPORT TO THE  
BOARD OF DIRECTORS REF: 16/04/P-06 
 

SUBJECT: QUALITY AND GOVERNANCE ASSURANCE REPORT 

DATE: APRIL 2016  

PURPOSE: 
 Tick as 

applicable   Tick as 
applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Carol Dudley, Secretary to Board & Governors 
& Ros Moore, Non Executive Director/Committee Chair 

SPONSORED BY: Ros Moore, Non Executive Director/Committee Chair 
PRESENTED BY: Ros Moore, Non Executive Director/Committee Chair 
STRATEGIC CONTEXT 

The Quality & Governance Committee (Q&G) is one of the key committees of the Board 
responsible for Governance.  Its purpose is to provide detailed scrutiny of quality and safety  
across the Trust in order to provide assurance and raise concerns (if appropriate) to the Board of 
Directors and to make recommendations, as appropriate, on quality and safety matters to the 
Board of Directors. 

EXECUTIVE SUMMARY 

This report provides information to assist the Board on obtaining assurance about the quality of 
care and rigour of governance. From the Q&G Committee’s March meeting, key issues for the 
Board’s attention include: 

• progress on the Information Governance Toolkit (one remaining issue not yet fully resolved at 
the time of the meeting – work ongoing) 

• review of performance against quality and safety indicators in the latest Integrated 
Performance Report 

• outcomes from the latest review of the Board Assurance Framework and Corporate Risk 
Register 

• work being progressed in response to the latest data on mortality rates  

• support for the draft framework for Advanced Clinical Practitioners (including Advance Nurse 
Practitioners – ANPs) 

• implications of the latest fill reports for Nursing & Midwifery staffing and the mitigating actions 
in place to address increased demands on staff 

• achievement against nearly all of the Commissioning for Quality & Innovation (CQUINs) for 
2015/16 

• relaunch of the Dove symbol to support patients on end of life pathways 

• progress against the 2015/16 Quality Account priorities and indicators and draft proposals for 
2016/17 

• review of the year end assessment of performance and compliance with the Code of 
Governance and Quality Governance Framework 

• endorsement of the updated policy on Control & Management of Contractors 
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Whilst not featured on the Log, the Board may wish to be aware that Committee received a 
presentation on the use of Statistical Process Charts (SPCs).  These are already used in several 
of the Trust’s reports, eg Mortality Rates, and are being rolled out more widely in other areas to 
promote a different way of using our statistical data – more proactively, using information set in 
context and taking account of improvement modelling too.  This is a welcome step towards 
greater use of improvement science and lead indicators.    
The Committee also received a brief overview of the workshop recently attended by some of the 
Board with the Advanced Quality Alliance (AQUA) to promote different ways of looking at quality 
and safety.  More information on this and what it can mean for the Trust will undoubtedly follow 
after further consideration by the Board and Executive Team. 

RECOMMENDATION(S) 

The Board is asked to: 

a) note and consider the attached Log 

b) note and ratify approval of the updated Control & Management of Contractors Policy 
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Subject: QUALITY AND GOVERNANCE ASSURANCE REPORT Ref: BoD 16/04/P-06 
 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
 
Committee / Group:  Quality and Governance Committee (Q&G) Date: 23 March 2016 Chair: Ros Moore 

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

Board or Committee 
Recommendation / Assurance/ 

mandate to receiving body 

1 
Information 
Governance 
(IG)Toolkit  

Update received on work to address the two criteria deemed non-
compliant at last meeting.  Audit/evidence requirements for Criterion 
13-201 (Information Sharing) have been addressed.  Full compliance 
not yet confirmed against the remaining criterion (13-112) for IG 
mandatory training; the Committee was assured that this would 
continue to be an issue of focussed efforts throughout the final week 
ahead of the submission date.  
Lead Officer: Director of Finance 

Board of Directors 
For assurance re 13-201 and to 
note continued work on 13-112 
(since confirmed as achieved) 

2 
Integrated 
Performance 
Report (IPR) 

The indicators and targets pertinent to Q&G were reviewed.  Key 
issues included: 
- Complaints: significant improvement in response times reported in 

month 11.  However, in month 12 the Trust had its highest number 
of complaints open. Assurance was received that every complaint 
would be addressed effectively and would be reviewed to ensure 
that any trends were identified and learning cascaded. 

- Falls: improvement (reduction) in levels of harm continued.  Of the 
11 falls reported in month no significant harms were experienced; 
one had resulted in moderate harm and all others were low.  The 
target for 2016/17 is currently under consideration by the Falls 
Group, together with systems for clearer mapping of impact of 
interventions.  National guidance has indicated 10% reduction would 
be a reasonable aim for the year ahead, with a need for continued 
concentration on improvements around repeat falls and levels of 
harm.   

- Clostridium Difficile (C.diff): at the time of the meeting, the year end 
trajectory of 13 had been met but not exceeded.  The Infection 
Prevention & Control (IP&C) team continued to lead extensive 
efforts to maintain this position. National focus continues to be on 
antibiotics and antibiotic usage, with increased attention on  
community.  The Trust will maintain its close working with 
community colleagues, supporting a community-wide response. 

Board of Directors To note 
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Ref Agenda Item Issue and Lead Officer Receiving Body, i.e. 
Board or Committee 

Recommendation / Assurance/ 
mandate to receiving body 

- Workforce: the Committee focussed on the workforce indicators 
noting reductions in sickness absence and latest position on 
appraisals both noted as positive, particularly in view of pressures 
on staff.  Will be subject to further discussion at Finance & 
Performance Committee). 

Lead officer: Director of Nursing & Quality 

3 Patient Safety 
Group (PSG) 

PSG Chair’s Log confirmed that: 
• all CQUINS achieved except sepsis (just below target).  It was 

noted, however, that improvement work for sepsis had been very 
successful, driving compliance to over 90% in year.   
The CQUINS for 2016/17 have not yet been agreed. 

• Dove symbol to be rolled out to support patients on end of life 
pathways.  The symbol had been approved some time ago and 
adopted in a small number of areas; now relaunched more widely 
with roll out plan in place. 

Lead officer: Director of Nursing & Quality 

Board of Directors For assurance 

4 Mortality Rates 

The latest Hospital Standardised Mortality rates (HSMR) from HEAD 
that reflect the position November 2015 was received and noted at 
103.3, year to date, reflecting a further deterioration against last 
month’s report.  As agreed at March Board, work on mortality rates is 
being reviewed and the action plan will be updated for the next Q&G 
meeting (April).  Updated SHMI (Summarised Hospital Mortality 
Indicators) data not yet published. 
Lead Officer: Medical Director 

Board of Directors 
Escalated - to note 
See also separate quarterly report 
on mortality rates. 

5 Nursing & 
Midwifery 

The Committee discussed the key factors behind a drop in nurse 
staffing fill rates and the various mitigating actions in place.  
Significant staffing pressures remain across the Trust with continued 
high demands on services.  The potential impact of moves associated 
with site reconfiguration proposals were noted and must be factored 
into the planning work ahead.  
The Committee noted the Nurse and ODP (operating department 
practitioner) vacancies in Theatres. The position will make agency 
rates more critical in specialties, with the advent of the next reduction in 
cap from 1st April.  Agencies have notified the Trust of rates, which 
remain significantly above cap.  Similar challenge ongoing for medical 
staffing in A&E and this will be fed back to Monitor/NHSI (NHS 
Improvements). 

Board of Directors For escalation – to note 
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Ref Agenda Item Issue and Lead Officer Receiving Body, i.e. 
Board or Committee 

Recommendation / Assurance/ 
mandate to receiving body 

The draft Governance & Operational Framework for Advanced Clinical 
Practitioners was reviewed and supported.  The Trust already has a 
cohort of Advance Nurse Practitioners (ANPs); the framework will 
support these staff and give clarity to their role across the Trust.  It will 
also support similar opportunities among other clinical staff such as 
therapists and physician associates and service developments in the 
future.  An evaluation of the effectiveness of ANPs will be undertaken 
in six months. 
The Board should note that whilst this work has progressed well, once 
trained the ANPs are very attractive to other healthcare providers and it 
is important that the Trust takes the competitive market into 
consideration as well as continuing to train more staff into this 
innovative role.  
Lead officer: Director of Nursing & Quality 

6 
Quality Account 
2015/16 and 
2016/17 

Progress against 2015/16 priorities and indicators noted.  Outline 
proposals for 2016/17 targets also noted and supported.  
Lead officer: Head of Quality & Governance 

Board of Directors 
 

For assurance and to note  
(see also separate report to 
Board) 

7 

Code of 
Governance & 
Quality 
Governance 
Framework 

Annual review of Trust’s compliance/performance against Code of 
Governance and Quality Governance Framework was received and 
endorsed.  Both are based on self-assessment and serve as a 
structured opportunity to review progress against prescribed guidance. 
Lead officer: Head of Quality & Governance 

Board of Directors 
For assurance and to note 
(see also separate report to 
Board) 

8 
Board 
Assurance 
Framework 
(BAF) 

The Committee welcomed the narrative now accompanying the BAF 
and noted that it had been updated following 1-to-1 meetings with each 
of the executive leads during the past month.  Some items had been 
removed where ‘green’ ratings had been reported for two consecutive 
months, as previously agreed by the Board.  One item was added: risk 
1832 – restriction on ophthalmology appointments until April.  
Lead Officer: Head of Quality & Governance 

Board of Directors For assurance 

9 Corporate Risk 
Register (CRR 

The CRR had been similarly updated and was reviewed.  The 
Committee noted that a number of risks have been removed following 
cleansing (historic issues, no longer relevant) to ensure the Register 
remained more pertinent and current.   
The Committee noted that the risk presented by ongoing staffing issues 
and by the  agency cap must be clearly highlighted to the Board 
Lead Officer: Head of Quality & Governance 

Board of Directors For escalation – to note 
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Ref Agenda Item Issue and Lead Officer Receiving Body, i.e. 
Board or Committee 

Recommendation / Assurance/ 
mandate to receiving body 

10 Policies 
The Committee received and approved the Control & Management of 
Contractors Policy, which had been revised and updated (minor 
amendments) through the Health & Safety Group.  
Lead officer: Director of Operations 

Board of Director For assurance and to note 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD/16/04/P-07 

SUBJECT: QUALITY ACCOUNTS 2015/16 PROGRESS AND 2016/17 
DEVELOPMENT 

DATE: APRIL 2016  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Gill Feerick, Head of Quality & Clinical Governance 
SPONSORED BY: Heather McNair, Director of Nursing & Quality 
PRESENTED BY: Heather McNair, Director of Nursing & Quality 

STRATEGIC CONTEXT  

To provide the Board of Directors with an update on the Trust’s progress in achieving the 
2015/16 local quality priorities and indicators and to appraise the Board on the proposed 
2016/17 quality priorities. 

EXECUTIVE SUMMARY  

 
This paper provides the Board of Directors with progress made between April 2015 – February 
2016 in achieving the quality priorities for 2015/16.   
 
It also considers how the Trust is proposing to develop the quality priorities for 2016/17.  
 
 

RECOMMENDATION(S)  
 
 
As at the end of February 2016 the Trust is on track to achieve ten out of the 18 local targets 
and agreed for 2015/16. There is however still work to be done to improve the performance in 
achieving the remaining eight. 
 
The Board of Directors is asked to: 
a) receive and review the attached report, and 
b) approve the proposed quality priorities for 2016/17 
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Subject: QUALITY ACCOUNTS 2015/16 PROGRESS AND 
2016/17 DEVELOPMENT Ref: BoD/16/04/P-07 

 
1. STRATEGIC CONTEXT  

1.1 In 2015/16 the Quality Account requirements were outlined in Monitor’s Annual 
Reporting Manual (ARM) which required the organisation to identify three or four local 
‘Priorities’ for quality across the following three key domains:  

• Patient Experience  

• Patient Safety 

• Effectiveness  

1.2 The Trust was required to identify three ‘Indicators’, (or measures), against each 
‘Priority’ to assess its own internal performance against these priorities. The Trust also 
identified three indicators against the fourth quality goal for BHNFT, Building on 
Capacity and Capability. 

 
2. INTRODUCTION  

 
2.1 This paper outlines the progress of the Trust in achieving the priorities set in the 

2015/16 Quality Accounts (see appendix 1). 
 

2.2 Appendix 2 outlines the proposals for the 2016/17 quality priorities. 
 

3. QUALITY ACCOUNTS 2015/16 

3.1 The NHS Foundation Trust Annual Reporting Manual 2015/16 outlines the Quality 
Account requirements.  NHS foundation trusts should include a report on the quality of 
care they provide within their annual report.  
 

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

 
3.3 Statement on quality from the chief executive of the NHS foundation trust; 

  
3.4 Priorities for improvement and statements of assurance from the board;  

 
3.5 Other information; an overview of the quality of care offered by the NHS foundation 

trust based on performance in 2014/15 against indicators selected by the board.  
 
3.6 Details provided in appendix 1 of this report outline to the Trust Board the finer points 

of the local quality priorities and indicators agreed for 2015/16 and highlight the Trusts 
progress in achieving these targets to date. 

 
3.7 Based on the most up to date available data and information the Trust is on track to 

achieve 10 out of the 18 local targets and agreed for 2015/16. There is however still 
work to be done to improve the performance in achieving the remaining 8: 

 
• Reduction in inpatient falls, multiple falls and the severity of harm caused by a 

fall 
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• Demonstrate 95% compliance with the Pneumonia Care Pathway by end March 
2016 

• Demonstrate 95% compliance with the Fluid Balance Pathway by end March 
2016 

• Demonstrate 95% compliance with the implementation of the Sepsis Six bundle 
• Reduce the  Trust’s HSMR to 100 
• Achieve 2% reduction on 2014/15 readmission rates  
• Formally review  all in-hospital deaths and implement any lessons learned 
• Achieve 95% compliance with attendance at mandatory training.  

 

4. QUALITY PRIORITIES FOR 2016/17 

In March 2014 the Trust approved its three year quality strategy (2014 – 2017). The quality 
priorities and targets for 2016/17 will be aligned to the quality priorities contained within the 
quality strategy.  

Goal 1: Patient Centred Care 

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

Goal 2: Delivering Consistently Safe Care 

• To deliver zero avoidable healthcare associated infections. 

• To maintain focus on the reduction of harm to patients and maintain 
improvements in all aspects of patient safety. 

Goal 3: Delivering Consistently Effective Care 

• To ensure consistency in the provision of care provided. 

• To maintain compliance with the metrics associated with high quality stroke 
services. 

Goal 4: Building on Capacity and Capability 

• Develop new roles as required by service need. 

• Ensure that all staff have the opportunity to access education and training   
appropriate to their needs. 

 
 
Appendices: 

• Appendix 1 – 2015/16 Quality Account Priorities 

• Appendix 2 – 2016/17 Quality Priorities 
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Appendix 1 
 

2015/16 Quality Account Priorities 
 

Goal 1: Delivering patient centred care 

Target for 2015/16 Trust’s position as at 29 February 2016 

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

 Continued to improve our positive response rates to 
the NHS FFT with over 85% or more of our patients 
stating they would positively recommend Barnsley 
Hospital to their friends or family 

Developed further opportunities for patients to give 
feedback on their experience of care through the 
wider roll out of the NHS Friends & Family Test 
(FFT) to Out-patient and Day Case areas 

Identified areas for service improvement from the 
2014/15 FFT results  

Identified areas for service improvement following 
the triangulation of patient and carer feedback 
including A number of Trust wide initiatives such as 
a new falls assessment tool, care bundles and  
intentional rounding 

Participation in the service improvement research 
project,  PRASE (Patient Reporting and Action for a 
Safe Environment).   

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

 Identify and implement improvements to the 
discharge process with a targeted approach to 
receiving feedback from patients with dementia and 
a learning disability 

Remained focused on the development and 
implementation of a number of key integrated care 
pathways including; End of Life, and Dementia; 
consistently achieving the 90% target set within the 
2015/16 national CQUIN for improving the 
experience of care provided to patients with 
dementia and end of life pathways continue to be 
delivered with partners through the CCG End of Life 
Clinical Steering Group 

Evaluation of key patient experience themes relating 
to the discharge process resulting in the introduction 
of a number of Trust wide initiatives to improve the 
discharge planning and support service for patients, 
including the development of the Right Care Service, 
an integrated single point of access to ensure that 
patients can access the correct type of care and 
service.    
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Goal 2: Delivering consistently safe care 

Target for 2015/16 Trust’s position as at 29 February 2016 

To reduce harm to patients who 
are having elective surgical 
procedures in our hospital – by 
the end of March 2016 evidence 
100% compliance with the WHO 
surgical checklist. 

 Quarter 3 audit results evidence 85% compliance 
 
Weekly audits of compliance with the World Health 
Organisation (WHO) Surgical checklists including 
‘Team Brief’ and ‘Debrief’ elements of the Five 
Steps to Safer Surgery 
 
Improved engagement of clinical teams in 
completion of the WHO five steps to safer surgery  
 
Monitoring of implementation of actions from 
Debriefs. 

Ensure Root Cause Analyses 
are undertaken by the Trust for 
all hospital-acquired Grade 2 
and 3 pressure ulcers; aim to 
reduce the number of hospital 
acquired avoidable Grade 2 and 
Grade 3 pressure ulcers 
acquired in 2014/15 with the 
ultimate aim of eliminating all 
Grade 3 and 4 hospital-acquired 
avoidable pressure ulcers 

 In 2014/15 there were: 

0 grade 4 hospital acquired pressure ulcers 

168 hospital acquired Grade 2’s and  

50 hospital acquired Grade 3’s of which: 

• 36 were unavoidable 

• 14 were avoidable 

April 2015 – end February 2016: 

0 grade 4 pressure ulcers  
 
11 confirmed avoidable hospital acquired grade 3 
pressure; 26 confirmed unavoidable hospital 
acquired 
 
The Trust  only started doing RCAs on the grade 2s 
in April 2015 and then they were not deemed as 
unavoidable or avoidable until July 2015;  
July 2016 – February 2016 there were 20 avoidable 
hospital acquired grade 2 pressure ulcers; 29 
confirmed unavoidable hospital acquired 

To ensure medicine 
reconciliation occurs within 24 
hours of admission to BHNFT; 
ensure 90% of Medicines 
Reconciliation is performed 
within 24 hours of admission to 
our hospital by the end of 
2015/16 

 Latest audit, January 2016, evidenced 93% of 
patients’ medicines were reconciled within 24 hours 
of admission.   
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Reduction in in-patient falls; 
continue to reduce the number 
of in-patient falls and number of 
in-patient repeat falls across the 
Trust with an aim of achieving a 
further 25% reduction on falls 
and repeat falls reported in 
2013/14; In 2014/15 21 in-
patient falls causing moderate or 
more harm were reported.  We 
aim to reduce this number in 
2015/16 

 788 in-patient falls against a target of 566 by end 
March 2016 
 
171 repeat falls against a target of 90 by end of 
March 2016 
 
22 falls resulting in moderate harm or above. 

 

Goal 3: Delivering consistently effective care 

Target for 2015/16 Trust’s position as at 29 February 2016 

Evidence compliance with:  

National Institute for Health and 
Care Excellence (NICE) Quality 
Standards for VTE Prevention  

NICE Quality Standards for 
Acute Kidney Injury (AKI) 

NICE Guidelines for Falls; 
assessment and prevention of 
falls in older people 

 VTE – A gap analysis has been undertaken and an 
action plan is in place to ensure the Trust is 
compliant with NICE guidance by 31 March 2016. 
Implementation of the action plan is being monitored 
by the Trust Thromboprophylaxis Committee. 

AKI – A new AKI guideline is being developed by 
Consultant Anaesthetist, Steve Lobaz.  

Falls – The Trust now has systems and processes in 
place in accordance with NICE Guidelines for Falls 

Develop and implement a 
Pneumonia Care Pathway by 
July 2015 and to demonstrate 
95% compliance with the 
pathway by end March 2015/16 

 Pneumonia Care Bundle developed and is in the 
process of becoming embedded. 

Proposals are being put forward to the CCG 
regarding this being a CQUIN for 2016/17. 

Demonstrate 95% compliance 
with the  Trust Guideline for 
Fluid Balance Charts by the end 
of 2015/16 

 The new fluid balance pathway has been developed 
and is in the process of being piloted on both a 
medical and surgical ward. 

 
The latest AKI audits Quarter 3 2015/16: 68% 
compliance. 
 
The Trust is in the process of completing Qtr 4 audit. 

Reduce the  Trust’s HSMR to 
100 

 
 
HSMR year to date (latest April – October) 102  
 
(Rolling 12 month to October is 107) 
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Explore the procurement of an 
electronic early warning system 
with the aim of achieving 95% 
compliance with the 
implementation of the Sepsis 
Six Bundle 

 
Compliance with Sepsis Six is the focus of one of the 
2015/16 National CQUINs of which there are two 
parts: 
2a – screening appropriate patients for sepsis. The 
most recent compliance figures collated in Quarter 3 
audit 69% compliance. 
2b – patients with severe sepsis getting antibiotics 
within 1 hour   of arrival. 

The most recent compliance figures collated in 
Quarter 3 audit 52% compliance. 

 
The Trust is in the process of completing Qtr 4 audit. 

Formally review  all in-hospital 
deaths and implement any 
lessons learned 

 
44% of in-hospital deaths have been subject to a 
formal review 

In 2014/15 the average length of 
stay for non elective admissions 
was 3.49. We aim to achieve a 
2% reduction on this in 2015/16. 

 
Average length of stay year to date 2.99 against a 
target of 3.44 
 

Aim to achieve 2% reduction on 
2014/15 readmission rates. 

 Readmission rates year to date 9.0% against a 
target of 7.7% 

 

Goal 4: Building on capacity and capability 

Target for 2015/16 Trust’s position as at 29 February 2016 

Review leadership requirements 
at all grades 

 Clinical Business Units (CBU) have undertaken a 
Training Needs Analysis (TNA) for the leadership 
requirements of staff and a training plan to effectively 
implement the TNA by September 2015. 

Implement nurse revalidation  Processes are in place to ensure effective 
implementation of nurse revalidation. 

Achieve 95% compliance  with 
attendance at mandatory 
training by all groups of staff 

 Attendance at mandatory training year to date 86%. 

Evidence that training is 
evaluated and that 
improvements are made as a 
result of the feedback obtained 
through evaluation 

 Processes are in place to evaluate training and 
ensure improvements are made as a result of 
feedback. 
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Appendix 2 
2016/17 Quality Priorities 

 
Goal 1 – Patient Experience 

We will: 

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

Continue to further develop individualised care plans for patients with complex health needs and long term 
conditions who frequently have a need to access Acute hospital services 

Improve access to post crisis supported discharge services via Care Navigators 

Improve collaborative working with Community Matrons and Specialist Nurses who are in regular contact with 
patients with long term conditions to ensure early identification of patients   

Work to develop innovative approaches to delivering care to patients with long term health needs who require 
specialist input.     

Goal 2 – Care is Consistently Safe 

By April 2017 we will: 

To deliver zero avoidable healthcare associated 
infections  

 Maintain focus on eliminating avoidable hospital acquired infections: 
• Improve or maintain the standards achieved for avoidable hospital acquired Clostridium Difficile in 

2015/16 
• Maintain zero cases of MRSA Bacteraemia 

To maintain focus on the reduction of harm to 
patients and maintain improvements in all aspects 
of patient safety 
 

Achieving Sign Up to Safety harm reduction targets  for; the deteriorating patient, in-patient falls, hospital 
acquired avoidable pressure ulcers 
Ensure targeted teamwork / human factors training for Theatres and Radiology   

Maintain focus on reducing harm from VTE by: 
• Ensuring 90% patients get VTE prevention information on admission / discharge 

• Ensure a root cause analysis (RCA) of all potential Hospital Acquired Thrombosis (HAT). 

Implement Safety Huddles to all wards and departments 
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Goal 3 –Care is Consistently Effective 

By April 2017 we will: 

 
To ensure consistency in the provision of care 
provided  
 
 
 

Ensure 90% compliance with the Sepsis Six care pathway 

Ensure compliance with the NCEPOD Sepsis Report, ‘Just Say Sepsis 2015’ 

Ensure compliance with NHS England Sepsis Action Plan 2015 
 

Implement the new Sepsis consensus definitions (to be published in 2016) 

Introduce new fluid balance chart across the Trust 

Ensure 90% compliance with new fluid balance chart 

Ensure 90% compliance with AKI bundle 

To maintain compliance with the metrics 
associated with high quality stroke services 

Achieve performance level A in all ten Sentinel Stroke National Audit Programme (SSNAP) domains of stroke 
care by April 2017.  

Goal 4 – Building Capacity and Capability 

By April 2017 we will: 

Develop new roles as required by service need  Local CBU targets to be defined by each CBU in April 2016 

Ensure that all staff have the opportunity to access 
education and training appropriate to their needs 
 

To achieve mandatory training compliance of 90% 

To achieve appraisal compliance of 90% 

To implement version 10 of the Trust Training Plan by the 1st of April 2017. 
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: 16/04/P-08 
 

SUBJECT: MEDICAL DIRECTOR’S QUARTERLY REPORT 

DATE: APRIL 2016  

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 
Emma Goodwin, 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. 

EXECUTIVE SUMMARY   
 
This report provides an update on the following key issues within the Medical Directors portfolio   
 

• Medical Appraisal and Revalidation 
• E-Job Planning 
• Medical Education  
• Research and Development 
• Improving Safety 

 
 
RECOMMENDATION(S)  

The Board of Directors is asked to accept the content of this report and note the updates. 
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Subject: MEDICAL DIRECTOR’S QUARTERLY REPORT Ref: 16/04/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 NEW CONTRACT FOR JUNIOR DOCTORS IN TRAINING 

 
2.1 NHS Trusts are expected to introduce the new contract from August 2016. 

Information on the new contract was published on 31st March with timescales 
and milestones for the implementation process; an implementation group will be 
set up shortly. Updates on progress will be provided to the Board in due course 

 
2.2 The first of the two day periods of industrial action was managed without any 

adverse impact on patient safety although unfortunately some patients had their 
appointments rearranged. Plans are at an advanced stage for the second two 
day strike which is on 6-7 April. At the time of writing, 130 clinic appointments at 
3 operations have been rescheduled. Plans for the full strike without emergency 
cover will be made after 7th April but the impact will be significantly greater than 
that of the previous strikes. 

 
3 MEDICAL APPRAISAL AND REVALIDATION UPDATE 

 
3.1   Appraisal 

 
3.2 From Electronic Staff Record (ESR) data, Workforce Information reports 

generated on 29th February 2016 show 94.0% of Medical and Dental Workforce 
(who are eligible for appraisal) are in date, therefore we have achieved the NHS 
England target of 90% but missed our Trust aspirational target of 95% (set by the 
Appraisal and Revalidation Support Group; Dr Richard Jenkins, Mr Jeremy 
Bannister and Jackie Waller).  

 
3.3 Unfortunately two February appraisals missed cut off for entry onto ESR and 

were not captured in this data; correcting the Workforce information figure for this 
gives *96.1% in date for appraisal at 29th February therefore we did achieve our 
95% Trust target.  

 
3.4 Breaking down the Workforce Information figure into consultant and SAS grade 

sub-groups gives:  
 

3.5 Percentage of consultants and staff and associate specialist (SAS) doctors in 
date; of 155 doctors 147 are in date = 94.0% *(96.1%) Percentage of consultants 
in date; of 120 doctors 115 are in date = 95.8% *(96.7%) 
 

3.6 Percentage of SAS doctors in date; of 35 doctors 32 are in date = 92.0% 
*(94.2%)   
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3.7 At 29th February 2016 there were six doctors overdue with postponed appraisals. 

In one case the reason for postponement was acceptable as the doctor 
concerned was on annual leave after returning from maternity leave. However for 
the remaining 5 doctors the reason for postponement was not acceptable. This 
data, and acceptability of, is communicated to our Regional Revalidation Team, 
NHS England via Quarterly reports.  
 

3.8 To reduce the number of doctors becoming overdue due to a postponed 
appraisal an email has been sent to all doctors by the appraisal office detailing 
what constitutes an acceptable/unacceptable postponement and that the 
appraisal office must be notified of an impending postponement before that 
postponement occurs. We will be closely monitoring acceptability of 
postponements and give guidance and support to our doctors as required. 
 

3.9 In addition we are currently reviewing the automatic movement up increment 
scales for doctors who are unacceptably overdue for appraisal by delaying the 
implementation of the new increment by the number of months they are 
“overdue” for their appraisal. This is acceptable under Terms & Conditions as 
verified by Natalie Thompson, Medical Staffing Manager. To be discussed at the 
next Appraisal and Revalidation Support Group (ARSG) meeting 11/04/2016. 

 
3.10 New Appraisal for Revalidation Policy 

 
3.11 This was ratified by Trust Board in February 2016 and currently in the process of 

being uploaded to the Policy Warehouse. 
 

3.12 Incorporation of Annual Educational and Clinical Supervisor Review                                        
within Medical Appraisal    

 
3.13 A process has been agreed to incorporate the annual Educational and Clinical 

Supervisor review into annual Medical Appraisal. This involves close cooperation 
between Medical Staffing and Medical Education and will be presented by Dr Jo 
Beahan, Director of Medical Education, to our appraisers at the next Appraiser 
Update Meeting in June 2016. 

 
3.14 New MAG form (Medical Appraisal Guide) and withdrawal of our local 

Medical Indemnity Declaration form 
 

3.15 NHS England will replace the existing MAG appraisal form with a new version, 
due April 2016, which will negate the need for the in-house form used by our 
doctors to declare they have “adequate Medical Insurance to cover the full scope 
of their practice”. This declaration will be included in the new MAG form. 

 
3.16 We produced and implemented our local form in November 2015 after a 

requirement by the GMC that this information needed to be on record for our 
doctors. 

 
3.17 Appraiser Numbers 

 
3.18 We are currently reviewing appraiser numbers across all CBUs (Clinical 

Business Units) to ensure each CBU is sufficiently resourced; this will take into 
account the new 3 CBU Trust structure. There is an uneven spread of appraisers 
across CBUs and departments, some areas are have too few where others have 
too many. This will be addressed in April 2016 (the start of the new appraisal 
year) when we collate appraiser activity and quality of outputs over the last 
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appraisal year and send our appraisers personalised reports. This will generate 
conversations resulting in a small number of appraisers being “retired”.   

 
3.19 Existing Appraiser re-fresher training 

 
3.20 Appraisers remaining in role after the review of current appraiser numbers (1.5 

above) will undertake a half day on-line appraiser refresher training course 
provided by MIAD commencing May 2016 and available until July 2016. This will 
enhance their skill set to provide quality appraisals and ensure they are up to 
date. In turn this fulfils NHS England and Trust governance requirements with 
our appraisers undergoing internal and external appraiser training. 

 
3.21 Appraiser PA allowance 

 
3.22 At the 13/01/2016 JLNC meeting it was agreed that appraisers will receive 0.25 

PA for conducting a minimum of 5 appraisals per year. This allowance provides 
approx. 5 hours per appraisal and sufficient time to attend a minimum of 2 of the 
3 annual Appraiser Update Meetings and undertake on-line training as detailed 
earlier (1.6 above) organised by the Appraisal Office to ensure the appraisers are 
up-skilled and aware of new developments. 

 
3.23 Appraiser Selection and Recruitment 

 
3.24 We have produced a (draft) Standard Operating Procedure to enable us to 

standardise and make transparent the recruitment and selection of new 
appraisers within the Trust. Role specification, person specification, 
competencies and an application form have been drafted with a fixed term of 
office, 5 years, included. Once agreed this will be used to recruit the new 
appraisers required after the review of appraiser numbers and retiring of some 
appraisers has occurred. This SOP will be discussed and at the next ARSG 
meeting 11/04/2016. 

 
3.25 Senior Appraisers 

 
3.26 We are planning to introduce a new role, Senior Appraiser, to the Trust post CBU 

re-organisation. We are currently sourcing selection and recruitment criteria (to 
mirror 1.8 above) and plan to have 3 Senior Appraisers in place, 1 per CBU. 
Introduction of this role will provide support to the Associate Medical Director and 
the appraiser team and enable succession planning in the long term. 

 
3.27 Revalidation 

 
3.28 Progress   

 
3.29 At 17th March 2016 out of 183 doctors registered on GMC Connect with 

connections to Barnsley as their Designated Body 161 (88%) have undergone 
successful revalidation. 

 
3.30 Revalidation commenced in December 2012 and is repeated every 5 years, if a 

doctor does not revalidate they lose their licence to practice. UK Health 
departments and the GMC planned for the vast majority of doctors to undergo 
revalidation in the first 3 years after the commencement in December 2012 and 
clearly this is on track with just 22 (12%) of our (current) doctors having yet to be 
revalidated on a time schedule designated by the GMC. Consequently 2016 and 
2017 are “mop-up” years but with doctors constantly starting/leaving these 
figures are fluid. 
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3.31 Deferrals  
 

3.32 As Responsible Officer it is sometimes necessary to submit a “recommendation 
to defer” on the GMC Connect website when a doctor has insufficient supporting 
information in their revalidation portfolio to make a recommendation to 
revalidation. These doctors are either engaging in the process and have no 
unaddressed concerns about their fitness to practice or they are participating in 
an on-going process. Therefore deferral is not considered a “negative” outcome, 
it is simply providing more time for these doctors to provide the required 
information.  

 
3.33 In the current appraisal year of 01/04/2015 – 31/03/2016 we have deferred 7 

doctors of which 3 have since successfully revalidated. The remaining 4 doctors 
are on track to revalidate later in the year.  

 
3.34 Our deferral rate of 4.3% so far this appraisal year is below the UK average 

given as between 7% - 11% in the GMC Progress Report June 2015. This is due 
in part to our pro-active approach in supporting doctors through the revalidation 
process. 

 
4 E-JOB PLANNING 

 
4.1 Progress continues to be made in all CBUs who have outstanding job plans and 

are shown in the improved figures below which shows that for the Trust as a 
whole 84% have been agreed by clinicians, with CBU6 having made the least 
progress, although work is on going and new job plans have been sent out to the 
paediatricians in CBU6. 
 

4.2 Mediation requests are anticipated for the 6 paediatric consultants who are 
requesting additional Pas to those offered by the department. 
 

4.3 A status report continues to be produced detailing the number and % outstanding  
for each CBU.  As at 6/1/16 there are 17% of consultant job plans (20 in total) 
and 13% of SAS job plans (5in total) which have not yet been accepted by the 
clinicians, these are split as: 
 

4.4  
   

CBU1 - 
has 3 out of 25 consultants & 1 of 9 SAS job plans = 12% not progressed 
/ 88% complete = Status 

CBU2 - 
has 0 out of 19 consultant & 0 of 7 SAS job plans = 0% not progressing / 
100% complete = Status 

CBU3 - 
has 7 out of 29 consultant & 3 of 9 SAS job plans = 26% not progressing 
/ 74% complete = Status 

CBU4 -  
has 2 out of 15 consultant & 0 of 8 SAS job plans = 9% not progressing / 
91% complete = Status 

CBU5 -  
has 0 out of 14 consultant = 0% outstanding / 0% not progressing / 100% 
complete = Status 

CBU6 - 
has 8 out of 18 consultant & 1 of 5 SAS job plans = 39% not progressing 
/ 61% complete = Status 
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5 MEDICAL EDUCATION 
 
5.1 The last three months have seen changes to the structure within the medical 

education team and all of the college tutor roles have been reviewed, and were 
all advertised and appointed to. 
 

5.2 The Director of Medical Education and Medical Education Manager will be 
working closely with the new college tutors to ensure they have support in their 
new roles. 
 

5.3 The Yorkshire & Humber Trainee survey results from October 2015 were 
received recently. There were lots of positives in the survey around engagement, 
training opportunities and patient safety. A full action plan has been submitted to 
the ET (Executive Team) and this will be reviewed at the internal PGME (Post 
Graduate Medical Education) meeting 
 

5.4 HEE (Health Education England) will make an external QM (Quality Monitor) visit 
to the Trust in October this will be to Medicine and Paediatrics.   
 

5.5 The Trust has agreed in conjunction with Sheffield Hallam University to provide 
placements from May for Physicians Associates.  Physician Associates (PA) are 
a rapidly growing profession in the United Kingdom.  
 

5.6 The PA provides a supporting role to medical practitioners in performing a range 
of skills including: medical examinations, consultations, analysis of test results 
and diagnosis. The PA works under the supervision of a doctor. Students 
undertake a 2 year full time course which leads to a Postgraduate Diploma. 
Clinical placements comprise around 50% of the course. Core competencies and 
skill acquisition form a continual thread as training progresses.  

 
6 RESEARCH AND DEVELOPMENT 

 
6.1 The recruitment target for 2015-2016 was 575.  Final year end numbers are not 

confirmed but as 31/03/16, 457 participants have been recruited.  The Yorkshire 
Health Study (a questionnaire distributed to Trust staff) contributed to this figure 
with 244 participants being recruited in the final two weeks in March. 

 
6.2 The 2016-2017 recruitment target has been re-negotiated with the Clinical 

Research Network (CRN) and now stands at 400 participants.  This has resulted 
in a £37,000 reduction in CRN funding.  However if the Trust recruits over this 
figure, contingency funding is available via a bidding process through the 
network.   
 

6.3 The Research & Development (R&D) Department is currently undergoing a re-
structure.  The formal consultation period has ended and the department are 
awaiting further advice from HR. 
 

6.4 R&D reporting is now through CEG (Clinical Effectiveness Group).  The R&D 
Strategy Group is due to commence 13th April and minutes of these meetings 
will be reported to CEG. 

 
7 IMPROVING SAFETY 

 
7.1 Safety Huddles 
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7.2 Safety huddles are embedded on ward 23 and they have seen a significant 
reduction in falls compared with their baseline data prior to the introduction of the 
huddles 

 
7.3 Work is underway with the following wards to implement huddles Ward 28, 20, 

18, 27, 32, CDU (Clinical Decision Unit). 
 
7.4 Key barriers have been difficulties securing medical engagement, high workload / 

bed pressures, and staff shortages.   
 

7.5 VTE 
 
7.6 VTE (VenousThrombo-Embolism) risk assessment compliance continues to be 

above target (95%) however we rarely achieve above 96% and in February 2016 
it was 94%.  Not all patients are receiving written information about prevention on 
admission / discharge. The committee are raising awareness amongst staff to 
ensure that all patients receive this information. This will be re-audited in 2016. 
Various versions of the VTE risk assessment have been found in circulation. A 
definitive form has now been introduced. There have been two SIs where 
patients who have had hip replacements have been discharged from hospital 
without VTE prophylaxis and developed DVT (Deep Vein Thrombosis). 

 
7.7 Reliable Care    

 
7.8 Acute Kidney Injury (AKI) Bundle:  AKI continues to be a significant patient safety 

issue and in March we had a High Level Incident involving a patient who became 
dehydrated on a medical ward and developed AKI. There was poor monitoring of 
fluid balance and the patient had to be transferred to intensive care. An AKI care 
bundle has been introduced. We will now need a baseline audit of our 
compliance and ongoing regular audit. A new fluid balance chart has been piloted 
and will be rolled out across the Trust in early May supported by a targeted 
education programme. The AKI lab- alert system within ICE is now operational 
and alerts staff to patients who have AKI.   

 
7.9 CAP bundle: A final version of a CAP bundle has now been agreed following a 

small pilot and consultation with staff from ED and AMU (Emergency Department 
and Acute Medical Unit). The CAP bundle sticker will be introduced in April. 
Regular ongoing audit of compliance will need to be undertaken once the bundle 
is rolled out. Compliance with the CAP bundle will also be a local CQUIN 
(Commission for Quality and Innovation) for 2016/17.  

 
7.10 Laparotomy bundle: a laparotomy bundle is not in place at the moment and 

compliance is not being monitored. The National Laparotomy audit shows we 
have good compliance in key areas but that we can improve. The process of 
introducing a care bundle will commence in April. 

 
7.11 Building QI capability and capacity  
 SPC (Statistical Process) training has been accessed by information 

management staff in January 2016. This will enable use of SPC charts in our key 
safety metrics such as falls. A presentation on the use of SPC was delivered to 
March Q&G. The Yorkshire & Humber Improvement Academy provide free online 
QI training at various levels – Bronze and Silver. These courses have been 
advertised to staff and the Academy will provide the PMO with a record of how 
many of our staff access the training. 
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7.12 Building Human Factors capability and capacity     
 A monthly sessions on human factors has been arranged to support the 
NatSSIPs (National Safety Standards for Invasive Procedures) plans. The patient 
safety lead and Matron for theatres are undertaking online training to become  
Team STEPPS (Systems Training for Emotional Predictability and Problem 
Solving) master trainers. Team STEPPS is a human factors / team training 
package that focuses on teaching all staff key teamwork skills – communication, 
leadership, situational awareness and mutual support. The patient safety lead 
has prepared a proposal to pilot focused team training with two wards / 
departments within the Trust in 2016.  

 
7.13 Deteriorating Patient Group 

NEWS – The Nursing Metrics audits NEWS (National Early Warning System) 
reliability monthly but sample numbers are small. The results show good 
reliability for carrying out NEWS but poor compliance with our escalation plan for 
patients who have high NEWS scores.  The Trust has gone out to tender for 
procurement of an electronic NEWS system. An electronic system will make audit 
of reliability much easier. 

 
7.14 The Trust has now joined the National Cardiac Arrest Audit and all cardiac 

arrests are being logged on Datix. By April we should have adequate data to 
establish a baseline from which we can set a 25% reduction target to be 
achieved by March 2017  

 
7.15 Sepsis 
  Work on sepsis has focused on the sepsis CQUIN.  In Q4 some of the CQUIN 

money was used to support secondment of sepsis champion nurses in ED. This 
has had a significant impact on compliance. Sepsis screening for appropriate 
patients has increased from 25% in Q2 to (80% January, and 68% Jan/Feb 
combined). Timely delivery of antibiotics has increased from 45% in Q2 to 81% 
January and 93% Feb)     
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REPORT TO THE BOARD OF  
BARNSLEY HOSPITAL NHSFT REF: BoD 16/04/P-10  

 

SUBJECT: MORTALITY REPORT 

DATE: APRIL 2016  

PURPOSE: 

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance   
For review   Governance   
For information    Strategy  

PREPARED BY: Richard Jenkins and Alicia Gray, Interim Head of Information 
SPONSORED BY: Dr Richard Jenkins, Medical Director 
PRESENTED BY: Dr Richard Jenkins, Medical Director 
STRATEGIC CONTEXT  

The Trust has a 2015/16 goal of reducing mortality rates to below 100. 

EXECUTIVE SUMMARY   
Measures of mortality have improved in the Trust over the last year but there has been a recent 
increase in Hospital Standardised Mortality Ratio (HSMR) levels. This report analyses the latest 
information, using new information available from the Dr Foster mortality tools. 
 
Whilst there has been a rise in HSMR, crude mortality and Summary Hospital Mortality 
Indicators (SHMI) have maintained the previous improvements. Clinical care processes for 
sepsis and other conditions have been the focus of improvement work over the last year and 
compliance rates with care bundles have improved, albeit predominantly in the period after that 
for which mortality data is available. A key finding is that the Trust is a significant outlier for 
palliative care coding and this may explain the difference between HSMR and SHMI measures. 
 
A full action plan will be presented to the next Quality and Governance Committee. 
 
RECOMMENDATIONS  
 
The Board is recommended to review and receive the report. 
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BoD April 2016: Mortality (p2 of 9) 

Subject: MORTALITY REPORT Ref: 16/04/P-10 

1. Background 
1.1 Mortality rates have been used as a measure of the effectiveness of hospital 

services for some years but gained particular prominence following the Mid 
Staffordshire failings. There are a variety of different ways to measure mortality 
rates, all of which require some knowledge of the pros and cons of that measure in 
order for them to be used properly. Standardised mortality measures have had the 
most prominence over recent years – initially HSMR and later SHMI and sometimes 
Risk Adjusted Mortality index in addition. It is likely that NHS England will introduce 
a standard methodology for avoidable mortality in 2016. 

 
1.2 Barnsley HSMR and SHMI were both high but fell significantly in early 2015. It is not 

possible to state the reasons for this with certainty but they were likely to represent 
increased weekend medical cover and improvements in coding. Crude mortality 
rates have fallen significantly over the last few years.  

 
1.3 This report reviews the latest mortality position for the Trust and analyses reasons 

for the recent rise in HSMR. Areas for action are identified and a full action plan will 
be presented at the next Quality & Governance Committee. 

 
2. Characteristics of different mortality measures 

2.1 Crude mortality rates 
 

Crude mortality rates are measured as the number of deaths in a time period, 
adjusted for activity (such as number of admissions). They are useful in following 
mortality rates within an institution but not useful in comparing different 
organisations because of the impact of different casemix of patients between 
organisations. The latter weakness led to the development of standardised mortality 
rate methods. 

 
2.2 Standardised mortality rates 

 
 These estimate a probability of death for each patient based on the coding for that 

admission. This leads to an expected number of deaths which is then compared to 
the actual number of deaths and a ratio calculated. This is often then adjusted to 
100 as the expected value. For example, if the expected number of deaths from 
pneumonia is 80 but the actual number is 100, the ratio of the two numbers is 1.25 
which would be reported as 125. This rate is then adjusted based on the national 
average rate with the latter defined as 100. A value above 100 is higher than 
national and below 100 lower. It is clear that these rates may not be reflecting the 
true effectiveness of care if the methods used to correct for casemix using coded 
data are not perfectly calibrated. There are two such measures in use in Barnsley, 
HSMR and SHMI, and the differences between these are described below: 

 
2.2.1 HSMR measures deaths in hospital from a selected group of conditions and 

is highly affected by palliative care coding rates. 
 

2.2.2 SHMI measures all in hospital deaths and also includes deaths up to 30 days 
after discharge. It is not significantly affected by palliative care coding.   
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3. Weekend mortality 
 

3.1 There has been a lot of controversy about whether mortality rates are truly higher at 
weekends and if so, why.  An analysis of crude numbers of deaths by weekday 
doesn't reveal a weekend effect but standardised measures often do. A key 
difficulty in interpreting the data is that there are many factors that differ between 
weekdays and weekends that may affect the mortality calculations. Not least of 
these is that the pattern of population behaviour with regard to seeking medical 
attention differs at weekends for social reasons and also due to the availability of 
primary care. This means that the types of patients admitted at weekends differs 
from those on weekdays. In addition, numbers of admissions and discharges at 
weekends differ from weekdays so measures that adjust for these factors may be 
introducing bias.  

 
4. Analysis of mortality rates in Barnsley Hospital 

 
4.1 Crude mortality rates 

 
4.2 Crude mortality has fallen steadily since 2007/8 and is lower for 2015/16 than for 

the previous year. There has also been a fall in weekend mortality over the last 2 
years. The table below gives the crude mortality figures for the last 9 years and also 
the weekend rates. The SPC chart of crude mortality by month, shows 
predominantly common cause variation with one case of special cause variation 
which reflected the winter/influenza impact in the winter of 2015/16. 

4.3 

Financial Year No. of Deaths No. of 
Discharges* 

Crude 
Mortality 
Rate per 1000 
Discharges* 

Weekend 
Crude 
Mortality 
Rate per 
1000 
Admissions** 

2007/08 1052 37651 27.94  

2008/09 1062 40028 26.53 31.28 

2009/10 1072 42583 25.17 31.85 

2010/11 1051 40914 25.69 30.06 

2011/12 1012 42023 24.08 28.08 

2012/13 1034 42588 24.28 29.13 

2013/14 1021 42551 23.99 31.10 

2014/15  967 41948 23.05 29.12 

2015/16 YTD 881 39206 22.47 27.91 

* Excludes Daycases, unless a death  
** Deaths/Admissions on a weekend 
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4.4 Statistical Process Control (SPC) Chart, Crude Mortality Rate, BHNFT 
 

 
 

5.   Hospital Standardised Mortality Ratio (HSMR) 

5.1 The figures below show the in-month HSMR to November 2015, the year to date 
HSMR to November 2015 and then benchmarked comparisons with other Yorkshire 
and Humber Trusts for rolling 12 months and year to date. They show that there has 
been a rise in HSMR latterly with the latest year to date level of 103.3 and rolling 12 
month level of 108.2 to November 2015. As the methodology is a lagging indicator, 
the full results for 2015/16 won’t be available until about July 2016. At present the 
Trust is off trajectory to achieve the target of less than 100. 

 
5.2 
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5.3 

 

5.4 

 
 
5.5 

 

6. Summary Hospital Mortality Indicators (SHMI) 

6.1 The latest SHMI data remains for the 12 months to June 2015 and was 98.7, the 
lowest result for the Trust. The next data release will be in April for the 12 months 
to September 2015. The figure below shows the trend in SHMI since it was 
introduced in 2010. The red bars indicate significantly raised levels and the blue 
bars as expected levels. 
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6.2 

 

7.  Weekend mortality rates 

7.1 Weekend mortality has attracted a lot of attention in recent times and has been a 
driver for changes to medical working practices and the national 7 day standards. 
The table below provides data for the 2015 calendar year and gives numbers of 
deaths by day of admission and discharges as well as the respective SHMI 
weekend effect based on crude numbers of deaths but once the data is passed 
through the HSMR algorithm, there are significantly higher levels at weekends. 
The reasons for this and the actions needed to address them are contentious. 
Weekend staffing levels in hospitals and the community are one potential reason 
but it is also the case that activity levels and casemix differ at weekends. 

 
7.2 

Day Number of 
deaths 

Number of 
deaths 

HSMR  

 Day of admission Day of discharge Day of admission Day of discharge 

Saturday 108 110 105 143 

Sunday 139 134 119 203 

Monday 125 138 92 106 

Tuesday 145 147 105 94 

Wednesday 134 117 101 76 

Thursday 142 145 105 96 

Friday 123 125 90 78 
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8.  Coding 

8.1 Coding has a major effect on HSMR and Summary Hospital Mortality Indicator 
levels. Coded data for each patient is used by these methods to calculate a 
probability of death for each patient and these are aggregated up to produce the 
overall expected numbers of deaths for an organisation. If coding is poor, the 
expected deaths will be an underestimate of the true levels and HSMR/Summary 
Hospital Mortality Indicators will appear higher than they should be. The two main 
coding factors are comorbidity levels and palliative care rates but miscoding to 
lower mortality codes can also be an issue. 

 
8.2 Palliative care coding in Barnsley has fallen significantly (see chart below) in the 

last two years and is now significantly lower than the national rate. In addition, 
benchmarking of BHNFT palliative care coding shows that the Trust has some of 
the lowest rates of comparator Trusts. The impact of palliative care coding can be 
assessed by comparing a standard Summary Hospital  Mortality Indicator level, 
which is unaffected by palliative care coding, and a Summary Hospital  Mortality 
Indicator level that has been adjusted for palliative care. The Dr Foster tool 
provides this functionality and reveals that for the latest date period available (12 
months to June 2015), the standard Summary Hospital Mortality Indicator was 
98.7 but when adjusted for palliative care coding, rose to 100.71, suggesting that 
there was an impact of about 2 on the figure. However, this may underestimate the 
impact on HSMR as Summary Hospital Mortality Indicator also includes deaths in 
the month after discharge which are arguably not within the control of the Trust. A 
Summary Hospital Mortality Indicator level for in hospital deaths only, for the same 
period, was 93.4. This is 10.2 lower than the HSMR for the same period and this 
may be a better indicator of the effect of palliative care coding. 

 
8.3 Overall coding of comorbidity levels seems to be at expected levels but there do 

seem to be a high level of R codes. R codes reflect coding due to symptom and 
signs (eg chest pain) rather than a diagnostic category (eg myocardial infarction) 
and R codes are known to underestimate mortality levels. 

 
8.4 
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8.5 
 

 

9. Condition-specific mortality rates 

9.1 Sepsis and pneumonia Hospital Standardised Mortality Indicator rates have been 
monitored closely and both have fallen. The latest data shows a rise in each. This 
is unexpected and is at odds with the evidence that sepsis bundle compliance has 
been improving and a pneumonia bundle is also being implemented. Data 
collected for the 2015/16 sepsis CQUIN shows dramatic improvements in sepsis 
treatment with levels in late Q3 much improved and near 100% compliance in A&E 
from Q4. It is possible that the HSMR data which covers the period to November 
2015 does not reflect the improvements that became particularly marked in 
December and January so it will be important to carefully monitor these levels over 
the next 6 months. 

 
9.2  
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 9.3 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
10. Conclusions 

 
10.1 The use of any single measures of mortality does not provide sufficient information 

and it is recommended that a range of measures continue to be used to provide a 
rich picture of local mortality rates. Until the awaited national guidance is available 
on avoidable mortality, it is proposed that the Trust continues to use a combination 
of crude mortality, SHMI and HSMR plus to utilise the analytical tools within the Dr 
Foster toolkit to identify any areas requiring further analysis or action. The most 
likely explanation for the discordant SHMI and HSMR, plus the recent rise in 
HSMR is the relative deficiency in palliative care coding rates. The active work to 
improve care processes for sepsis, pneumonia, acute kidney injury and 
deterioration are ongoing and should translate into improvements in mortality rates 
for these conditions. A full action plan will be presented to the next meeting of the 
Quality & Governance Committee and will separately address clinical care 
processes and coding issues. 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD/16/04/P-11  
 

SUBJECT: ANNUAL REVIEW OF COMPLIANCE WITH CODE OF 
GOVERNANCE and QUALITY GOVERNANCE FRAMEWORK 

DATE: ARPIL 2016  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY: Gill Feerick, Head of Quality and Governance 

SPONSORED BY: Heather McNair, Director of Nursing & Quality 

PRESENTED BY: Heather McNair, Director of Nursing & Quality 

STRATEGIC CONTEXT  

NHS Foundation Trusts (FTs) are required to produce an annual governance statement (AGS), with 
enhanced reporting on quality and wider governance.  Amongst other data informing the AGS, FTs will 
take cognisance of the organisation’s compliance with key guidance documents issued by Monitor: the 
Quality Governance Framework (QGF) and Code of Governance (the Code). 

FTs are required to include in the annual report, a section which gives a brief overview of the 
arrangements in place to govern service quality and which signposts the reader to where quality 
governance and quality are discussed in more detail in the annual report (ie. within the annual 
governance statement or quality report). FTs must demonstrate that the Trust has had regard to the QGF 
in arriving at its overall evaluation of the organisation’s performance, internal control and board 
assurance framework and a summary of action plans to improve the governance of quality.   

The Code of Governance is a further strand of constructive guidance and effective checks, against which 
trusts are required to report certain statements and any exceptions with their Annual Report & Account.   

EXECUTIVE SUMMARY 
 
The Quality Governance Framework (QGF) has been reviewed by the Quality & Governance 
Committee throughout the year with this being the final report being taken to the March 2016 
meeting for the Committee’s consideration. The 2015/16 review of the 2014/15 self assessment 
against the QGF has met the criteria for achieving Monitor’s authorisation with an overall score of 
1.0. 

The Code of Governance was also reviewed by the Quality & Governance Committee in March 
2016. Of note is the change in two sections previously deemed non compliant: B.7.1 and C.3.2. 
B.4.2 will remain an exception, reflecting the Trust’s preferred practice. 
 

RECOMMENDATION(S)  

The Board is asked to review and endorse the annual self assessments against the Code of 
Governance and QGF. 
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Subject: 
ANNUAL REVIEW OF COMPLIANCE WITH CODE OF 
GOVERNANCE and QUALITY GOVERNANCE 
FRAMEWORK (QGF) 

Ref: BoD/16/04/P-11 

 
1. STRATEGIC CONTEXT 

 
1.1 As outlined by Monitor the Quality Governance Framework (QGF) and Code of 

Governance collectively bring together the best practices of the public and private 
sector in order to help NHS foundation trusts maintain good quality clinical 
governance.   
 

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

 
1.3 The provisions of the Code of Governance, as best practice advice, do not represent 

mandatory guidance and accordingly non-compliance is not in itself a breach of NHS 
Foundation Trust Condition 4 of the NHS provider licence (also known as the 
Governance condition).  

 
2. INTRODUCTION 

 
2.1 The Quality Governance Framework is an assessment tool for Boards to review their 

governance arrangements to ensure essential levels of quality and safety are met and 
to drive forward continuous improvement. The framework sets out 10 key questions 
underpinning four categories of quality governance.  
 

2.2 Whilst undertaking the 2015/16 review of the Trust’s self assessment the Trust 
adopted Monitor’s authorisation criteria when reviewing the overall assessment of the 
Trust’s Quality Governance, i.e. to be authorised an applicant must demonstrate a 
Quality Governance Score of less than 4 with an overriding rule that none of the 4 
categories of Quality Governance can be entirely Amber/Red rated.  

 
2.3 The 2015/16 Review of the 2014/15 self assessment against the QGF has met the 

criteria for achieving Monitors authorisation with an overall score of 1.0. 
 

2.4 The QGF and Code of Governance was reviewed and approved by the Q&G 
Committee in March 2016.  

 
2.5 Of note within the code of governance is the change in two sections previously 

deemed non compliant: B.7.1 and C.3.2; B.4.2 will remain an exception, reflecting the 
Trust’s preferred practice. 

 

Appendices: 

• Appendix 1 – 2015/16 Review of the 2014/15  Quality Governance Framework Self 
Assessment 

• Appendix 2 – 2015/16 Review of the Code of Governance 
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Appendix 1 

Monitor’s Quality Governance Framework 

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

Strategy Capabilities and Culture Processes and 
Structures 

Measurement 

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

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

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

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

Risk Rating Scoring Definition Evidence 
Green  
 

 

0.0 Meets or exceeds 
expectations 

Many elements of good 
practice and there are no 
major omissions 

Amber/Green  
  

 

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

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

Amber/Red 
  

 

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

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

Red  
 

 

4.0 Does not meet expectations Major omission in Quality 
Governance identified. 
Significant volume of action 
plans required and concerns 

Pack pg 56



BHNFT QGF 2015.16 - Page 3 
 

on management capacity to 
deliver record of delivery 

The Board should look to identify on a regular basis how quality drives the overall Trust strategy. Systematic processes should be in place to create a strategy 
that the whole Trust can sign up to. Once identified, and implemented, the Board needs to receive assurance that the processes are working. Quality goals 
should be consistently consulted on and effectively communicated across the Trust and wider stakeholder group. 
1. Strategy 
1A. Does Quality Drive the Trust Strategy? 
Trust Processes Demonstrating Compliance 
• The Trust’s 3 year quality strategy (2014 – 2017) comprises of a number of ambitious trust-wide quality goals covering safety, clinical outcomes and 

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

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

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

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

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

Conclusion for 1A: 0.0 
 

 
1A - Actions for Continual Improvement 
Recommendation
s  

How this 
will be 
achieved 

What the 
expected 
outcome will 
be 

What 
evidence 
will support 
this 

Who will lead 
this 

Timescale
s this will 
be 
achieved 
within 

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

Progress Reviewed 
timescales 

RAG 
Rating 

Trust wide 
quality/patient 
safety briefings to 
be produced for 

Centrally 
coordinated 
quality/patien
t safety 

Trust wide 
communicatio
n of 
performance 

Weekly & 
monthly 
quality/patien
t safety 

Associate 
Director of 
Corporate 
Affairs/Director 

March 2015 Patient 
Safety & 
Quality 
Group 

Weekly 
meetings 
of the 
Patient 

Continue to 
implement 
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inclusion in all ward 
and department 
meetings. 

briefing 
issued under 
the direction 
of the 
Medical 
Director and 
Director of 
Nursing & 
Quality. 

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

briefing. 
 
Minutes of 
ward and 
department 
meetings 
where 
briefings are 
shared and 
discussed. 

of 
Communications
/ 
Head of Quality 
and Clinical 
Governance 

 
Risk 
Managemen
t Group 

Safety 
Panel and 
weekly 
dissemina
tion of the 
Patient 
Safety 
Bulletin 

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

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

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

reflects the current risk profile of the organisation 
• Monthly patient story presented to the Trust Board 
• Monthly Trust Board overview of Complaints and Serious Incidents to ensure organisational learning and improvement 
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• Board reviewing the learning from complaints following an Ombudsman investigation 
Conclusion for 1B: 0.0 

 
 
1B - Actions for Continual Improvement 
Recommendations  How this will 

be achieved 
What the 
expected 
outcome 
will be 

What 
evidence 
will 
support 
this 

Who will 
lead this 

Timescales 
this will be 
achieved 
within 

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

Progress Reviewed 
timescales 

RAG 
Rating 

Review of the 
Corporate Risk 
Register 

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

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

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

Associate 
Director of 
Corporate 
Affairs 

March 2015 Executive 
Team 
meeting & 
Trust Board 

Monthly 
review of 
the 
Corporate 
Risk 
Register by 
the 
Executive 
Team 

Continue to 
implement 

 

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

Review the 
Corporate 
Risk Register 

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

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

Associate 
Director of 
Corporate 
Affairs 

March 2015 Executive 
Team 
meeting & 
Trust Board 

Monthly 
review of 
the 
Corporate 
Risk 
Register by 
the 
Executive 
Team 

Continue to 
implement 
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BAF 

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

Quarterly 
reporting by 
Associate 
Director of 
Corporate 
Affairs 

Trust Board 
cognisant of 
risks and 
gaps in 
assurance 

Quarterly 
report on 
Corporate 
Risk 
Register & 
BAF 

Associate 
Director of 
Corporate 
Affairs 

April 2015 Trust Board Started 
2014/15 

Continue to 
implement 

 

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

Exception 
reports 
escalated to 
the Board 
through the 
appropriate 
governance 
structure 

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

Exception 
reports 
when 
required 

Director of 
Strategy 

April 2015 Executive 
Team 
meeting & 
Trust Board 

 Continue to 
implement 

 

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

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

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

Conclusion for 2A: 0.0 
 

 
 
2A - Actions for Continual Improvement 
Recommendations  How this 

will be 
achieved 

What the 
expected 
outcome will 
be 

What 
evidence 
will support 
this 

Who will 
lead this 

Timescales 
this will be 
achieved 
within 

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

Progress Reviewed 
timescales 

RAG 
Rating 

To appoint a 
Clinical Non 
Executive Director 

Reviewing 
the 
knowledge 
and skill set 
of Non 
Executive 
Directors 

Clinical 
representation 
within the Non 
Executive body 

Appointment 
of Non 
Executive 
with Clinical 
background 

Chairman 2016/17 Council of 
Governors 

Achieved 1 
April 2015 

Continue to 
implement 

 

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

Review of 
information 
and data 
used in 
reports to 
the Board 

Board 
understand all 
information/data 
presented to 
them. 

Enhanced 
engagement 
and 
contribution 
on the 
challenges to 
quality and 
assurance 

Associate 
Director of 
Corporate 
Affairs 
 
Director of 
Information 

April 2015 Trust Board New Trust 
Board 
Dashboard 
developed 
March 2015 
– on-going. 
 
July 2015: 
New IPR 
developed. 
Work on-
going to 
ensure the 
accuracy and 

Continue to 
implement 
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timeliness of 
information 
provided to 
the Board. 
 
September 
2015: 
New IPR 
developed 
and 
implemented. 

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

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

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

Programme 
for Board 
Workshops 

Medical 
Director 
 
Director of 
Nursing and 
Quality 

2015/16 
Board 
Workshop 
annual plan 

Trust Board Complete Continue to 
implement 

 

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

such events is incorporated as part of Trusts quality agenda 
• A culture of openness and transparency to support learning and improvement from adverse incidents and outcomes 
• Issues are escalated to relevant committees and included as part of the CBU and departmental risk registers which are reviewed monthly and Red 
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(Extreme) risks reported through to Board meetings (quarterly) 
• Internal communications which includes information on the Trusts quality and patient safety agenda 
• CBU SI Action log Registers 
• Regular review at Board level of patient and staff feedback 
• Nominated Executive Lead for Patient Experience (including the responsibility for overseeing the management of complaints) 
• Ensuring an open and transparent approach in communicating with patients and the general public when things go wrong, adhering to Duty of Candour 
• Patient Story at the beginning of each Board meeting 
• Discussion at Board level of patient safety and quality matters. Board detailed review of incidents, SIs, complaints, claims, mortality 
• Well sign-posted systems for the raising of staff concerns and patient complaints 
• Trust-wide Safety Culture Survey undertaken 
• Regular publication of reports to the board on the number/type of complaints, including detailed analyses of any areas where a rise or particularly high 

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

Conclusion for 2B: 0.5 
  

 
 
 
2B - Actions for Continual Improvement 
Recommendations  How this will 

be achieved 
What the 
expected 
outcome 
will be 

What 
evidence will 
support this 

Who will 
lead this 

Timescales 
this will be 
achieved 
within 

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

Progress Reviewed 
timescales 

RAG 
Rating 

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

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

Improved 
learning 
therefore 
improvement 
in patient 
safety and 
quality 

Reduction in 
complaints, 
SIs and 
reduction in 
patient harms 

Associate 
Director of 
Corporate 
Affairs 
 
Head of 
Quality and 
Clinical 
Governance 

Jan 2015 Risk 
Management 
Group 

Started & 
on-going. 
 
July 2015: 
Action logs 
now 
extended to 
record the 
monitoring of 
actions as a 
results of 
complaints. 
Continue to 

April 2016    
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be 
embedded 
 
September 
2015: 
An action 
plan is 
completed 
as part of the 
resolution of 
all formal 
complaints. 
The 
integrated 
action logs 
record 
actions form 
SIs & 
Complaints 
and are 
monitored 
through the 
Governance 
Structures 

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

Implementation 
of new 
Governance 
Structure 

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

Patient Safety 
and Quality 
led group 

Director of 
Nursing and 
Quality 

Dec 2014 Quality & 
Governance 
Committee 

Completed 
and on-
going. 
 
 

Continue to 
implement 

 

To implement a 
greater level of 
candour when 
things have gone 

Embedding a 
culture of 
transparency 
and openness 

A culture of 
openness 
and honesty. 
A culture 

Timeliness of 
investigations, 
actions, 
reporting and 

Medical 
Director 
 
Director of 

Dec 2014 
 
 
 

Risk 
Management 
Group 
 

Started & 
on-going 
 
July 2015: 

April 2016   
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wrong ensuring 
lessons learnt and 
changes in practice 
are shared and 
communicated with 
all relevant parties 
in a timely manner 
in line with the 
Trusts Being Open 
Policy. 

where staff 
feel 
supported to 
report and 
share when 
things have 
gone wrong 

sharing 
outcomes 
 
Listening to 
Action 

Nursing and 
Quality 
 
Chief 
Executive 

 
 
 
April 2015 

Patient 
Safety and 
Quality 
Group 
Workforce 
Group 

To continue 
with the 
trust-wide 
roll out of 
training on 
DoC.  
 
To report on 
compliance 
with DoC. 
 
September 
2015:  
Approved 
process in 
place for 
DoC. 
Tracking 
system 
implemented 
and 
managed 
through the 
Risk 
Management 
Team. 
 
March 2016: 
Processes 
reviewed for 
effectiveness 
and 
introduction 
of processes 
to ensure 
adherence to 
DoC at CBU 
level. Action 
plan and 
performance 
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reports to be 
received and 
monitored by 
the Patient 
Safety 
Group thus 
providing the 
Trust with 
the 
assurance 
required to 
score 0.0 
against this 
requirement. 

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

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

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

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

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

Conclusion for 3A: 0.0 
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3A - Actions for Continual Improvement 
Recommendations  How this will 

be achieved 
What the 
expected 
outcome 
will be 

What 
evidence 
will support 
this 

Who will 
lead this 

Timescales 
this will be 
achieved 
within 

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

Progress Reviewed 
timescales 

RAG 
Rating 

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

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

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

A high 
functioning 
Executive 
Team and 
Board of 
Directors 

Chief 
Executive & 
Chairman 

Nov 2014- 
March 2015 

Board of 
Directors  

On-going 
Board & 
Executive  
development 
taking place  

Continue to 
implement 

 

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

Revised BAF 
has now be in 
operation for 
6 months 

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

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

Chief 
Executive 

September 
2014- March 
2015 

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

On-going 
work  
External 
training been 
provided at 
Board 
Development 
sessions  

Continue to 
implement 

 

 

The Trust needs to make effective use of processes already in place to identify opportunities for quality improvement. The Board need to point towards 
examples of where these processes have resulted in demonstrable improvements. Processes already in place should include clinical audit, appraisals, CPD, 
risk assessment processes, capture of patient and staff feedback. 
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3. Structure and Processes 
3B. Are there clearly defined, well understood processes for escalating and resolving issues and managing performance?  
 
Trust Processes Demonstrating Compliance  
• Monthly CBU performance reporting at Clinical Business Units against the quality goals and priorities set for 2014/15; in line with the Trust Quality 

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

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

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

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

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

• There are clearly defined processes for escalating quality performance issues to the board; escalation of serious untoward incidents and complaints.  
Conclusion for 3B: 0.0 

 
 
3B - Actions for Continual Improvement 
Recommendation
s  

How this will 
be achieved 

What the 
expected 
outcome will 
be 

What 
evidence 
will support 
this 

Who will lead 
this 

Timescale
s this will 
be 
achieved 
within 

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

Progress Reviewed 
timescales 

RAG 
Ratin
g 

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

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

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

Documented 
process 
 
Minutes of 
Risk 
Management 
Group 
 
CBU action 
logs 
recording 

Associate 
Director of 
Corporate Affairs 
 
Head of Clinical 
Governance & 
Quality 

March 2015 Risk 
Managemen
t Group 

Started 
January 
2015 
 
July 2015: 
Action logs 
now 
extended 
to record 
the 
monitoring 

Continue to 
implement 
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issues 
following 
serious 
untoward 
incidents, 
complaints, 
claims and 
coroners 
findings. 
 
Ensure that 
the approved 
actions have: 
Designated 
owners and 
time frames 
& regular 
reviews at 
subsequent 
board 
meetings. 

evidence of 
action 
completion 
 
Action 
assurance 
reports  

of actions 
as a 
results of 
complaints
. Continue 
to be 
embedded 
 
September 
2015:  
An action 
plan is 
completed 
as part of 
the 
resolution 
of all 
formal 
complaints
. The 
integrated 
action logs 
record 
actions 
form SIs & 
Complaint
s and are 
monitored 
through 
the 
Governanc
e 
Structures 

Lessons from 
quality performance 
issues are well 
documented and 
shared across the 
trust on a regular, 
timely basis, 

Centrally 
coordinated 
quality/patien
t safety 
briefing 
issued under 
the direction 

Trust wide 
communicatio
n of 
performance 
against quality 
goals patient 
safety matters.  

Weekly & 
monthly 
quality/patien
t safety 
briefing. 
 
Minutes of 

Associate 
Director of 
Corporate 
Affairs/Director 
of 
Communications
/ 

March 2015 Patient 
Safety & 
Quality 
Group 
 
Risk 
Managemen

Started 
January 
2015 

Continue to 
implement 
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leading to rapid 
implementation at 
scale of good 
practice 

of the 
Medical 
Director and 
Director of 
Nursing & 
Quality. 

 
Trust wide 
communicatio
n of quality 
and patient 
safety 
initiatives. 
 
Trust wide 
communicatio
n and sharing 
from Serious 
Incidents. 

ward and 
department 
meetings 
where 
briefings are 
shared and 
discussed. 

Head of Quality 
and Clinical 
Governance 

t Group 

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

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

Evidence of 
action to  
resolve audit 
concerns 
 
 

Approved 
continuous 
rolling 
programme 
that 
measures 
and improves 
quality 
Action plans 
completed 
from audit 
 
Re-audits 
undertaken 
to assess 
improvement 

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

April 2015 Quality & 
Governance 
Committee 

Started 
 
July 2015: 
Outcomes 
from 
clinical 
audits feed 
into the 
CBU 
Governanc
e Structure 
and are 
shared 
Trust-wide 
via the 
patient 
safety 
bulletin 

Continue to 
implement
  

 

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

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

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

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

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

Conclusion for 3C: 0.5 
  

 
3C - Actions for Continual Improvement 
Recommendations  How this 

will be 
achieved 

What the 
expected 
outcome will 
be 

What 
evidence 
will support 
this 

Who will 
lead this 

Timescales 
this will be 
achieved 
within 

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

Progress Reviewed 
timescales 

RAG 
Rating 

Improved 
triangulation of 
patient feedback 
data with patient 
safety data to 
improve quality. 
 
Improve evidence 
of how patient 
feedback and 

Development 
of integrated 
performance 
reports. 
 
 
 
Ensure the 
annual 
baseline 

Evidence of 
improved 
ownership of 
key trends 
and themes 
and evidence 
of actions and 
improvements 
taken. 
 

Patient 
Experience 
Reports. 
 
CBU 
Performance 
Reports. 
 
 
 

Head of PE,  
Claims 
Manager 
Risk 
Manager 
 
CBU 
Management 
Teams. 
 

April 2015 
 
 
 
 
 
 
 
 
 

Patient 
Safety & 
Quality 
 
Patient 
Experience 
Group 
 
Risk 
Management 

Started 
March 2015 
 
March 2015: 
Improved 
evidence of 
patient and 
public 
involvement 
in service 

April 2016   
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engagement leads 
to improvement. 
 
Ensure the revised 
Improved Patient 
Experience 
Strategy & Action 
Plan is 
implemented and 
owned at CBU 
level. 
 
Improved evidence 
of patient and 
public involvement 
in service 
improvement and 
re-design. 
 

assessment 
of patient 
engagement 
& 
involvement 
activity is 
shared 
across the 
Trust. 
 
 
 
 
 
Embedding a 
culture of 
patient 
engagement 
within CBUs. 

CBU owned 
Patient 
Experience 
Improvement 
Action Plans. 
 
 
 
 
 
 
 
Improved 
patient 
experience 
and 
outcomes. 

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

 
Clinical 
Governance 
Facilitators 
 
CBU 
Management 
Teams 
 
Patient 
Experience 
Team 
 
CBUs 

April 2015 
 
 
 
 
July 2015 
 
 
 
 
 
 
December 
2015 

Group improvement 
and re-
design; 
service 
improvements 
and quality. 
 

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

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

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

• The information presented to the Board of Directors meeting, is regularly reviewed and refined in accordance with national priorities and local 
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performance pressures 
• Analysis of hospital mortality data as set out in the Hospital Standardised Mortality Ratios 

Conclusion for 4A: 0.0 
 

 
4A - Actions for Continual Improvement 
Recommendations  How this will 

be achieved 
What the 
expected 
outcome will 
be 

What 
evidence 
will support 
this 

Who will 
lead this 

Timescales 
this will be 
achieved 
within 

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

Progress Reviewed 
timescales 

RAG 
Rating 

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

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

Quality 
information is 
analysed and 
challenged at 
the 
appropriate 
level. 
 
The 
dashboard is 
frequently 
reviewed and 
updated to 
maximise 
effectiveness 
of decisions; 
and in areas 
lacking useful 
metrics, the 
board 
commits time 
and 
resources to 
developing 
new metrics. 

Pyramid of 
quality 
dashboards. 
 

Executive 
Team 

January 
2015 

Executive 
Team  

Started and 
on-going 
 
July 2015: 
New IPR 
developed. 
Work on-
going to 
ensure the 
accuracy 
and 
timeliness of 
information 
provided to 
the Board 
and CBUs. 

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

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

audits that have not been delivered 
Conclusion for 4B: 0.0 

 

 
4B - Actions for Continual Improvement 
Recommendation
s  

How this will be 
achieved 

What the 
expected 
outcome will be 

What 
evidence will 
support this 

Who will 
lead this 

Timescale
s this will 
be 
achieved 
within 

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

Progress Reviewed 
timescale
s 

RAG 
Ratin
g 

Ensure an 
effective and 
quality led Clinical 
audit programme. 

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

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

Clinical Audit 
Programme 
2015/16 

Medical 
Director 
 
Director of 
Nursing & 
Quality 

April 2015 Quality & 
Governanc
e 
Committee 

Started & 
on-going 
 
July 2015: 
Completed 

Continue 
to 
implement 

 

Ensure there is a 
process to resolve 

Review the 
process for acting 

Action plans are 
completed from 

Performance 
reports on 

Medical 
Director 

April 2015 Quality & 
Governanc

Started and 
on-going 

Continue 
to 
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audit concerns 
 

upon and reporting 
audit concerns 
 

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

audit 
completion 
and action 
implementatio
n 

 
Director of 
Nursing & 
Quality 

e 
Committee 

 
July 2015: 
Completed 

implement 

Ensure accuracy, 
validity and 
comprehensivenes
s of all 
quality/performanc
e information 

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

Documented 
process that 
assures the board 
of the quality of 
data 
 
Clinical audit 
programme is 
driven by national 
audits, with 
processes for 
initiating additional 
audits as a result 
of identification of 
local risks (e.g. 
incidents) 
 
Electronic systems 
are used where 
possible, 
generating reliable 
reports with 
minimal on-going 
effort 
 
Availability of 
timely information 
for the population 
of 
quality/performanc
e 

Accurate and 
comprehensiv
e quality 
information 

Director of 
Informatio
n 

On-going Executive 
Team 

Started and 
on-going 
 
July 2015: 
New IPR 
developed. 
Work on-
going to 
ensure the 
accuracy 
and 
timeliness 
of 
information 
provided to 
the Board 
and CBUs. 
 
Sept 2015: 
New IPR 
developed 
& 
implemente
d ensuring 
accuracy 
and 
timeliness 
of 
information 
provided to 
the Board. 

Continue 
to 
implement 
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dashboards/report
s  
 
Timeliness review 
of these by 
relevant Board & 
Committees 

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

monthly basis providing the basis for reporting of assurances to the Quality & Governance Committee 
Conclusion for 4C. 0.0 

 

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

achieved 
What the 
expected 
outcome 
will be 

What 
evidence 
will 
support 
this 

Who will 
lead this 

Timescale
s this will 
be 
achieved 
within 

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

Progress Reviewed 
timescale
s 

RAG 
Rating 

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

Analysis of the 
Trust’s performance 
on the agreed 
quality goals and 
priorities, 

Identification 
of possible 
priorities for 
quality 
improvement

Quality 
performanc
e 
dashboards 

Executive 
Team 

April 2015 Quality & 
Governanc
e 
Committee 

Started and 
on-going 
 
July 2015: 
Completed 

Continue 
to 
implement 
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priorities. benchmarked 
against 
national/internationa
l comparisons and 
against the 
organisation’s 
improvement 
performance over 
time.  

. 
 
Triangulation 
of 
information 
supporting 
the decisions 
for change 
and 
improvement 

Ensure the Trusts 
Quality Report is 
meaningful. 

Review how the 
information 
contained in Quality 
Report is displayed. 

Clear and 
consistent 
Quality 
Report 

Approved 
Quality 
Report 

Head of 
Quality and 
Clinical 
Governanc
e 

On-going Quality & 
Governanc
e 
Committee 

On-going 
 
July 2015: 
Completed 

Continue 
to 
implement 

 

Ensure the correct 
information is being 
used.  

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

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

Quality 
performanc
e 
dashboards 

Executive 
Team 

April 2015 Quality & 
Governanc
e 
Committee 

New Trust 
Board 
Dashboard 
developed 
March 2015 
– on-going 
 
July 2015: 
New IPR 
developed. 
Work on-
going to 
ensure the 
accuracy 
and 
timeliness of 
information 
provided to 
the Board 
and CBUs. 
 
Sept 2015: 
New IPR 
developed & 
implemente

Continue 
to 
implement 
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d ensuring 
accuracy 
and 
timeliness of 
information 
provided to 
the Board. 

 

Total Self Assessment Score: 1.0 
 
 
 
 
 
 
 
 
 
 
 
 
 
Aims/ 
Targets/ 
Objectives 

How this 
will be 
achieved 

What expected 
outcome will be 

What 
evidence 
will 
support 
this 

Who will 
lead this 

Timescales 
this will be 
achieved 
within 

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

Update  

 

RAG 
rating 

Improve 
processes from 
learning from 
our errors, 
omissions and 
mistakes 
following 

An action plan 
will be 
developed and 
approved as 
part of the 
formal 
complaint 
resolution 

Improved learning 
from complaints 
leading to an 
improvement in 
patient experience  

Reduction in 
complaints, 
reduction in 
repeat patient 
safety and 
patient 
experience 
quality 

Head of 
Quality and 
Clinical 
Governance 

Head of 
Patient 

Commenced 
September 2015 
to be reviewed 
with regard to 
level of 
implementation 
in December 

Patient Experience 
Group 

Started & 
on-going 

Resolution 
of all formal 
complaints. 
The 
integrated 
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complaints.  process. All 
actions arising 
out of 
complaints will 
be recorded 
on the CBU 
integrated 
action log. 
Completion of 
actions will be 
monitored 
through the 
Governance 
Structures.  

matters. 

Improved 
patient and 
family 
feedback 

Experience 2015 action logs 
record 
actions form 
SIs & 
Complaints 
and are 
monitored 
through the 
Governance 
Structures 

To ensure 
Trust-wide 
implementation 
of the Duty of 
Candour 
Regulations. 

Revised 
Guidance and 
SoP produced, 
approved and 
circulated to 
CBU 
leadership 
teams. Also 
available on 
Sharepoint 
site. 

Bespoke 
training 
delivered  to 
CBU 
leadership 
teams (August 
2015) .Duty of 
Candour 

Improved 
understanding and 
compliance with Duty 
of Candour. 

Full tracking 
process in 
pace to allow 
the 
compliance to 
be monitored.   

Associate 
Director of 
Corporate 
Affairs 

SoP  re-launched 
via email alerts 
and notification in 
Barnsley Buzz. 
On-going review 
of progress by 
Associate 
Director of 
Corporate 
Affairs. 

Reported weekly 
via Tracker to 
Medical Director 
and quarterly to 
Quality & 
Governance 
Committee 

Started and 
on going 
work to 
ensure 
compliance 
and training 
been 
undertaken 
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training to be 
part of Trust 
Training Plan, 
covered in 
junior  medical 
staff induction, 
Passport to 
Management 
training 
programme 
and E 
Learning 
package  
being 
developed   

Improved 
patient and 
public 
involvement in 
service 
improvement 
and re-design. 

Improved 
engagement 
with specific 
patient groups 
and forums 
relevant to 
service 
delivery area 
by CBUs and 
corporate 
functions. 

 

Improved 
collaboration 
with key 
partners such 
as 

Improved patient 
experience and 
patient outcomes. 

Improved 
organisational 
reputation.   Increased 
in positive feedback. 

Annual 
baseline 
assessment of 
patient 
engagement 
activity. 

CBUs 

Patient 
Experience 
Team 

Associate 
Director of 
Comms & 
Marketing 

Strategic 
leads. 

 

April 2016 Patient Experience 
Group 
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Healthwatch, 
community 
forums, 
H&WB. 

 

KEY RAG Rating  

 Complete  On track for delivery  Behind plan and action needed to bring back on 
target 
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Appendix 2 
 
 

REVIEW OF ALL PRINCIPLES AND CODE PROVISIONS UNDER THE NHS FOUNDATION TRUST CODE OF GOVERNANCE  
(Monitor, July 2014) 

SECTION A – LEADERSHIP 
 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

 

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

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

Board Minute 12/187 refers 

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

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

Annex 6 of the Constitution refers 
specifically to resolution of 
dispute between the Board and 
Governors. 
(Latest review of the Constitution 
was completed in December 2015 
and approved by both the Board 
of Directors and Council of 
Governors, available on the 
Trust’s and Monitor’s website) 

Governors’ Code of Conduct 
(reviewed February 2016 – 
available in Council of Governors’ 
meeting papers online) 
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CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents 

A.1.2 The annual report should identify the chairperson, the 
deputy chairperson (where there is one), the chief 
executive, the senior independent director/SID (see 
A.4.1) and the chairperson and members of the 
nomination, audit and remuneration committees. It 
should also set out the number of meetings of the board 
and those committees and individual attendance by 
directors  

 
Specific statement required 
  

COMPLIANT 
This information is published annually. 
Appointment of the Deputy Chair – Mr Francis Patton -  was ratified 
in January 2010 at the respective meetings of the Governing Council 
(as was – now the Council of Governors) and Board of Directors.  In 
early 2012 Mr Patton was also appointed as SID, in addition to the 
separate role of Deputy Chair.  Mr Patton’s term of office as a Non- 
Executive Director was extended from 1st January 2014 and he has 
continued in post as Deputy Chair and SID. 
Membership and attendance records are included in the Annual 
Report and Accounts and have been expanded to include data for all 
Board Committees. 
The Annual Report & Account also reports on Directors’ attendance 
at general and sub-group meetings of the Council of Governors 

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

 
 
 
 

A.1.3 The board of directors should make available a 
statement of the objectives of the NHS foundation trust 
showing how it intends to balance the interests of 
patients, the local community and other stakeholders, 
and use this as the basis for its decision making and 
forward planning.  

 To be publicly available (on website or on request). 

COMPLIANT  
Incorporated with the Trust’s Annual Report & Accounts and Annual 
Plan.  
Also integral to the Trust’s business plan. 

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

Further supporting documents 
(more public/patient friendly) 
about the Trust’s plans also 
available on the web or on 
request from the Executive Team 
and/or Comms Team 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.1.4 The board of directors should ensure that adequate 
systems and processes are maintained to measure and 
monitor the NHS foundation trust’s effectiveness, 
efficiency and economy as well as the quality of its 
healthcare delivery.  The board should regularly review 
the performance of the NHS foundation trust in these 
areas against regulatory requirements and approved 
plans and objectives. 

  

COMPLIANT 

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

Governance Committees present Chairs’ Logs to the Board after 
each meeting, providing a clear means for escalation and assurance 
to be delivered. Minutes distributed to Board members as soon as 
available. 

A full performance management framework has been implemented 
across the Clinical Business Units ensuring robust processes are in 
place throughout the organisation. The governance processes are 
clear and aligned as reflected in the Assurance & Escalation 
Framework.  

  

 

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

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

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

Private Board papers are 
available from the Sec to the 
Board or can be accessed on the 
central folder (SMT/Board) held at 
Trust HQ. 

A.1.5 The board of directors should ensure that relevant 
metrics, measures, milestones and accountabilities are 
developed and agreed so as to understand and assess 
progress and delivery of performance.  Where 
appropriate and, in particular, in high risk or complex 
areas, independent advice, for example, from the 
internal audit function, should be commissioned by the 
board of directors to provide an adequate and reliable 
level of assurance. 

COMPLIANT  
Critical to the monthly performance report presented to the Board 
and challenged/revised throughout the year as appropriate.  
Separate reports requested and provided on identified areas in year 
(eg monthly reporting on mortality ratios has demonstrated an 
improved performance following in depth monitoring and analysis) 

 Independent reviews by internal audit and external consultants 
commissioned to support reporting as and when required: for 
example surgical site infection external review and independent 
review of bed utilisationIn addition some issues referred to 
governance committees for further review/actions and progress 
monitored through assurance reports. 

 

 

Monthly reports to the Board re 
performance, mortality ratios, 
emergency care pathway, audit 
report outcomes and monitoring 
reported via governance 
committee assurance reporting. 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.1.6 The board of directors should report on its approach to 
clinical governance and its plan for the improvement of 
clinical quality in accordance with guidance set out by 
the Department of Health, the Care Quality Commission 
and Monitor 

COMPLIANT 

As above – supported by the Quality & Governance Committee and 
supporting governance structure. Further amendments to the 
reporting structure were made during 2015 ensuring that the 
reporting to Quality & Governance Committee was robust and 
relevant.     

 

As above (public board reports) 
and via Quality & Governance 
Committee 

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

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

A.1.7 The chief executive, as the accounting officer, should 
follow the procedure set out by Monitor for advising the 
board of directors and the board of governors, and for 
recording and submitting objections to decisions 
considered or taken by the boards in matters of 
propriety or regularity, and on issues relating to the 
wider responsibilities of the accounting officer for 
economy, efficiency and effectiveness.  

COMPLIANT 

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

Actions/decisions would be 
recorded within relevant Board, 
Council of Governors or Board 
Committee minutes  
(see above for accessibility). 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.1.8 The board of directors should establish the constitution 
and standards of conduct for the NHS foundation trust 
and its staff in accordance with NHS values and 
accepted standards of behaviour in public life, which 
include the principles of selflessness, integrity, 
objectivity, accountability, openness, honesty and 
leadership (The Nolan Principles).  

COMPLIANT 

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

The Board has continued to support work undertaken to increase 
awareness of the Trust’s values. 

The values are also embedded in the Governors’ Code of Conduct. 

 “Your Values are our Values”: 
initiative launched in 2011 in 
response to staff survey; 
embedded in 2012-15 Business 
Plan.  Integral to Listening into 
Action workstreams in 2015/16. 

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

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

Contract of employment 
(Executive Directors) 

Governors’ Code of Conduct 
available from General Meeting 
papers on Trust’s website, 
February 2016 (annual review of 
Code)  

A.1.9 The board of directors should operate a code of conduct 
that builds on the values of the NHS foundation trust 
and reflect high standards of probity and responsibility. 
The board of directors should follow a policy of 
openness and transparency in its proceedings and 
decision making unless this conflicts with a need to 
protect the wider interests of the public or the NHS 
foundation trust (including commercial-in-confidence 
matters) and make clear how potential conflicts of 
interests are dealt with.  

COMPLIANT 

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

As above 

Constitution available from the 
Trust’s website 

Pack pg 87



BoD April 2015: 11(iii) Appendix 2: CHECKLIST – page 7  

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.1.10 The NHS foundation trust should arrange appropriate 
insurance to cover the risk of legal action against its 
directors.  Assuming the governors have acted in good 
faith and in accordance with their duties, and proper 
process has been followed, the potential for the council 
should be negligible.  Governors may have the benefit 
of an indemnity and/or insurance from the trust.  While 
there is no legal requirement for trusts to provide an 
indemnity or insurance for governors to cover their 
service on the council of governors, where an indemnity 
or insurance policy is given, this can be detailed in the 
trust’s constitution. 

COMPLIANT  

In place for directors, via NHSLA 

No insurance in place for governors on the basis that no known legal 
liabilities prevailing (per independent legal advice provided to 
governors in general meeting August 2012).   

 

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

Details available from  Trust 
Solicitor / Director of Finance 
Council of Governors’ minutes 
August 2012, Minute GC/12/32 
(available on website or from Sec 
to Board) 
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PRINCIPLE  -  A.2: DIVISION OF RESPONSIBILITIES            
 
Main principle 
A.2.a There should be a clear division of responsibilities at the head of the NHS foundation trust between the chairing of the boards of directors and governors and the 

executive responsibility for the running of the NHS foundation trust’s business. No one individual should have unfettered powers of decision  
A.2.1 The division of responsibilities between the chairperson and chief executive should be clearly established, set out in writing and agreed by the board of directors. 
 

 
RELEVANT STATUTORY REQUIREMENTS 

(per Schedule A to the Code)   

A.2.2 The roles of chairperson and chief executive must not 
be undertaken by the same individual 

COMPLIANT  
- per current practice; division of responsibilities reviewed biennially 

Division of Responsibilities of 
Chair/CEO available via Board 
papers ( February 2016 
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PRINCIPLE  -  A.3: THE CHAIRPERSON 
 
Main principle 
A.3.a The chairperson is responsible for leadership of the board of directors and the board of governors, ensuring their effectiveness on all aspects of their role and setting 

their agenda for meetings. 
 
Supporting Principles 
A.3.b The chairperson is responsible for leading on setting the agenda for the board of directors and the council of governors and ensuring that adequate time is available 

for discussion of all agenda items, in particular strategic issues. 
A.3.c The chairperson is responsible for ensuring that the board and council work together effectively. 
A.3.d The chairperson is also responsible for ensuring that directors and governors receive accurate, timely and clear information which enables them to perform their 

duties effectively.  The chairperson should take steps to ensure that governors have the skills and knowledge they require to undertake their role. 
A.3.e The chairperson should promote effective and open communication with patients, service users, members, staff, the public and other stakeholders.  
A.3.f The chairperson should also promote a culture of openness and debate by facilitating the effective contribution of non-executive directors, in particular and ensuring 

that constructive relations exist between executive and non-executive directors.  
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.3.1  The chairperson should on appointment, by the council 
of governors, meet the independence criteria set out in 
B.1.1 below. A chief executive should not go on to be 
chairman of the same NHS foundation trust. 

COMPLIANT 

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

Statement of Independence at 
appointment held on personnel 
file (in office of Secretary to 
Board) 
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PRINCIPLE  -  A.4: NON-EXECUTIVE DIRECTORS 
 
Main principle 
A.4.a A part of their role as members of a unitary board, non-executive directors should constructively challenge and help develop proposals on strategy.  Non-executive 

directors should also promote the functioning of the board as a unitary board. 
 
Supporting Principles 
A.4.b Non-executive directors should scrutinise the performance of management in meeting agreed goals and objectives, and monitor the reporting of performance.  They 

should satisfy themselves on the integrity of financial information and that financial controls and systems of risk management are robust and defensible.  They are 
responsible for determining appropriate levels of remuneration for executive directors and have a prime role in appointing, and where necessary, removing executive 
directors, and in succession planning. 

 
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

A.4.1 In consultation with the council of governors, the board 
should appoint one of the independent non-executive 
directors to be the senior independent director to 
provide a sounding board for the chairperson and to 
serve as an intermediary for the other directors when 
necessary.  The senior independent director should be 
available to governors if they have concerns that 
contract through the normal channels of chairperson, 
chief executive, finance director or trust secretary has 
failed to resolved, or for which such contact is 
inappropriate.   The senior independent director could 
be the deputy chair person.  

COMPLIANT 

Mr Patton was appointed as SID in early 2012.  Whilst Mr Patton 
also currently serves as the Deputy Chairperson, these are still seen 
by the Trust as two distinct and separate roles. 

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

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

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

Annual Report & Accounts 

All available on the Trust’s 
website or on request.  Copies of 
Minutes also held centrally (as 
indicated earlier). 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

A.4.2  The chairperson should hold meetings with the non-
executive directors without the executives present. Led 
by the senior independent director, the non-executive 
directors should meet without the chairperson present, 
at least annually, to appraise the chairperson’s 
performance and on such other occasions as are 
deemed appropriate. 

 

COMPLIANT 
Meetings of the Chairman and Non-Executive Directors (NED review 
meetings) are held almost every month; key issues from the 
meetings are minuted. 
Separate meetings of the SID and NEDs (without the Chairman) are 
held at least annually. 
 
The appraisal of the Chair continues to be led jointly by the SID and 
Lead Governor. 

 

Minutes of the NED reviews 
Minutes/outcome of the SID/NED 
meeting 
Minutes of the Council of 
Governor’s Nominations 
Committee meeting 
Copies available on request from 
the SID, Chairman or Sec to 
Board, subject to agreement 
 
Note: all of these Minutes are 
confidential to the attendees. 
Copies available on request from 
the SID, Chairman or Sec to 
Board, subject to agreement 

A.4.3 Where directors have concerns that cannot be resolved, 
about the running of the NHS foundation trust or a 
proposed action, they should ensure that their concerns 
are recorded in the board minutes.  On resignation a 
director should provide a written statement to the 
chairperson for circulation to the board, if they have 
such concerns. 

COMPLIANT 
Individual responsibility of each Director; all Directors are aware of 
their duties and responsibilities a Director of the Board. 
All Directors are issued with Monitor’s Code of Governance on 
appointment  
 

Concerns raised will be recorded 
in relevant Board minutes, 
available on the Trust’s website (if 
public) or the Sec to Board. Held 
on central folder at Trust HQ. 
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PRINCIPLE  -  A.5: GOVERNORS 
Main principle  
A.5.a The council of governors has a duty to hold the non-executive directors individually and collectively to account for the performance of the board.  This includes 

ensuring the board of directors acts so that the foundation trust does not breach the conditions of its licence.  It remains the responsibility of the board of directors to 
design and then implement agreed priorities, objectives and the overall strategy of the NHS foundation trust.  

A.5.b The council of governors is responsible for representing the interests of NHS foundation trust members and the public and staff in the governance of the NHS 
foundation trust and should adhere to its values and code of conduct. 

A.5.c Governors are responsible for regularly feeding back information about the trust, its vision and its performance to members and the public and the stakeholder 
organisations that either elected or appointed them.  The trust should ensure governors have appropriate support to help them discharge this duty. 

Supporting Principles  
A.5.d Governors should discuss and agree with the board of directors how they will undertake these and any other additional roles, giving due consideration to the 

circumstances of the NHS foundation trust and the needs of the local community and emerging best practice.  
A.5.e Governors should work closely with the board of directors and must be presented with, for consideration, the annual report and accounts and the annual plan at a 

general meeting. The governors must be consulted on the development of forward plans for the trust and any significant changes to the delivery of the trust’s 
business plan. 

A,5,f Governors should use their voting rights (including those described in A.5.14 and A.5.15) to hold the non-executive directors individually and collectively to account 
and act in the best interest of patients, members and the public.  If the council of governors does withhold consent for a major decision, it must justify its reasons to 
the chair and the other non-executive directors, bearing in mind that its decision is likely to have a range of consequences for the NHS foundation trust.  The council 
of governors should take care to ensure that reasons are considered, factual and within the spirit of the Nolan Principles 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents 

A.5.1 The council of governors should meet sufficiently 
regularly to discharge its duties Typically the council of 
governors would be expected to meet as a full council at 
least four times a year. Governors should, where 
practicable, make every effort to attend the meetings of 
the council of governors where practicable. The NHS 
foundation trust should take appropriate steps to 
facilitate attendance. 

COMPLIANT 

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

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

Schedule of meetings  
(posted on the Trust’s website).   
Minutes of the Council of 
Governors (also posted on the 
website - …/about us/how we are 
run/), including reports on queried 
absences where relevant) 
Trust Constitution (on Trust’s and 
Monitor’s website) 
Minutes and meeting dates are 
also available from the Sec to 
Board and accessible on the 
central folders held at Trust HQ 
(SMT/CoG/Meetings) 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.5.2 The council of governors should not be so large as to be 
unwieldy. The board of governors should be of sufficient 
size for the requirements of its duties. The roles, 
structure, composition, and procedures of the council of 
governors should be reviewed regularly as described in 
provision B.6.5. 

COMPLIANT 

Following implementation of the 2012 Act, the composition of the 
Council of Governors was revised as part of the latest review of the 
Trust’s Constitution.  Its overall size was reduced from 35 to 29 
governors.   This revised structure and slightly reduced size has 
proven to work well. No further changes to the Council’s composition 
were proposed in the latest annual review of the Trust’s Constitution. 

   

 

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

Governors’ names shown on 
posters at main reception areas 
across the hospital  
 
March and June 2013 
papers/minutes for Council of 
Governors and Board of Directors 
provide more detail on the 
rationale for the agreed changes 
(available on the website). 

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

A.5.3 The annual report should identify the members of the 
council of governors, including a description of the 
constituency or organisation that they represent, 
whether they were elected or appointed, and the 
duration of their appointments.  The annual report 
should also identify the nominated lead governor.  A 
record should be kept of the number of meetings of the 
council and the attendance of individual governors and it 
should be made available to members on request. 

 Specific statement required 

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

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

Annual Report & Accounts 

List of constituencies/Governors 
above as above. 

Record of attendance available 
form Sec to Board; held on 
central folder at Trust HQ 
(SMT/CoG/Meetings) 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.5.4 The roles and responsibilities of the council of governors 
should be set out in a written document. This statement 
should include a clear explanation of the responsibilities 
of the council of governors towards members and other 
stakeholders and how governors will seek their views 
and inform them.  

COMPLIANT 

Set out in the Trust’s Constitution.   

Roles and responsibilities supported by guidance published by the 
NHS Providers and Monitor. 

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

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

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

A.5.5 The chairperson is responsible for leadership of both the 
board of directors and the council of governors (see A.3) 
but the governors also have a responsibility to make the 
arrangements work and should take the lead in inviting 
the chief executive to their meetings and inviting 
attendance by other executives and non-executives as 
appropriate. In these meetings other members of the 
council of governors may raise questions of the 
chairperson or his/her deputy or any other director 
present at the meeting about the affairs of the NHS 
foundation trust.  

COMPLIANT 

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

The chief executive or another director acting on their behalf, 
regularly attends general meeting. 

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

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

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

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

Papers/Minutes available on the 
website and held on central folder 
(as indicated earlier) 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.5.6 The council of governors should establish a policy for 
engagement with the board of directors for those 
circumstances when they have concerns about the 
performance of the board of directors, compliance with 
the new provider licence or other matters related to the 
overall wellbeing of the NHS foundation trust. The 
council of governors should input into the board’s 
appointment of a senior independent director (see 
A.4.1).  

COMPLIANT 

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

Governors are consulted upon for appointment of the senior 
independent director (see above). 

The Lead Governor (elected annually) would play a key role in the 
event of any serious concern about the Board’s performance.  
 

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

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

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

A.5.7 The council of governors should ensure its interaction 
and relationship with the board of directors is 
appropriate and effective, in particular, by agreeing the 
availability and timely communication of relevant 
information, discussion and the setting in advance of 
meeting agendas and, where possible, using clear, 
unambiguous language. 

COMPLIANT 

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

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

A.5.8 The council of governors should only exercise its power 
to remove the chairperson or any non-executive 
directors after exhausting all other means of 
engagement with the board of directors.  The council 
should raise any issues with the chairperson with the 
senior independent director in the first instance. 

COMPLIANT 

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

Various Council of Governors and 
Nominations Committee minutes 
refer. 

Code of Governance & Monitor’s 
guidance (on Monitor’s website. 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.5.9 The council of governors should receive and consider 
other appropriate information required to enable it to 
discharge its duties, for example, clinical and 
operational data.  

COMPLIANT 

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

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

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

Private Board agenda and 
minutes (available to the 
Governors on the Governors’ 
private section of the Trust’s 
website). 

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

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

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

A.5.10 The council of governors has a statutory duty to hold the 
non-executive directors individually and collectively to 
account for the performance of the board of directors 

COMPLIANT 

As outlined in the Trust’s Constitution and elsewhere in this 
document, the council of governors holds the non-executive 
directors to account through a variety of means, including discussion 
at general meetings, observation and comment/question at public 
meetings of the board of directors, review of board reports at sub-
group meetings, requests for attendance and/or further information 
from the chairperson and other non-executive directors. 

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

Constitution (available on 
website) 

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

Copy papers available on request 
from Sec to Board; held on 
central folders at Trust HQ (as 
detailed previously). 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

A.5.11 The 2006 Act, as amended, gives the council of 
governors a statutory requirement to receive the 
following documents.  These documents should be 
provided in the annual report as per the NHS 
Foundation Trust Annual reporting Manual:  
a) the annual accounts 
b) any report of the auditor on them; and 
c) the annual report 

COMPLIANT 

Formally presented to the council of governors at the annual 
general/annual public members meeting each year 

Minutes available in Council of 
Governors’ meeting papers on 
website 

A.5.12 The directors must provide governors with an agenda 
prior to any meeting of the board, and a copy of the 
approved minutes as soon as is practicable afterwards.  
There is no legal basis on which the minutes of private 
sessions of board meeting should be exempted from 
being shared with the governors.  In practice it may be 
necessary to redact some information, for example, for 
data protection or commercial reasons.  Governors 
should respect the confidentiality of these documents. 

COMPLIANT 

As outlined in A.5.9.   

Confidentiality on a range of issues, which would include receipt of 
any private board papers, is specified in the governors’ Code of 
Conduct.  Any breach of the Code can result in termination of office. 

No part of any private minutes has been redacted to date.  They are 
made available to governors at the same time as they are issued to 
board members (ie before approval), via a secure page on the 
Trust’s website.   Governors’ access to this page is removed when 
their tenure ends. 

Latest version of the Code of 
Conduct is available via council of 
governors’ meetings papers – 
February 2016 (on the Trust’s 
website), on the central Trust HQ 
folders), or on request from the 
Sec to Board. 

A.5.13 The council of governors may require one or more of the 
directors to attend a meeting to obtain information about 
performance of the trust’s functions or the directors’ 
performance of their duties, and to help the council of 
governors to decide whether to propose a vote on the 
trust’s or director’s performance. 

COMPLIANT 

As stated above and stipulated in the Trust’s Constitution, governors 
may call any director to a meeting whenever required. 

Trust’s Constitution (available on 
website or on request) 

A.5.14 Governors have the right to refer a question to the 
independent panel for advising governors.  More than 
50% of governors who vote must approve this referral.  
The council should ensure dialogue with the board of 
directors takes place before considering such a referral, 
as it may be possible to resolve question in this way. 

COMPLIANT 

Incorporated into the Trust’s Constitution in 2013 
Trust’s Constitution (available on 
website or on request) 
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 supporting documents 

A.5.15 Governors should use their new rights and voting 
powers from the 2012 Act to represent the interests of 
members and the public on major decisions taken by the 
board of directors.  The new voting powers require: 
• More than half of the members of the board of 

directors who vote and more than half of the 
members of the council of governors who vote to 
approve a change to the constitution of the NHS 
foundation trust 

• More than half of governors who vote to approve a 
significant transaction 

• More than half of all governors to approve an 
application by a trust for a merger, acquisition, 
separation or dissolution 

• More than half of governors who vote, to approve 
any proposal to increase the proportion of the trust’s 
income earned from non-NHS work by 5% a year or 
more.  For example, governors will be required to 
vote where an NHS foundation trust plans to 
increase its non-NHS income from 2% to 7% or 
more of the trust’s total income. 

• Governors to determine together whether the trust’s 
non-NHS work will significantly interfere with the 
trust’s principal purpose, which is to provide goods 
and services for the health service in England, or its 
ability to perform its other functions. 

NHS foundation trusts are permitted to decide 
themselves what constitutes a “significant transaction” 
and may choose to set out the definition(s) in the trust’s 
constitution.  Alternatively, with the agreement of the 
governors, trusts may choose not to give a definition but 
this would need to be stated in the constitution. 

COMPLIANT 

As above, these requirements were incorporated into the Trust’s 
Constitution on review in June 2013. 

The Trust has included a definition for a significant transaction as 
agreed by the council of governors and board of directors, reflecting 
the previous guidance issued by Monitor. 

All governors are issued with a copy of the Constitution on 
appointment and Monitor’s guidance: “Your statutory duties – A 
reference guide for NHS foundation trust governors” (August 2013).  
Governors in post at the time that the 2012 Act passed through 
Parliament were fully briefed on the changes in their roles and 
responsibilities prior to its formal implementation.  New governors 
are briefed in their first induction meeting. 

Trust’s constitution 

 
Monitor’s guidance  
(available on Monitor’s website:  
www.monitor-nhsft.gov.uk) 
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SECTION B: EFFECTIVENESS 
 
PRINCIPLE  -  B.1: THE COMPOSITION OF THE BOARD 
 
Main principle  
B.1.a The board of directors and its committees should have the appropriate balance of skills, experience, independence and knowledge of the NHS foundation trust to 

enable them to discharge their respective duties and responsibilities effectively. 

Supporting Principles 
B.1.b  The board of directors should be of sufficient size that the requirements of the organisation can be met and that changes to the board’s composition and that of its 

committees can be managed without undue disruption, and should not be so large as to be unwieldy  
B.1.c The board of directors should include an appropriate combination of executive and non-executive directors (and in particular, independent non-executive directors) 

such that no individual or small group of individuals can dominate the board’s decision taking. 
B.1.d All directors should be able to exercise one full vote, with the chairperson having a second or casting vote on occasions where voting is tied. 
B.1.e The value of ensuring that committee membership is refreshed and that undue reliance is not placed on particular individuals should be taken into account in 

deciding chairmanship and membership of committees.  The value of appointing a non-executive director with a clinical background to the board of directors should 
be taken into account by the council of governors. 

B.1.f Only the committee chairperson and committee members are entitled to be present at meetings of the nomination, audit or remuneration committees, but others may 
attend by invitation of the committee. 

 
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.1.1 The board of directors should identify in the annual 
report each non-executive director it considers to be 
independent. The board should determine whether the 
director is independent in character and judgement and 
whether there are relationships or circumstances which 
are likely to affect, or could appear to affect, the 
director’s judgement. The board of directors should state 
its reasons if it determines that a director is independent 
despite the existence of relationships or circumstances 
which may appear relevant to its determination, 
including if the director:  
• has been an employee of the NHS foundation trust 

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

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

 
COMPLIANT  
Stated in the Annual Report & Accounts.  Based on the Register of 
Directors’ Interests and known circumstances, there is nothing to 
preclude any of the current Non-Executive Directors from being 
declared as independent.   
 
The Directors’ Register of Interests is reviewed at least twice 
annually (January and July); additionally declarations of interest are 
invited at every meeting.  At the bi-annual review of the Register, 
Directors are reminded of their individual responsibility to ensure the 
Register is kept up to date at all times. 

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

Pack pg 100



BoD April 2015: 11(iii) Appendix 2: CHECKLIST – page 20  

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

foundation trust;  
• has received or receives additional remuneration 

from the NHS foundation trust apart from a 
director’s fee, participates in the NHS foundation 
trust’s performance-related pay scheme, or is a 
member of the NHS foundation trust’s pension 
scheme;  

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

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

• has served on the board for more than six years 
from the date of their first appointment; or 

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

 
Specific statement required 
 

B.1.2 At least half the board, excluding the chairperson, 
should comprise non-executive directors determined by 
the board to be independent 

COMPLIANT 
As above. As above 

B.1.3 No individual should hold, at the same time, positions of 
director and governor of NHS foundation trust 

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

Directors’ and Governors’ 
Registers of Interests 

B.1.4 The board of directors should include in its annual report 
a description of each director’s expertise and 
experience. Alongside this in the annual report, the 
board should make a clear statement about its own 
balance, completeness and appropriateness to the 
requirements of the NHS foundation trust. Both 
statements should also be available on the NHS 
foundation trust’s website.  

 
 Specific statement required  

To be made publicly available (on website or on 
request).  
 

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

Annual Report & Accounts  
 
Trust’s website  
(…/publicationsandreports/)  
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PRINCIPLE  -  B.2: APPOINTMENTS TO THE BOARD 
 
Main principle] 
B.2.a   There should be a formal, rigorous and transparent procedure for the appointment of new directors to the board. Directors of NHS foundation trusts must be “fit and 

proper” to meet the requirements of the general conditions of the provider licence. 
Supporting Principles 
B.2.b The search for candidates for the board of directors should be conducted, and appointments, made, on merit, against objective criteria and with due regard for the 

benefits of diversity on the board and the requirements of the trust.  
B.2.c The board of directors and council of governors should satisfy themselves that plans are in place for orderly succession of appointments to the board, so as to 

maintain an appropriate balance of skills and experience within the NHS foundation trust and on the board  
 
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.2.1 The nominations committee or committees, with external 
advice as appropriate, are responsible for the 
identification and nomination of executive and non-
executive directors.  The nominations committee should 
give full consideration to succession planning, taking 
into account the future challenges, risks and 
opportunities facing the NHS foundation trust and the 
skills and expertise required within the board of directors 
to meet them. 

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

Terms of Reference of respective 
Committees.  Available on shared 
central folder: 
SMT/Governance/TOR. 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.2.2 Directors on the board of directors and governors on the 
council of governors should meet the “fit and proper” 
person test described in the provider licence.  For the 
purpose of the licence and application criteria, “fit and 
proper” persons [FPPR] are defined as those without 
certain recent criminal convictions and director 
disqualifications, and those who are not bankrupt 
(undischarged).Trusts should also abide by the updated 
guidance from the CQC regarding appointments to 
senior posts in organisations subject to CQC 
regulations. 

COMPLIANT  
 
In accordance with current procedures: 
- applicants for appointment as staff of the Trust, which would 

include executive directors, are required to declare relevant 
unspent criminal convictions; elements of the other aspects 
would be identified through the application process (CVs, 
reference and at interview) if any potential concerns raised 

- applicants for appointment as an non-executive director are 
required to declare certain unspent criminal convictions, director 
disqualifications or if they are an undischarged bankrupt 

- applicants for the council of governors are required to declare 
that they would not be debarred to apply due to any of the 
disqualification criteria set out in the Trust’s Constitution, which 
would include the issues in question.   

- all directors of the board and governors are subject to DBS 
clearance. 

- The requirement for all Directors to meet the FPPR was 
included in the Trust’s Constitution in the last review (2015).  
Simultaneously it was agreed that Governors’ compliance with 
FPPR should be incorporated into the Governors’ Code of 
Conduct at the next review (subsequently actioned February 
2016) 

- all directors and governors are bound by their respective Codes 
of Conduct, which would disqualify them from their role if their 
positions changed to the contrary 

There are no known reasons to suspect any of the current directors 
or governors of being in breach of these requirements but the Trust 
is mindful that most of the declarations are dependent on the 
individuals themselves.   

Application forms, personal 
records, professional registration 
checks: held in confidence. 
 
From Trust’s website:  
Latest Constitution, revised 2015  
Governors’ Code of Conduct 
(revised 2016)  
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.2.3 There may be one or two nominations committees. If 
there are two committees, one will be responsible for 
consideration  nominations for executive directors and 
the other for non-executive directors (including the 
chairperson)  The nominations committee(s) should 
regularly review the structure, size and composition of 
the board of directors and make recommendations for 
changes where appropriate.  In particular, the 
nominations committee(s) should evaluate, at least 
annually, the balance of skills, knowledge and 
experience on the board of directors and, in the light of 
this evaluation, prepare a description of the role and 
capabilities required for appointment of both executive 
and non-executive directors, including the chairperson. 

COMPLIANT 
This responsibility is shared across two committees as stated above. 
As and when vacancies arise, and at periodic intervals between 
such occasions, both Committees separately consider the balance 
and composition of the Board of Directors.  The committees also 
take account of one another’s views when progressing appointments 
within their respective remits. 

Minutes of the RATS Committee 
(key decisions from which are 
reported to the Board in 
accordance with the Committee’s 
Terms of reference).  Copies are 
available on request from the 
Chairman or Sec to Board (held 
on Chairman’s central folder), 
subject to the Chairman’s 
approval, 
Confidential Minutes of the 
Nominations Committee 
(available at Chairman’s 
approval).  The Committee’s 
recommendations are reported to 
the Council of Governors for 
approval and noted in public 
minutes, subsequently posted on 
the Trust’s website. 

B.2.4 The chairman or an independent non-executive director 
should chair the committee(s).   At the discretion of the 
committee, a governor can chair the committee in the 
case of appointments of non-executive directors or the 
chairman. 

 
COMPLIANT 
This has been the Trust’s preferred practice since establishment..  
 

As above 

B.2.5  The governors should agree with the nominations 
committee a clear process for the nomination of a new 
chair and non-executive directors. Once suitable 
candidates have been identified the nominations 
committee should make recommendations to the board 
of governors.  

COMPLIANT 
The procedure for appointment/re-appointment and removal of the 
chair and NEDs is outlined in the Trust’s Constitution and the Terms 
of Reference for the council of governors’ Nominations Committee 
(the latter are reviewed annually).  The process includes a formal 
requirement for recommendations to be submitted to the council of 
governors for approval. 
The process has been reviewed and supported by HR specialists. 

Terms of Reference for 
Nominations Committee (as 
above). 
Various Public Minutes of the 
Council of Governors - approving 
appointment/re-appointment, 
including December 2015 (issued 
February 2016). 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.2.6 Where an NHS foundation trust has two nominations 
committees, the nominations committee responsible for 
the appointment of non-executive directors should 
consist of a majority of governors. 

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

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

Terms of Reference for 
Nominations Committee (as 
above) 

B.2.7 When considering the appointment of non-executive 
directors, the council of governors should take into 
account the views of the board of directors on the 
qualifications, skills and experience required for each 
position 

COMPLIANT 
An integral part of the appointment process, as conducted by the 
Nominations Committee.  Board views are presented via the Chair, 
SID or Chief Executive, as appropriate. 

Terms of Reference for 
Nominations Committee (as 
above) 
Relevant minutes Nominations 
Committee (available from 
Secretary to Board and/or central 
files, subject to Chairman’s 
sanction) 

B.2.8 The annual report should describe the process followed 
by the council of governors in relation to appointments 
of the chairman and non-executive directors. 

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

B.2.9 An independent external advisor should not be a 
member of or have a vote on the nominations 
committee(s) 

COMPLIANT 
Per Committees’ terms of reference 

Terms of Reference for 
Nominations and RATS 
Committees as above 

B.2.10 A separate section of the annual report should describe 
the work of the nominations committee(s), including the 
process it has used in relation to board appointment.  
The main role and responsibilities of the nominations 
committee should be set out in publicly available, written 
terms of reference. 

 
 Specific statement required  

To be made publicly available (on website or on 
request). 

COMPLIANT  
– current practice 

Annual Report & Accounts (on 
website and available on request 
from Trust HQ) 
Terms of reference for the 
Nominations Committee with 
responsibility for non-executive 
directors is available from council 
of governors’ papers (presented 
annual for review).  The Terms of 
reference for the RATS 
Committee are available on 
request and are held on central 
file: SMT/governance/TOR. 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

B.2.11 It is a requirement of the 2006 Act that the chairperson, 
the other non-executive directors and – except in the 
case of the appointment of a chief executive –the chief 
executive, are responsible for deciding the appointment 
of executive directors. The nominations committee with 
responsibility for executive director nominations should 
identify suitable candidates to fill executive director 
vacancies as they arise and make recommendations to 
the chairperson, the other non-executives directors and, 
except in the case of the appointment of a chief 
executive, the chief executive. 

COMPLIANT  
As indicated earlier, the Trust’s RATS Committee is responsible for 
the appointment and terms & conditions of service for Executive 
Directors.  Its membership includes non-executive directors only but 
it is supported by the Chief Executive and Associate Director of 
HR&OD as required.  It also has the right to call upon external 
advisors. 
As set out in the Trust’s Standing Orders and Constitution, 
appointments for executive directors (with the exception of the Chief 
Executive) are required to involve all of the NEDs (ie the RATS 
Committee) and the Chief Executive. 

Terms of Reference for RATS 
Committee. 
Trust’s Standing Orders/Scheme 
of Delegation (available on the 
Trust’s website or from the Sec to 
Board or Director of Finance & 
Information on request) 
Trust’s Constitution (on Trust’s 
and Monitor’s website and 
available from Sec to Board).   
The NHS Act 2006 (available 
from Office of Her Majesty’s 
Stationers; e-copy also held on 
central folder at Trust HQ – 
SMT/Monitor/Acts) 

B.2.12 It is for the non-executive directors to appoint and 
remove the chief executive.  The appointment of a chief 
executive requires the approval of the council of 
governors. 

 

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

 
As above. 
Minutes of Council of Governors 
general meetings  

B.2.13 The governors are responsible at a general meeting for 
the appointment, re-appointment and removal of the 
chair and the other non-executive directors 

COMPLIANT 
See B.2.5 above  
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PRINCIPLE  - B.3 COMMITMENT 
 
Main principle 
B.3.a All directors should be able to allocate sufficient time to the NHS foundation trust to discharge the responsibilities effectively.  

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  

B.3.1 For the appointment of a chairman, the nominations 
committee should prepare a job specification defining 
the role and capabilities required including an 
assessment of the time commitment expected, 
recognising the need for availability in the event of 
emergencies.  A chairman’s other significant 
commitments should be disclosed to the council of 
governors before appointment and included in the 
annual report. Changes to such commitments should be 
reported to the council of governors as they arise, and 
included in the next annual report. No individual, 
simultaneously whilst being a chairperson of an NHS 
foundation trust, should be the chairperson of another 
NHS foundation trust. 

 
 Specific statement required 

COMPLIANT 
The latest open competition appointment process for the incumbent 
Chair was carried out in Autumn 2008, in compliance with the Code 
of Governance, the Constitution and the Nomination Committee’s 
Terms of Reference.  The process was supported and its 
compliance monitored and affirmed by the Audit Commission, as 
independent experts.   
The role and capabilities required, including time commitment and 
Chair’s commitments are critical issues given careful review when 
considering appointment or re-appointment of the chairperson. 
The Chairman’s commitments are recorded in the Directors’ 
Register of Interest and published in the annual report; any 
amendments are reported through the Directors’ Register of Interest. 

Information pack for applicants to 
Chair appointment (2008) – was 
on the web at the time of advert; 
copies available from Secretary to 
Board and/or Associate Director 
of HR on request. 
Nominations Committee Minutes 
and terms of reference (as 
above).  Minutes from Council of 
Governors general meetings (on 
website) 
Annual Report (on website) 
Directors’ Register of Interests 
(available on the website, with 
public Board meeting papers – 
January/July or on request from 
Sec to Board 

B.3.2 The terms and conditions of appointment of non-
executive directors should be made available to the 
council of governors. The letter of appointment should 
set out the expected time commitment. Non-executive 
directors should undertake that they will have sufficient 
time to meet what is expected of them. Their other 
significant commitments should be disclosed to the 
council of governors before appointment, with a broad 
indication of the time involved and the council of 
governors should be informed of subsequent changes. 

 To be publicly available (on website or on request). 

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

NED service agreements and 
letters of appointment are held on 
personnel files; accessible with 
approval from Chairman. 
Blank copies of the agreements 
are available on request from Sec 
to Board and held on central 
folder at HQ (SMT/CoG/NED 
appointments) 

B.3.3 The board of directors should not agree to a full-time 
executive director taking on more than one non-
executive directorship of an NHS foundation trust or 
another organisation of comparable size and complexity, 
nor the chairmanship of such an organisation.  

COMPLIANT – current practice Register of Directors’ Interests  
(accessibility as above) 
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PRINCIPLE  - B.4 DEVELOPMENT 
 
Main principle 
B.4.a All directors and governors should receive appropriate induction on joining the board of directors or the council of governors and should regularly update and refresh 

their skills and knowledge.  Both directors and governors should make every effort to participate in training that is offered.  
 
Supporting principles 
B.4.b The chairperson should ensure that the directors and governors continually update their skills, knowledge and familiarity with the NHS foundation trust and its 

obligations, to fulfil their role both on the board, the council of governors and on committees. The NHS foundation trust should provide the necessary resources for 
developing and updating its directors’ and governors’ knowledge and capabilities. 

B.4.c To function effectively, all directors need appropriate knowledge of the NHS foundation trust and access to its operations and staff. 
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.4.1 The chairperson should ensure that new directors and 
governors receive a full and tailored induction on joining 
the board or the council of governors.  As part of this 
directors should seek out opportunities to engage with 
stakeholders, including patients, clinicians and other 
staff.  Directors should also have access, at the NHS 
foundation trust’s expense, to training courses and/0r 
materials that are consistent with their individual and 
collective development programme. 

 

COMPLIANT 
Current practice; on appointment the Chairman and Chief Executive 
ensure new NEDs and/or Executive Directors receive appropriate 
information packs/papers and tailored induction programme.  This is 
over and above any standard HR requirements. 
On appointment the Chairman meets all new Governors; information 
packs are provided to give an overview of the Trust, the work of the 
Governing Council and the wider NHS (locally and nationally).  A 
flexible induction programme has been developed by the Council of 
Governors to support new incumbents, together with opportunity for 
new Governors to be “buddied” (mentored) by other Governors 
already in post.  This will be further expanded by development of 
internal and national training programmes for Governors. 
 

NED and Executive Director 
induction checklists (available 
from the Sec to Board and copies 
held on Directors’ personal files) 
Copy pack and induction 
programme available from Sec to 
Board (and copies held on central 
system –Council of 
Governors/Information Pack) 

B.4.2 The chairperson should regularly review and agree with 
each director their training and development needs as 
they relate to their role on the board. 

EXCEPTION  
The Chair does regularly review and agree training and development 
needs with non-executive directors and the chief executive.   
To date training and development needs for other executive 
directors have been reviewed and agreed between the chief 
executive and the director and relevant matters supported by the 
Chair and non-executive directors through the RATS Committee.   
Following external review, a development programme for the Board 
was progressed, led by the Chairman and CEO.  Board and 
individual development continues. 
 

Review and development needs 
identified in appraisal reports held 
on personal files. 
. 
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RELEVANT STATUTORY REQUIREMENTS 

(per Schedule A to the Code)   

B.4.3 The board has a duty to take steps to ensure that 
governors are equipped with the skills and knowledge 
they need to discharge their duties appropriately 

COMPLIANT 
In addition to the governors’ information pack and induction received 
on appointment, an internal training programme for governors was 
reinvigorated in 2015 and was well received by the full Council.  The 
programme has been refreshed for 2016, led by the Governors to 
ensure it continues to respond to their needs.  Governors are also 
encouraged to attend, and have attended, the national training 
programme (Governwell) for governors.  Several Governors 
attended national and regional training events in 2014 and 
additionally the Trust is exploring the option for a bespoke in-house 
training session to be provided by Governwell on site later in the 
year. 
As indicated elsewhere, governors are also provided with knowledge 
via sharing of board reports and briefings at governors’ meetings. 

Noted in numerous council of 
governors’ meeting papers, 
available on the Trust’s website. 
Information handbook held 
centrally (SMT/CoG/Information 
pack) and available on request 
(with some redaction for public 
requests) 
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PRINCIPLE  - B.5 INFORMATION AND SUPPORT 
 
Main principle 
B.5.a The board of directors and the council of governors should be supplied in a timely manner with relevant information in a form and of a quality appropriate to enable 

them to discharge their respective duties.   Statutory requirements on the provision of information from the board of directors to the council of governor are provided 
in “Your statutory duties: A reference guide for NHS foundation trust governors” (Monitor August 2013) 

 
Supporting principles 
B.5.b The chairperson is responsible for ensuring that the directors and governors receive accurate, timely and clear information. Management has an obligation to 

provide such information but directors and governors should seek clarification or amplification where necessary.  
B.5.c The responsibilities of the chairperson include ensuring good information flows across the board, the council of governors and their committees, between directors 

and governors, and between senior management and non-executive directors, as well as facilitating induction and assisting with professional development as 
required. 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  
B.5.1 The board of directors and the council of governors 

should be provided with high quality information 
appropriate to their respective functions and relevant to 
the decisions they have to make. The board of directors 
and the council of governors should agree their 
respective information needs with the executive 
directors through the chairperson. The information for 
the boards should be concise, objective, accurate and 
timely, and it should be accompanied by clear 
explanations of complex issues. The board of directors 
should have complete access to any information about 
the NHS foundation trust that it deems necessary to 
discharge its duties, including access to senior 
management and other employees. 

COMPLIANT 
Per current practice and reviewed on an ongoing basis through 
respective meetings of Board and Committees, Council of 
Governors (general and sub-group meetings), NED reviews, It is 
acknowledged that information flows can always be improved and 
performance reports to the board of directors (and shared with 
governors to help them hold the non-executive directors to account) 
were reviewed and refreshed during the Governance Review 
2014/15.  The changes were subsequently scrutinised and 
supported by independent external reviewed. 

Trust’s Standing Orders – as 
above  
Terms of Reference of all 
Committees 
(accessibility as above) 
Meeting papers (board, council 
and committees) 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.5.2 The board of directors, and in particular non-executive 
directors, may reasonably wish to challenge assurances 
received from the executive management.  They need 
not seek to appoint a relevant adviser for each and 
every subject area that comes before the board of 
directors, although they should wherever possible 
ensure that they have sufficient information and 
understanding to take decisions on an informed basis.  
When complex or high risk issues arise the first course 
of action should normally be to encourage further and 
deeper analysis to be carried out, in a timely manner, 
within the NHS foundation trust.  On occasion, non-
executives may reasonably decide that external 
assurance is appropriate. 

COMPLIANT 
Reflects current practice and standing orders. 

Board Minutes – public (available 
on website) and private (held on 
shared SMT drive; available on 
request from Sec to board, 
subject to Chairman’s approval)  
Trust’s standing orders – 
available on website 

B.5.3 The board should ensure that directors, especially non-
executive directors, have access to independent 
professional advice, at the NHS foundation trust’s 
expense, where they judge it necessary to discharge 
their responsibilities as directors.   

   

COMPLIANT 
Per current practice and stipulated in the Trust’s Standing Orders. 

Trust’s Standing Orders   
(available on the web or on 
request from Sec to Board or 
Director or Finance.) 

B.5.4 Committees should be provided with sufficient resources 
to undertake their duties.  The board of directors should 
also ensure that the council of governors is provided 
with sufficient resources to undertake its duties with 
such arrangements agreed in advance. 

COMPLIANT 
Per current practice and stipulated in the Trust’s Standing Orders 
and Constitution as appropriate, and subject to regular review. 

Trust’s Standing Orders and 
Constitution  
(available on the web, through 
board and council meeting papers 
or on request from Sec to Board 
or Director or Finance.  

B.5.5 Non-executive directors should consider whether they 
are receiving the necessary information and feel able to 
raise appropriate challenge of recommendations or 
decisions of the board, in particular making full use of 
their skills and experience gained both as a director of 
the trust and also in other leadership roles.  They should 
expect and apply similar standards of care and quality in 
their role as a non-executive director of an NHS 
foundation trust as they would in other similar roles. 

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

Public minutes available on 
Trust’s website.  Private minutes 
available via the Chairman or Sec 
to Board (subject to Chairman’s 
approval)  

Pack pg 111



BoD April 2015: 11(iii) Appendix 2: CHECKLIST – page 31  

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.5.6 Governors should canvass the opinion of the trust’s 
members and the public, and for appointed governors 
the body they represent, on the NHS foundation trust’s 
forward plan, including its objectives, priorities and 
strategy and their views should be communicated to the 
board of directors.  The annual report should include a 
statement as to how this requirement has been 
undertaken and satisfied. 

 
 Specific statement required 

COMPLIANT 
Supported through engagement events, the Trust’s website/intranet 
and regular’ newsletters.  The Trust circulates 38000 copies of 
Barnsley Hospital News as an insert to the local newspaper and it is 
also available at over 100 outlets throughout the Borough.  Each 
issue invites feedback from members and the wider public. In 
addition Governors continue to liaise informally with members 
throughout their constituencies. 

Council of Governors minutes of 
General Meetings and sub-
groups – available on Trust’s 
website. 
Outcomes included in Council of 
Governors’ minutes 
Newsletters (available on 
website) 

B.5.7 Where appropriate, the board of directors should take 
account of the views of the council of governors on the 
forward plan in a timely manner and communicate to the 
council of governors where their views have been 
incorporated in the NHS foundation trust’s plans, and, if 
not, the reasons for this 

COMPLIANT 
Per current practice 

Council of Governors’ minutes of 
General Meetings and sub-
groups – available on Trust’s 
website. 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

B.5.8 The board of directors must have regard for the views of 
the council of governors on the NHS foundation trusts 
forward plan. 

COMPLIANT 
Per current practice 

Council of Governors’ minutes of 
General Meetings and sub-
groups – available on Trust’s 
website. 
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PRINCIPLE  - B.6 EVALUATION 
 
Main principle 
B.6.a The board of directors should undertake a formal and rigorous annual evaluation of its own performance and that of its committees and individual directors.  
B.6.b The outcomes of the evaluation of the executive directors should be reported to the board of directors. The chief executive should take the lead on the evaluation of 

the executive directors.  
B.6.c The council of governors which is responsible for the appointment and re-appointment of non-executive directors, should take the lead on agreeing a process for the 

evaluation of the chairperson and the non-executives, with the chairperson and the non-executives. The outcomes of the evaluation of the non-executive directors 
should be agreed with them by the chairperson.  The outcomes of the evaluation of the chairperson should be agreed by him or her with the senior independent 
director.  The outcomes of the evaluation of the non-executive directors and the chairperson should be reported to the governors The governors should bear in mind 
that it may be desirable to use the senior independent director to lead the evaluation of the chairperson. 

B.6.d The council of governors should assess its own collective performance and its impact in the NHS foundation trust.  
Supporting principles 
B.6.e Evaluation of the board of directors should consider the balance of skills, experience, independence and knowledge of the NHS foundation trust on the board, its 

diversity including gender, how the board works together as a unit, and other factors relevant to its effectiveness. This should be reported to the council of governors 
with a specific focus on what changes are needed for improvement. 

B.6.f Individual evaluation of directors should aim to show whether each director continues to contribute effectively, to demonstrate commitment and has the relevant 
skills for the role (including commitment of time for board and committee meetings and any other duties).  

B.6.g The chairperson should act on the results of the performance evaluation by recognising the strengths and addressing the weaknesses of the board, identifying 
individual and collective development needs and, where appropriate, proposing new members be appointed to the board or seeking the resignation of directors. 

B.6.h The focus of the chairperson’s appraisal will be his/her performance as leader of the board of directors and council of governors.  The appraisal should carefully 
consider that performance against pre-defined objectives that support the design and delivery of the NHS foundation trust’s priorities and strategy described in its 
forward plan. 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  
B.6.1 The board of directors should state in the annual report 

how evaluation of the board, its committees and its 
directors, including the chairperson, has been 
conducted bearing in mind the desirability for 
independent assessment, and the reason why the NHS 
foundation trust adopted a particular method of 
evaluation.  

 
Specific statement required  
 

COMPLIANT  
– current practice  
 

Annual Report & Accounts 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.6.2 Evaluation of the boards of NHS foundation trusts 
should be externally facilitated at least every three 
years.  The evaluation needs to be carried out against 
the board leadership and governance framework set out 
by Monitor.  The external facilitator should be identified 
in the annual report and a statement made as to 
whether they have any other connection to the trust. 

 
 Specific statement required where an external facilitator 

is used. 

COMPLIANT  
The Trust underwent an independent review during 2014-15. This 
included a formal development programme from November 2014 – 
May 2015 for the Board of Directors and members of the Executive 
Team. There are regular Board Workshops covering pertinent areas 
for development and further discussion, with guest speakers’ 
contributors as required.   
 

Independent review feedback to 
individual directors, chairman and 
chief executive. 
Data currently confidential. 
Work with Real World reported to 
the Nominations Committee and 
IMD outcomes shared with 
auditors and Monitor.  

B.6.3 The senior independent director should lead the 
performance evaluation of the chairperson, within a 
framework agreed by the council of governors and 
taking into account the views of directors and governors 

COMPLIANT 
For rigour, the appraisal process for the Chairman is the 
responsibility of the SID supported by the Lead Governor and 
council of governors and co-ordinated by the SID and council of 
governors’ Nominations Committee with input from the Non-
Executive directors (led by the SID), the Board of Directors (co-
ordinated by the Chief Executive) and Governors as well as the 
Chairman.   
 

Available from council of governor 
general meeting papers - 
presented under Nomination 
Committee reports throughout the 
year. 
Detailed appraisal outcomes and 
record of in-year training held on 
personnel files – further 
information available from the 
Chairman and Chief Executive on 
request. 

B.6.4 The chairperson, with the assistance of the board 
secretary if applicable, should use the performance 
evaluations as the basis for determining individual and 
collective professional development programmes for 
directors relevant to their duties as board members 

COMPLIANT  
– per current practice 

Led by the Chair (for NEDs individually) and the Chief Executive (for 
Executive Directors).  Collective training /development programmes 
considered and progressed with input from Chair/Chief Executive 
and full Board. 
Appraisals of the Executive Directors are carried out by the Chief 
Executive and submitted to the RATS Committee for review and 
comment.  
Appraisals of the Non-Executive Directors are carried out by the 
Chairman and reported to the Nominations Committee, for report/ 
recommendations to the Governing Council. 

Appraisal outcomes and record of 
in-year training held on personnel 
files – further information 
available from the Chairman and 
Chief Executive on request. 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.6.5 Led by the chairperson, the council of governors should 
periodically assess their collective performance and they 
should regularly communicate to members details on 
how they have discharged their responsibilities, 
including their impact and effectiveness on:  
- holding the non-executive directors individually and 

collectively to account for the performance of the 
board of directors 

- communicating with their member constituencies 
and the public and transmitting their views to the 
board of directors; and 

- contributing to the development of forward plans of 
the NHS foundation trust; and  

 The council of governors should use this process to 
review its roles, structure, composition and procedures, 
taking into account emerging best practice.  Further 
information can be found in Monitor’s publication: Your 
Statutory Duties: A Reference Guide for NHS 
Foundation Trust Governors. 

COMPLIANT 
Per current practice, including 
- annual review of Governors’ performance presented at AGM 
- liaison with members via quarterly newsletters to members and 

Lead Governors’ regular report to the Council of Governors 
(public paper) As mentioned above the Trust also circulates 
38000 copies of  Barnsley Hospital News  as an insert to the 
local newspaper and it is also available at over 100 outlets 
throughout the Borough 

- regular review of the membership strategy.   
- regular review of the governors’ strategy  
- plans have been agreed to support the governors’ collective 

and individual needs in 2016 

Lead Governors’ report to general 
meeting and annual review 
presented at AGM (available on 
website or on request from Sec to 
Board) 
Annual development session 
(October/November); 
agenda/papers available from the 
Sec to Board on request. Minutes 
of relevant General Meeting  
All of the above are also held on 
central folder at Trust HQ 
(SMT/CoG/Meetings) 

   
B.6.6 There should be a clear policy and a fair process, 

agreed and adopted by the council of governors, for the 
removal from the council of any governor that 
consistently and unjustifiably fails to attend the meetings 
of the board of governors or has an actual or potential 
conflict of interest which prevents the proper exercise of 
their duties. This should be shared with governors.  In 
addition it may be appropriate for the process to provide 
for removal from the council of governors  where 
behaviours or actions by a governor or group of 
governors may be incompatible with the values and 
behaviours of the NHS foundation trust.  Where there is 
any disagreement as to whether the proposal for 
removal is justified, an independent assessor agreeable 
to both parties should be requested to consider the 
evidence and conclude whether the proposed removal is 
reasonable or otherwise. 

COMPLIANT 
- per current practice. 
Governors are also required to declare any interests on the 
Governors’ Register of interest (reviewed bi-annually, February and 
August, at a general meeting).  Governors are periodically reminded 
of their responsibility to declare any conflicts of interest. 
This has been reinforced with the introduction of the Code of 
Conduct for Governors, developed through the Constitution review 
working group and approved by the Council of Governors at its 
General Meeting in February 2013. This is reviewed and updated 
annually. 

Trust’s Constitution (available on 
the Trust’s and Monitor’s website) 
Council of Governors papers and 
minutes (February and August) 
- available on website; held on 
central folder (as advised above) 
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PRINCIPLE  -  B.7:  RE-APPOINTMENT OF DIRECTORS AND RE-ELECTION OF GOVERNORS 
 
Main principle 
B.7.a All non-executive directors and elected governors should be submitted for re-appointment or re-election at regular intervals. The performance of executive directors 

of the board should be subject to regular appraisal and review.  The council of governors should ensure planned and progressive refreshing of the non-executive 
directors.   
 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  
B.7.1 In the case of re-appointment of non-

executive directors, the chairperson should 
confirm to governors that, following formal 
performance evaluation, the performance of 
the individual proposed for re-election 
continues to be effective and to demonstrate 
commitment to the role. Any term beyond six 
years (e.g. two three-year terms) for a non-
executive director should be subject to 
particularly rigorous review, and should take 
into account the need for progressive 
refreshing of the board. Non-executive 
directors may, in exceptional circumstances, 
serve longer than six years (e.g. two three 
three-year terms following authorisation of 
the NHS foundation trust), but this should be 
subject to annual re-appointment. Serving 
more than six years could be relevant to the 
determination of a non-executive director’s 
independence   

 
 Supporting information to be made available 

to governors 

 
COMPLIANT 

As reported previously, two appointments have been extended beyond six years:  
Mr Patton (wef 01.01.2014) and Mr Wragg (wef 01.01.2015) – for up to three years, 
subject to annual review and renewal.  The decisions of the council of governors in 
both cases are recorded in general meetings’ public minutes.  In each case the 
governors wished to retain the proven skills and leadership of the candidates, 
ensuring stability and continuity.  These exceptions are permitted under the Trust’s 
Constitution and the Nominations Committee’s terms of reference and will be 
reported in the annual report and accounts. 

Whilst compliant with the Code, these extended appointments will continue to be 
reported in the Annual Report & Accounts. 

All non executive and executive director appointments/re-appointments to the board 
are subject to rigorous process.  With respect to non-executives, the council of 
governors takes careful consideration on the Trust’s strengths and the challenges 
ahead, the mix of skills and experience on the board and the need for refreshing of 
the board – all of which are demonstrated in the above appointments and in the 
ongoing appointment process for a new (additional) NED, with clinical 
background/experience. 

 

 

 
 
 
Outcomes reported publicly 
in Council of Governors’ 
Minutes of General Meeting, 
2013 (Mr Patton), 2014 (Mr 
Wragg) - and on-going 
annual reviews.  Supporting 
information is provided to 
governors.  Copies are held 
centrally 
(SMT/CoG/Meetings). 
 
 
Trust’s Constitution (on 
Trust’s and Monitor’s 
website) 
Nominations Committees 
Terms of Reference  
(accessibility as above) 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

B.7.2 Elected governors must be subject to re-
election by the members of their 
constituency at regular intervals not 
exceeding three years.  The names of 
governors submitted for election or re-
election should be accompanied by sufficient 
biographical details and any other relevant 
information to enable members to take an 
informed decision on their election. This 
should include prior performance information 
Supporting information to be made available 
to governors 

COMPLIANT 
Current practice, per Constitution.  In 2013 the Trust went to re-tender for its 
elections.  The 2015 elections (for governors’ appointment from 1st January -2016   
) were managed by UK-Engage.  Latest contract appointed (following open tender) in 
2013).  The contract will be subject to tender in 2016. 
 

Trust’s Constitution (on 
Trust’s website)  
Election materials (issued to 
voting members and copies 
available on website and on 
request) 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

B.7.3 Approval by the council of governors of the 
appointment of a chief executive should be a 
subject of the first general meeting after the 
appointment by a committee of the chairman 
and non-executive directors.  All other 
executive directors should be appointed by a 
committee of the chief executive, the 
chairperson and non-executive directors. 

COMPLIANT  
In accordance with current practice and statutory and regulatory requirements and 
guidance. 

 
Recorded in Minutes of 
Council of Governors’ 
General Meetings – 
available on Trust’s website 
 

B.7.4 Non-executive directors, including the 
chairperson should be appointed by the 
council of governors for the specified terms 
subject to re-appointment thereafter at 
intervals of no more than three years and 
subject to the 2006 Act provisions relating to 
removal of a director 

COMPLIANT 
As reported above As above 

B.7.5 Elected governors must be subject to re-
election by the members of their 
constituency at regular intervals not 
exceeding three years 

COMPLIANT 
As reported above As above 
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PRINCIPLE  -  B.8  RESIGNATION OF DIRECTORS 
 
Main principle 
B.8.a The board of directors is responsible for ensuring ongoing compliance by the NHS foundation trust with its licence, its constitution, mandatory guidance issued by 

Monitor, relevant statutory requirements and contractual obligations.  In so doing, it should ensure it retains the necessary skills within its board of directors and 
works with the council of governors to ensure they is appropriate succession planning.   
 

 
CODE PROVISION 

& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE Cross reference / 
 supporting documents  

B.8.1 The remuneration committee should not agree to an 
executive member of the board leaving the employment 
of an NHS foundation trust, except in accordance with 
the terms of their contract of employment, including but 
not limited to service of their full notice period and/or 
material reductions in their time commitment to the role, 
with the board first having completed and approved a 
full risk assessment. 

COMPLIANT 
In accordance with the Trust’s HR policies and procedures and 
requirements of the RATS Committee.   
 

Terms of Reference and Minutes 
of RATS Committee refer. 
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SECTION C: ACCOUNTABILITY 
 
PRINCIPLE  - C.1:  FINANCIAL, QUALITY AND OPERATIONAL REPORTING 
 
Main principle 
C.1.a The board of directors should present a fair, balanced and understandable assessment of the NHS foundation trust’s position and prospects 

 
Supporting Principles 
C.1.b The responsibility of the board of directors to present a fair, balanced and understandable assessment extends to all public statements and reports to regulators and 

inspectors, as well as information required to be presented by statutory requirements. 
C.1.c The board of directors should establish arrangements that will enable it to ensure that the information presented is fair, balance and understandable. 

 

CODE PROVISION BOARD RESPONSE Cross reference  
/ supporting documents 

C.1.1 The directors should explain in the annual report their 
responsibility for preparing the accounts and state that 
they consider the annual report and accounts taken as a 
whole, are fair, balanced and understandable and 
provide the information necessary for patients, 
regulators and other stakeholders to assess the NHS 
foundation trust’s performance, business model and 
strategy.   There should be a statement by the external 
auditor about their reporting responsibilities.  Directors 
should also explain their approach to quality governance 
in the Annual Governance Statement (within the annual 
report) 

 
 Specific statement required 
 

COMPLIANT  
- per current practice.  

Annual Report & Accounts 
(available on Trust’s website and 
on request) 

C.1.2 The directors should report that the NHS foundation 
trust is a going concern, with supporting assumptions or 
qualifications as necessary 

COMPLIANT 
Subject to regular review by Finance & Performance Committee, 
Audit Committee and Board 

Annual Report & Accounts 
(available as above) 
Relevant Board/Committee 
assurance reports available 
through Board meeting papers on 
Trust’s website.  Also held on 
central files: SMT/Board or 
SMT/Governance/Finance & 
Performance Committee 
respectively) 
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CODE PROVISION BOARD RESPONSE Cross reference  
/ supporting documents 

C.1.3 At least annually, and in a timely manner, the board of 
directors should set out clearly its financial, quality and 
operating objectives for the NHS foundation trust and 
disclose sufficient information, both quantitative and 
qualitative, of the NHS foundation trust’s business and 
operations, including clinical outcome data, to allow 
members and governors to evaluate its performance.  
Further requirements are included in the NHS 
Foundation Trust Annual Reporting Manual. 

COMPLIANT – per current practice 

 
 
 
Annual Report & Accounts 
(available as above) and reflected 
in the annual business plan. 
 

C.1.4 (a) The board of directors must notify Monitor and the 
council of governors without delay, and should consider 
whether it is in the public interest to bring to the public 
attention, any major new developments in the NHS 
foundation trust’s sphere of activity which are not public 
knowledge, which it is able to disclose and which may 
lead by virtue of their effect on its assets and liabilities or 
financial position or on the general course of its 
business, to a substantial change to the financial 
wellbeing, healthcare delivery performance or reputation 
and standing of the NHS foundation trust.  

 (b) The board of directors must notify Monitor and the 
council of governors without delay and should consider 
whether it is in the public interest to bring to public 
attention all relevant information which is not public 
knowledge concerning a change:  
- in the NHS foundation trust’s financial condition;  
- in the performance of its business; and/or  
- in the NHS foundation trust’s expectations as to its 

performance which, if made public, would be likely 
to lead to a substantial change to the financial 
wellbeing, healthcare delivery performance or 
reputation and standing of the NHS foundation trust 

COMPLIANT 
Monitor kept informed via Director of Finance and/or Chief Executive 
liaison with Relationship Manager 
 
Council of Governors kept informed of any issues via public reports 
or confidential briefing from the Chairman, and access to the Board 
Minutes (public and private) 

 
 
 
 
 
 
Provider Licence 
Standing Orders (available on 
website or on request from Sec to 
Board or Director of Finance & 
Information) 
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PRINCIPLE  - C.2:  RISK MANAGEMENT AND INTERNAL CONTROL 
 
Main principle 
C.2.a The board of directors is responsible for determining the nature and extent of the significant risks it is willing to take in achieving its strategic objectives.  The board 

should maintain sound risk management systems 
C.2.b The board of directors should maintain a sound system of internal control to safeguard patient safety, public and private investment, the NHS foundation trust’s 

assets and service quality.   The board should report on internal control through the Annual Governance Statement (formerly the Statement on Internal Control) in 
the annual report. 

 
Supporting Principles 
C.2.c An internal audit function can assist a trust to accomplish its objectives by bringing a systematic, disciplined approach to evaluating and continually improving the 

effectiveness of its risk management and internal control processes. 
C.2.d If a trust has an internal audit function, the head of that function should have a direct reporting line to the board or to the audit committee to bring the requisite 

degree of independence and objectivity to the role. 
 

CODE PROVISION BOARD RESPONSE Cross reference  
/ supporting documents 

C.2.1 The board of directors should maintain continuous 
oversight of the effectiveness of the NHS foundation 
trust’s risk management and internal control systems 
and should report to members and governors that they 
have done so in the annual report.  A regular review 
should cover all material controls, including financial, 
operational and compliance controls. 

  
 Specific statement required affirming that the board has 

conducted a review of the effectiveness of its system of 
internal controls 

COMPLIANT  
Per current practice, reviewed via the Audit Committee and 
presentation of the Annual Governance Statement  to the Board for 
approval and subsequent signature by the Chief Executive as 
Accounting Officer 

Annual Report & Accounts 
(available on Trust’s website) 
Annual Governance Statement 
(published in Annual Report) 
Trust’s Scheme of Delegation 
(available on Trust’s website and 
on request from Sec to Board or 
Director of Finance) 
Board reports and Audit 
Committee Chair’s Logs 
(available on request via the Sec 
to Board or Chair of Audit 
Committee; copies held on central 
folder at Trust HQ – 
SMT/Governance/ and/or 
SMT/Board respectively) 
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CODE PROVISION BOARD RESPONSE Cross reference  

/ supporting documents 
C.2.2 A trust should disclose in the annual report: 

(a) if it has an internal audit function, how the function Is 
structured and what role it performs; or 
(b) if it does not have an internal audit function, that fact 
and the processes it employs for evaluating and 
continually improving the effectiveness of its risk 
management and internal control processes. 

Specific statement required 

COMPLIANT 
The Trust does have an internal audit function - 360 assurances – 
which reports to the audit committee and has direct access to the 
Chair of the Audit Committee and appropriate executive directors. 

Audit committee assurance report 
(public board papers – available 
on website) 
 
Annual Report & Accounts 
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PRINCIPLE  - C.3:  AUDIT COMMITTEE AND AUDITORS 
 
Main principle 
C.3.a The board should establish formal and transparent arrangements for considering how they should apply the corporate reporting and risk management and internal 

control principles and for maintaining an appropriate relationship with the NHS foundation trust’s auditors.  
Monitor’s publications Audit Code for NHS Foundation Trusts and Your Statutory Duties: A Reference Guide for NHS Foundation Trust Governors give further 
guidance. 

Supporting Principles 
None 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  

C.3.1 The board of directors should establish an audit 
committee composed of at least three members who are 
all independent non-executive directors. The board 
should satisfy itself that the membership of the audit 
committee has sufficient skills to discharge its 
responsibilities effectively, including ensuring that at 
least one member of the audit committee has recent and 
relevant financial experience. The chairperson of the 
trust should not chair or be a member of the audit 
committee.  He can, however, attend meetings by 
invitation as appropriate. 

COMPLIANT  
– per current practice and reflected in the Committee’s assurance 
and annual reports to the Board. 
 
The Trust chairperson (and the Chief Executive) attends the audit 
committee by invitation at least once annually. 

Annual Report & Accounts 
Trust’s Standing Orders (as 
above) 
Audit Committee Terms of 
Reference – published in public  
Audit Committee annual report 
available via public Board reports 
online 
Board reports on integrated 
governance; available on request 
from Sec to Board (and held on 
central folder at Trust HQ – 
SMT/Governance/TOR) 

C.3.2 The main role and responsibilities of the audit committee 
should be set out in publicly available written terms of 
reference.  The council of governors should be 
consulted on the terms of reference, which should be 
reviewed and refreshed regularly.   It should include 
details of how it will:  
• monitor the integrity of the financial statements of 

the NHS foundation trust and any formal 
announcements relating to the trust’s financial 
performance, reviewing significant financial 
reporting judgments contained in them;  

• review the NHS foundation trust’s internal financial 
controls and, unless expressly addressed by a 
separate board risk committee composed of 
independent directors, or by the board itself, review 
the trust’s internal control and risk management 
systems;  

COMPLIANT  

 

Governors received the Audit Committee’s annual report in 2015, 
which included the Committee’s Terms of Reference, for review and 
comment.  In addition the Governors have a representative governor 
who attends the Audit Committee regularly and receives all relevant 
papers.  An overview of the Committee’s work is also presented at 
the Governors’ Finance & Performance sub-group for both 
information and discussion. 

 

Annual Report & Accounts 
(available on Trust’s website) 
Trust’s Scheme of Delegation 
(available on Trust’s website and 
on request from Sec to Board or 
Director of Finance) 
Audit Committee Terms of 
Reference – published in public 
Board reports on integrated 
governance; available on request 
from Sec to Board (and held on 
central folder at Trust HQ – 
SMT/Governance/TOR) 
Board reports and Audit 
Committee Chair’s Logs  
presented in public; available on 
request via the Sec to Board or 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

• monitor and review the effectiveness of the NHS 
foundation trust’s internal audit function, taking into 
consideration relevant UK professional and 
regulatory requirements;  

• review and monitor the external auditor’s 
independence and objectivity and the effectiveness 
of the audit process, taking into consideration 
relevant UK professional and regulatory 
requirements;  

• develop and implement policy on the engagement of 
the external auditor to supply non-audit services, 
taking into account relevant ethical guidance 
regarding the provision of non-audit services by the 
external audit firm; and  

• report to the council of governors, identifying any 
matters in respect of which it considers that action 
or improvement is needed and making 
recommendations as to the steps to be taken 

 
Main roles and responsibilities and TOR to be made 
publicly available (on website or on request). 
 

Chair of Audit Committee; copies 
held on central folder at Trust HQ) 
Minutes of Council of Governors’ 
Finance & Performance sub-
group and précised in Council of 
Governors’ General Meeting 
papers 
 

C.3.3 The council of governors should take the lead in 
agreeing with the audit committee the criteria for 
appointing, reappointing and removing external auditors.  
The council of governors will need to work hard to 
ensure they have the skills and knowledge to choose 
the right external auditor and monitor their performance.  
However, they should be supported in this task by the 
audit committee, which provides information to the 
governors on the external auditor’s performance as well 
as overseeing the NHS foundation trust’s internal 
financial reporting and internal reporting. 

COMPLIANT 
 
Per the Trust’s Constitution, Standing Orders and current practice. 
and as above. 
 
Appointment for External Auditors currently out to tender and Audit 
Liaison Governor a full member of the evaluation panel. 

As above 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

C.3.4 The audit committee should make a report to the council 
of governors, in relation to the performance of the 
external auditor, including details such as the quality 
and value of the work, and the timeliness of reporting 
and fees to enable the council of governors to consider 
whether or not to reappoint them.  The audit committee 
should also make recommendations to the council of 
governors about the appointment, re-appointment and 
removal of the external auditor and approve the 
remuneration and terms of engagement of the external 
auditor. 

 

COMPLIANT 
 
In addition to providing recommendations to the council of 
Governors with regard to the appointment etc of the external 
auditors (and ensure direct governor involvement with underpinning 
processes, as observer), the Chair provides at least annual reports 
on the work of the audit committee – including that of the external 
auditors -  to the Council of Governors via the Strategy & 
Performance sub-group.  
 
 

Minutes of sub-group and Council 
of Governor General meetings – 
available on the Trust’s website or 
on request. 
 
Annual review of Code of 
Governance compliance - public 
Board meeting papers; available 
on website or on request (copies 
held on central folders at Trust 
HQ – SMT/Board/Meetings) 

C.3.5 If the council of governors does not accept the audit 
committee’s recommendation, the board of directors 
should include in the annual report a statement from the 
audit committee explaining the recommendation and 
should set out reasons why the council of governors has 
taken a different position. 

 
 Specific statement required 

COMPLIANT 
Whilst this has not been applicable to date, the Board supports this 
approach as a point of principle and agrees to the provision of such 
a statement if required in the future or to provide a rationale for not 
doing so. 
In the event that any reportable issues arose relating to the auditors, 
the Board agrees that it should involve input from  the Council of 
Governors as well as the Audit Committee 

Annual report & accounts 

C.3.6 The NHS foundation trust should appoint an external 
auditor for a period of time which allows the auditor to 
develop a strong understanding of the finances, 
operations and forward plans of the NHS foundation 
trust.  The current best practice is for a three to five year 
period of appointment. 

COMPLIANT 
Per current practice 

Council of Governor Minutes (as 
above) and tendering process 
documentation (available on 
request via the Director of 
Finance & Information or Supplies 
Manager – subject to limitations 
of any commercial/in confidence 
sensitivity) 

C.3.7 When the council of governors ends an external 
auditor’s appointment in disputed circumstances, the 
chairperson should write to Monitor informing it of the 
reasons behind the decisions. 

COMPLIANT 
Not yet required since authorisation as an FT but Audit Committee 
would be aware of and give guidance to Chairman as/when 
appropriate 

Trust’s Standing Orders and 
Scheme of Delegation (integral to 
duties to Monitor by Board, and 
Audit Committee’s responsibilities 
for management of eternal 
audit/eternal auditors). 
Available on website or on 
request from Director of Finance. 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

C.3.8 The audit committee should review arrangements that 
allow staff of the NHS foundation trust and other 
individuals where relevant, to raise, in confidence, 
concerns about possible improprieties in matters of 
financial reporting and control, clinical quality, patient 
safety or other matters. The audit committee’s objective 
should be to ensure that arrangements are in place for 
the proportionate and independent investigation of such 
matters and for appropriate follow-up action. This should 
include ensuring safeguards for those who raise 
concerns are in place and operating effectively.  Such 
processes should enable individuals or groups to draw 
formal attention to practices that are unethical or violate 
internal or external policies, rules or regulations and to 
ensure that valid concerns are promptly addressed.  The 
process should also reassure individuals raising 
concerns that they will be protected from potential 
negative repercussions. 

 
 
In 2014 the Board identified a need to promote greater confidence in 
the process to ensure individuals are more sure about the 
safeguards built in to protect their positions when bringing forward 
any issue under this policy.  An interim review and update of the 
Policy was completed. Further clarification following the national 
consultation is awaited. The organisation has nominated an 
Executive Director, Director of Nursing & Quality, as Executive lead 
and has also appointed two Freedom to Speak Guardians.  Review 
of the Policy’s effectiveness was also part of the Internal Audit 
workstream for 2015/16. 

Whistleblower’s Policy (available 
on Trust’s policy warehouse) or 
on request from Secretary to 
Board or Director of HR&OD 
 
Reference to biennial review 
included in Board papers 
(available on website) 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

C.3.9 A separate section of the annual report should describe 
the work of the committee in discharging its 
responsibilities.  The report should include:  
• the significant issues that the committee considered 

in relation to financial statements, operations and 
compliance, and how these issues were addressed; 

• an explanation of how it has assessed the 
effectiveness of the external audit process and the 
approach taken to the appointment or re-
appointment of the external auditor, the value of 
external audit services and information non the 
length of tenure of the current audit firm and when a 
tender was last conducted; and  

• if the external auditor provides non-audit services, the 
value of the non-audit services provided and an 
explanation of how auditor objectivity and independence 
are safeguarded 

 Specific statement required  

COMPLIANT 
 
The work of the Committee is reported in the Annual Report & 
Accounts as required. 

As above 
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Section D: REMUNERATION 
 
PRINCIPLE  - D.1:  LEVEL AND MAKE-UP OF REMUNERATIONS 
 
Main principle 
D.1.a Levels of remuneration should be sufficient to attract, retain and motivate directors of quality, and with the skills and experience required to lead the NHS foundation 

trust successfully, but an NHS foundation trust should avoid paying more than is necessary for this purpose and should consider all relevant and current directions 
relation to contractual benefits such as pay and redundancy entitlements. 
 

Supporting Principles 
D.1.b Any performance related elements of executive directors’ remuneration should be stretching and designed to promote the long term sustainability of the NHS 

foundation trust.   They should also take as a baseline for performance any competencies required and specified within the job description for the post. 
D.1.c The remuneration committee should decide if a proportion of executive directors’ remuneration should be structured so as to link reward to corporate and individual 

performance. The remuneration committee should judge where to position its NHS foundation trust relative to other NHS foundation trusts and comparable 
organisations. Such comparisons, however, should be used with caution to avoid the risk of an increase in remuneration levels with no corresponding improvement 
in performance. 

D.1.d The remuneration committee should also be sensitive to pay and employment conditions elsewhere in the NHS foundation trust, especially when determining annual 
salary increases. 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  
D.1.1 Any performance-related elements of the remuneration 

of executive directors should be designed to align their 
interests with those of patients, service users and 
taxpayers and to give these directors keen incentives to 
perform at the highest levels. In designing schemes of 
performance-related remuneration, the remuneration 
committee should follow the following provisions:  
(i)  The remuneration committee should consider 

whether the directors should be eligible for annual 
bonuses. If so, performance conditions should be 
relevant, stretching and designed to match the long 
term interests of the public.  

(ii)  Payouts or grants under all incentive schemes 
should be subject to challenging performance 
criteria reflecting the objectives of the NHS 
foundation trust. Consideration should be given to 
criteria which reflect the performance of the NHS 
foundation trust relative to a group of comparator 
trusts in some key indicators and the taking of 

COMPLIANT 
The RATS Committee is conscious of the advantages and 
disadvantages of performance related pay, and periodically 
considers options as and when appropriate in light of national 
guidance, good practice and financial viability 

Terms of Reference of RATS 
Committee, past minutes 
(confidential – available on 
Chair’s approval) 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

independent and expert advice where appropriate.  
 (iii) Performance criteria and any upper limits for 

annual bonuses and incentive schemes should be 
set and disclosed. 

(iv)  The remuneration committee should consider the 
pension consequences and associated costs to the 
NHS foundation trust of basic salary increases and 
any other changes in pensionable remuneration, 
especially for directors close to retirement.    

D.1.2  Levels of remuneration for the chairperson and other 
non-executive directors should reflect the time 
commitment and responsibilities of their roles.  

COMPLIANT  
– in light of current local and national pressures 
Monitored and reviewed by the Council of Governors’ Nominations 
Committee (and subsequently the wider Council of Governors), 
albeit members are conscious of the Trust’s position against national 
comparators. 

Nominations Committee minutes  
(confidential – available on 
Chairman’s approval) and Council 
of Governors’ minutes (public 
reports, available on Trust’s 
website) 

D.1.3 Where an NHS foundation trust releases an executive 
director, for example to serve as a non-executive 
director elsewhere, the remuneration disclosures of the 
annual report should include a statement on whether or 
not the director will retain such earnings. 

 
 Specific statement required 

COMPLIANT 
Per current practice and subject to monitoring via RATS Committee. 
This is not applicable to any of the current executive directors but 
the Board supports this stance in principle for any potential future 
needs. 
 

Annual Report & Accounts 
(on website).  Any such posts 
would also be reflected in the 
Directors’ Register of Interest 
(include in public Board papers at 
least twice annually and available 
on request from Sec to Board; 
held centrally – SMT/Corp 
Masters/Registers) 
 

D.1.4 The remuneration committee should carefully consider 
what compensation commitments (including pension 
contributions and all other elements) their directors’ 
terms of appointment would give rise to in the event of 
early termination. The aim should be to avoid rewarding 
poor performance. Contracts should allow for 
compensation to be reduced to reflect a departing 
director’s obligation to mitigate loss.  Appropriate claw-
back provisions should be considered in case of a 
director returning to the NHS within the period of any 
putative notice. 

COMPLIANT 
Per current practice and subject to monitoring via RATS Committee.   
Need for clawback has not arisen to date but would be actioned 
through the remuneration committee processes if/when required. 

RATS Terms of Reference and 
Minutes 
(as above) 
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PRINCIPLE  - D.2:  PROCEDURE 
 
Main principle 
D.2.a There should be a formal and transparent procedure for developing policy on executive remuneration and for fixing the remuneration packages of individual 

directors.  No director should be involved in deciding his or her own remuneration 
 
Supporting Principles 
D.2.b The remuneration committee should consult the chairperson and/or chief executive about its proposals relating to the remuneration of other executive directors.  
D.2.c The remuneration committee should also be responsible for appointing any independent consultants in respect of executive director remuneration.  
D.2.d Where executive directors or senior management are involved in advising or supporting the remuneration committee, care should be taken to recognise and avoid 

conflicts of interest. 
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

D.2.1 The board of directors must establish a remuneration 
committee composed of non-executive directors which 
should include at least three independent non-executive 
directors. The remuneration committee should make 
available its terms of reference, explaining its role and 
the authority delegated to it by the board of directors. 
Where remuneration consultants are appointed, a 
statement should be made available of whether they 
have any other connection with the NHS foundation 
trust. 

 
 To be publicly available (on website or on request). 

COMPLIANT 
 
Per current practice 

Annual Report & Accounts 
(available on Trust & Monitor’s 
website) 
Trust’s Standing Orders and 
Scheme of Delegation (available 
on website) 
RATS Committee Terms of 
Reference – available on website  
within public Board papers on 
Governance arrangements and 
updated regularly;  copies 
available on request from Sec to 
Board (and accessible on central 
folder at HQ – 
SMT/Governance/TOR) 

D.2.2 The remuneration committee should have delegated 
responsibility for setting remuneration for all executive 
directors, including pension rights and any 
compensation payments. The committee should also 
recommend and monitor the level and structure of 
remuneration for senior management. The definition of 
‘senior management’ for this purpose should be 
determined by the board but should normally include the 
first layer of management below board level. 

COMPLIANT 
 
Per current practice 

As above 
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D.2.3 The council of governors should consult external 
professional advisers to market-test the remuneration 
levels of the chairperson and other non-executives at 
least once every three years and when they intend to 
make a large change to the remuneration of a non-
executive. 

COMPLIANT 
Nominations Committee consider remuneration levels against 
external independent report on boardroom salaries annually and 
regularly review rates against NHS Providers’ data and/or other 
published comparative information. 
The Committee’s recommendations are submitted to the wider 
Council of Governors for approval  

Nominations Committee Terms of 
Reference (on website, within 
Council of Governors meeting 
papers) 
Recommendation outcomes 
reported via Council of Governors 
minutes (available on website; on 
request from Sec to Board and 
held on central folder: 
SMT/CoG/Meetings/GC Minutes) 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

D.2.4  The council of governors is responsible for setting the 
remuneration of non-executive directors and the chair. 

COMPLIANT 
As outlined above As above 
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SECTION E: RELATIONS WITH STAKEHOLDERS 
 
PRINCIPLE  - E.1: DIALOGUE WITH MEMBERS, PATIENTS AND THE LOCAL COMMUNITY 
 
Main principle 
E.1.a The board of directors should appropriately consult and involve members, patients, clients and the local community 
E.1.b The council of governors must represent the interests of trust members and the public 
E.1.c Notwithstanding the complementary role of the governors in this consultation, the board of directors as a whole has responsibility for ensuring that satisfactory 

dialogue with its stakeholders takes place 
 
Supporting Principles 
E.1.d The board of directors should keep in touch with the opinion of members, patients and the local community in whatever ways are most practical and efficient. There 

should be a members’ meeting at least annually.  
E.1.e The chairperson (and the senior independent director and other directors as appropriate) should maintain regular contact with governors to understand their issues 

and concerns 
E.1.f NHS foundation trusts should use an annual open meeting and open board meetings, both of which trusts are required to hold, to encourage stakeholder 

engagement. 
E.1.g Governors should seek the views of members and the public on material issues or changes being discussed by the trust. Governors should provide information and 

feedback to members and the public regarding the trust, its vision, performance and material strategic proposals made by the trust board. 
E.1.h It is also incumbent on the board of directors to ensure governors have the mechanisms in place to secure and report on feedback that will enable them to fulfil their 

duty to represent the interest of members and the public. 
  

CODE PROVISION 
& Disclosure Requirement  

(per Schedule A to the Code) 
BOARD RESPONSE 

Cross reference / 
 supporting documents  

E.1.1 The board of directors should make available a public 
document that sets out its policy on the involvement of 
members, patients, clients and the local community at 
large, including a description of the kind of issues it will 
consult on. 

 
 To be publicly available (on website or on request). 
 

COMPLIANT  
Encompassed within the Annual Report & Accounts.  Supported by 
the updated Strategic Communications and Engagement Framework 
2015-2019 (June 2015).  

Annual Report & Accounts 
Strategic Communications & 
Engagement Framework 
presented to Public Board 
meetings (copies available on the 
Trust’s website and on request 
from Sec to Board or Director of 
Communications & Marketing ) 

E.1.2 The board of directors should clarify in writing how the 
public interests of patients, clients and the local 
community will be represented, including its approach 
for addressing the overlap and interface between 
governors and any local consultative forums already in 
place (eg Local Healthwatch the overview and scrutiny 
committee, the local League of Friends, and staff 
groups) 

COMPLIANT 
as above As above 
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CODE PROVISION 
& Disclosure Requirement  

(per Schedule A to the Code) 
BOARD RESPONSE 

Cross reference / 
 supporting documents  

E.1.3 The chairperson should ensure that the views of 
governors and members are communicated to the board 
as a whole. The chairperson should discuss the affairs 
of the NHS foundation trust with governors. Non-
executive directors should be offered the opportunity to 
attend meetings with governors and should expect to 
attend them if requested by governors. The senior 
independent director should attend sufficient meetings 
with governors to listen to their views in order to help 
develop a balanced understanding of the issues and 
concerns of governors. 

COMPLIANT 
All Council of Governors general meeting minutes are presented to 
the Board regularly.  Key issues from sub-groups or individual 
Governors are presented to the Board via the Chairman (or other 
Director).  As A.5.5 above Directors – NEDs and Executives – have 
an open invitation to attend any and all Governors’ meetings (with 
the exception of the Nominations Committee) and the Chair/NEDs 
attend every sub-group meeting to provide briefings/updates on key 
issues.  On request, Directors will also attend any meeting by 
invitation to provide information on new issues and/or briefings on 
any specific issues of interest.  Additionally, Non-Executive Directors 
have increased attendance at Governors’ meetings. 

Public Board papers and Council 
of Governors’ general meeting 
papers and sub-group minutes 
(available on website or on 
request from Sec to Board; copies 
held on central folder at Trust HQ 
– SMT/CoG/meetings) 

E.1.4 The board of directors should ensure that the NHS 
foundation trust provides effective mechanisms for 
communication between governors and members from 
its constituencies. Contact procedures for members that 
wish to communicate with governors and/or directors 
should be made clearly available to members on the 
NHS foundation trust’s website and in the annual report 

 
 Contact procedures for members to be publicly available 

(on website or on request). 

COMPLIANT 
Regular communications are supported by Barnsley Hospital News 
(quarterly newsletter).  Details of Governors and contact points are 
also featured in the annual report, on posters across the site and on 
the Trust’s website 
Contact details for the Board of Directors are also available – via the 
Annual report and website 

Barnsley Hospital News (quarterly 
publication to all members and 
the wider public) 
Governors’ posters (near most 
main entrances on site) 
Trust’s website 
Annual Report & Accounts 

E.1.5 The board of directors should state in the annual report 
the steps they have taken to ensure that the members of 
the board, and in particular the non-executive directors, 
develop an understanding of the views of governors and 
members about the NHS foundation trust, for example 
through attendance at meetings of the council of 
governors, direct face-to-face contact, surveys of 
members opinions. 

 Specific statement required. 

COMPLIANT – current practice 
Also reflected in earlier notes above regarding liaison and exchange 
of information between Board and Governors 
 

Annual Report & Accounts 
Records of attendance at 
governors meetings (general and 
sub-group) – available on 
website. 
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CODE PROVISION 
& Disclosure Requirement  

(per Schedule A to the Code) 
BOARD RESPONSE 

Cross reference / 
 supporting documents  

E.1.6 The board of directors should monitor how 
representative the NHS foundation trust’s membership 
is and the level and effectiveness of member 
engagement. This information should be used to review 
the trust’s membership strategy, taking into account any 
emerging best practice from the sector 

 Specific statement required. 

COMPLIANT 
Supported by the Marketing & Communications team.  Also 
supported by outsourcing of the database management in 2015, 
allowing more scrutiny of membership with the intent to develop 
better usage in 2016/17. 

Governors and Membership 
Strategies (reviewed by 
Governors annually).  Available 
from Council of Governors’ 
meeting papers on the Trust’s 
website and on request from Sec 
to Board. 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

E.1.7 The board of directors must make board meetings and 
the annual meeting open to the public.  The trust’s 
constitution may provide for members of the public to be 
excluded from a meeting for special reasons. 

COMPLIANT 
As evidenced from conduct of  monthly board meetings and annual 
meeting (latest date = September 2015) Exclusions permitted under 
the Trust’s Constitution and Standing Orders and reflected in 
agendas where appropriate. 
 

Notices of meetings posted on 
website and on site. 
Trust’s Constitution and Standing 
orders available on website and 
on request from Sec to Board 
(held on central file: 
SMT/governance/documents and 
Monitor/constitution review) 

E.1.8 The trust must hold annual members’ meetings.  At least 
one of the directors must present the trust’s annual 
report and accounts, and any report of the auditor on the 
accounts, to members at this meeting. 

COMPLIANT 
As evidenced from latest annual meeting (September 2015) 

Minutes of annual meeting 
available via Council of 
Governors and Board papers on 
website and on request from Sec 
to Board 
(held on central file: 
SMT/CoG/Meetings and 
SMT/Board/Meetings) 
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PRINCIPLE  - E.2: CO-OPERATION WITH THIRD PARTIES WITH ROLES IN RELATIONS TO FOUNDATION TRUSTS 
 
Main principle 
E.2.a The board of directors is responsible for ensuring that the NHS foundation trust co-operates with other NHS bodies, local authorities and other relevant organisations 

with an interest in the local health economy 
 
Supporting Principles 
E.2.b The board of directors should enter a dialogue at an appropriate level with a range of third party organisations with roles in relation to NHS foundation trusts based on 

the mutual understanding of objectives. 
 

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

 supporting documents  
E.2.1 The board of directors should be clear as to the specific 

third party bodies in relation to which the NHS 
foundation trust has a duty to co-operate  
The board of  directors should be clear of the form and 
scope of the co-operation required with each of these 
bodies in order to discharge their statutory duties 

COMPLIANT  
Per published national guidance 
 

 
Guidance as published by  
Monitor, Department of Health, Care 
Quality Commission, NHS England 
 

.G.2.2 The board of directors should ensure that effective 
mechanisms are in place to co-operate with relevant 
third party bodies and that collaborative and productive 
relationships are maintained with relevant stakeholder 
bodies at appropriate levels of seniority as required. 
Periodically, the board should review the effectiveness 
of these processes and relationships and take steps to 
improve them.  

COMPLIANT 
Annual Report & Accounts 
Register of Visits held centrally – 
(available via the Sec to the Board) 
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REPORT TO THE BOARD OF  
BARNSLEY HOSPITAL NHSFT REF: BoD 16/04/P-12  
 

BoD April 2016: Chairman  
 

SUBJECT: CHAIRMAN’S REPORT 

DATE: APRIL 2016  

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  

 

EXECUTIVE SUMMARY  

 

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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Subject: CHAIRMAN’S REPORT Ref: 16/04/P-12 
 
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 Our financial position continues to be an issue that we are addressing, along with 

almost every other provider in the NHS, however the recent funding changes mean 
that we must adhere to our forecasts for the next few months, so that we can draw 
down support funding in the future. We must also continue to give confidence to the 
population of Barnsley and our key stakeholders that care will not be compromised 
and we will continue to 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.   

2.2 We must also continue to 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 continue to pay tribute to all our staff for their valued work and their efforts 
to conceive new ideas to deliver better care. 

2.3 We must also be conscious of the continuing pressures on the hospital, including 
activity and cost improvement plans. It is becoming more difficult to ensure we keep 
on track to return to financial balance whilst protecting the quality of our services for 
our patients and meaningful staff engagement. We need to constantly redouble our 
efforts to be innovative and transform our services so that we continue to improve the 
quality of services but reduce the cost of providing them. 

3.  COUNCIL OF GOVERNORS 
3.1 On 16 March I led a training session with the Governors on the role of Non-Executive 

Directors and Governors. 

4. NEWS & EVENTS 
4.1 On 1 and 4 March I spent time with Dickie Bird OBE, who as you will have noted gave a 

considerable donation to the Tiny Hearts appeal. We did extensive media interviews 
that were seen throughout the region and this will hopefully generate more interest in 
the appeal.  

4.2 On 7 March I attended an event in Leeds organised by NHS Providers which was 
based around new models of care. Examples of how these were being deployed in 
other areas were presented showing how other areas are working together for the 
benefit of patients.  

4.3 Also on 7 March I attended the Chairs and Chief Executive working group for the 
Working Together programme where we discussed our vanguard project and the 
Sustainability and Transformation Plan (STP). Attached to this paper is the latest 
release from the Working Together Group.  

4.4 On 9 March the Chief Executive and I met with our counterparts at Barnsley Clinical 
Commissioning Group (CCG) where we discussed the ongoing development of our 
health economy.  
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4.5 17 March saw me attend the NHS Provider Chair and CEO network, where we were 
given an update on the current situation in the NHS and a look to the future. Should 
anyone want to see the slides for this event please let me know. 

4.6 On 21 March I met with Sir Steve Houghton and his deputy Jim Andrews to discuss the 
health economy and the current proposal from the CCG around an accountable care 
organisation. We agreed to take the discussion to the wider partners at the Health & 
Wellbeing Board (H&WB). In the current circumstances I will be attending the H&WB to 
support our Medical Director in the discussions.  

4.7 On 31 March I represented the Trust at the retirement lunch for the Chief Executive of 
South West Yorkshire Partnership Foundation Trust (SWYPFT), Steven Michael. 

5. BARNSLEY HOSPITAL CHARITY  

5.1 The generosity of local people and the support for our Charity continues to grow, 
which includes this month one of Barnsley’s most prominent citizens Dickie Bird. As 
mentioned earlier Dickie donated a significant amount £35,000 to the Tiny Hearts 
appeal. These are the latest figures up to this morning's bank balance. 

5.2  Donations     254,387.98 

Legacies       159,000.00 

Other Income    7,928.64 

TOTAL          421,316.62 

  

Tiny Hearts up to 23rd March is £175,986.73. 
 
 
Stephen Wragg 
CHAIRMAN 
April 2016 
 
 
 
 
Appendices 
• Appendix 1:    Working Together Update 
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March 2016 

Monthly Progress Report for Partner Boards  
on the Provider Working Together Programme Vanguard. 

 
 

Sustainability and Transformation Plan (STP) 

At the March Working Together Provider Vanguard Progamme Board the Chief Executives 
and Chairs discussed the new NHS Sustainability and Transformation Plans and in particular 
how the Working Together Partnership will fit within the new approach. 
 
Earlier this year, national health and care bodies in England set out steps to help local 
organisations plan over the next six years to deliver a sustainable, transformed health 
service and to improve quality of care, wellbeing and NHS finances. The new dedicated 
Sustainability and Transformation Fund is worth £2.1 billion in 2016/17 and rising to £3.4 
billion in 2020/21. The associated planning guidance outlines a new approach to help ensure 
that health and care services are planned by place rather than around individual institutions. 
They will help ensure that the investment secured in the Spending Review is used to drive a 
genuine and sustainable transformation in patient experience and health outcomes over the 
longer-term. STPs are not an end in themselves, but a means to build and strengthen local 
relationships, enabling a shared understanding of where we are now, our ambition for 2020 
and the concrete steps needed to get us there. 
 
As in previous years, NHS organisations will be required to produce individual operational 
plans for 2016/17. In addition, every health and care system will be required, for the first 
time, to work together to produce a Sustainability and Transformation Plan, a separate but 
connected strategic plan covering the period October 2016 to March 2021. 
 
As part of this, local leaders are required to set out clear plans to pursue the ‘triple aim’ set 
out in the NHS Five Year Forward View – improved health and wellbeing, transformed 
quality of care delivery, and sustainable finances.  
 
The STP Plan has to cover the period October 2015 to March 2021. The main STP for the 
WTP geographic area will be South Yorkshire and Bassetlaw. This will be an umbrella plan 
which also has under it a number of other initiatives which will contribute. The Working 
Together Partnership Vanguard initiatives are an example of this. 

As well as developing the South Yorkshire and Bassetlaw STP we will also need to consider 
how we link with the West Yorkshire, Derbyshire,  Lincolnshire and Nottinghamshire plans 
too as we have clinical flows in those areas for many specialist services. 

A high level plan has to be submitted by end of April 2016 with a further detailed plan by the 
end of June. 

Key questions the submission has to answer are: 
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• Is there clear leadership and governance arrangements for the STP 
• Have the health and wellbeing gaps for the geographic footprint  been identified and 

quantified 
• Have priorities or hypothesis been agreed to meet the challenge. 

Each plan has to have a clear and achievable delivery programme. The footprint’s Health 
and social care organisations need to come together to develop the plan and delivery 
programme. 

Phase 1 will be until July 2016 and Sir Andrew Cash as Chair of WTP will lead the group. 
Lesley Smith, Chair of The Commissioner Collaboration and Accountable Officer for 
Barnsley CCG, will jointly work with Andrew during this period. This collegiate approach 
between Commissioners and Providers was agreed when the Chief Executives of the 
Working Together Partnership met with the Accountable Officers of the corresponding CCGs 
to begin discussions about the South Yorkshire and Bassetlaw STP. 

The next step will be a stakeholder meeting comprising representatives of the South 
Yorkshire and Bassetlaw STP footprint NHS Trusts, CCGs, Local Authorities and 
Universities on 25th April to begin to agree the priorities and high level plan. 

 

Working Together Work streams update: 

All of the work streams are progressing and of particular note this month are: 

• Information Technology work stream  

NHS roam is almost complete for all Trusts now. A InfoFlex Database Specialist 
(contractor ) has been appointed to progress a cancer tracking management system. 
through inter-trust messaging across Trusts. This will enable patient data to be 
electronically transmitted to a referred Trust as soon as it is recorded on the CIMS 
InfoFlex Cancer Care system and provide clinicians with immediate access to patient 
clinician and non-clinician data under their care in other Trusts. Detailed patient data can 
then be shared between different organisations thereby removing the need for 
duplication, and potential transposing of data entry and provides an enabling technology 
solution in line with NHS England Digital Strategy for a paperless NHS by 2020 

 
• GI bleeds.  

Some early discussions have taken place between clinicians from the partner Trusts on 
potential future clinical models to ensure a sustainable out of hours bleeds service 
across the geography. Further data collection is being undertaken to inform the next 
steps. 

• Commissioners pre engagement process on stroke and childrens surgery 
services. 

The Commissioners Working Together programme has begun pre-engagement work to 
raise awareness and seek public views on the future shape and needs of adult Stroke 
and Childrens surgery services. More information can be found 
at: http://www.smybndccgs.nhs.uk/about-us. 

And finally we are still awaiting an announcement of funding for the Working Together Acute 
Partnership Vanguard for 2016/17 which is due out end of March 2016. There will be a visit 
from the National team to monitor progress during the Spring. 
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: BoD 16/04/P-13 
 

SUBJECT: CHIEF EXECUTIVE’S REPORT 

DATE: APRIL 2016  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY: D Wake, Chief Executive 

SPONSORED BY: D Wake, Chief Executive 

PRESENTED BY: Dr Richard Jenkins, Medical Director 

STRATEGIC CONTEXT  

To report particular events, meetings or publications that the Chief Executive would like 
to bring to the Board’s attention. 

EXECUTIVE SUMMARY   

 

CONCLUSION AND RECOMMENDATION(S)  

The Board of Directors is asked to receive and note this report. 
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Subject: CHIEF EXECUTIVE’S REPORT Ref: BoD 16/04/P-13 

 

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. MONITOR SITE VISIT 9TH MARCH 2016 
2.1 The Monitor team visited the Trust on 9th March 2016 to review our draft annual plan 

submission.  The meeting was led by the Chief Executive and the Director of Finance, 
Deputy Director of Finance, Associate Director of Human Resources and Director of 
Strategy and Business Development were in attendance. 

2.2 Areas for discussion included:  
• 2015/16 performance to date 
• the draft 2016/17 plan 
• our funding requirements going forward 
•  our approach to demand and capacity planning, workforce, cost improvement 

programmes and the efficiency programme and a session with one of our 
Clinical Business Units (CBU) teams.  

2.3 It was a positive meeting in which we were able to outline our plans and ambitions, 
including the hot and cold site reconfiguration with the integrated critical care facility.  

2.4 We were encouraged to compile a business case to secure the extra funding required 
from the Department of Health.  

2.5 The final annual plan will be submitted on 11th April 2016. 

3. JUNIOR DOCTORS STRIKE 
3.1 Planning is at an advanced stage for the strike on 6-7th April 2016.  The latest 

information is that 130 out patient appointments and three operations have needed to 
be rearranged. 

3.2 The BMA has announced that the following strike on 26-27th April 2016 will now be a 
complete cessation of duties between 08:00 and 17:00 for both days.  This withdrawal 
of emergency cover is a significant escalation and will be more challenging to safely 
cover.   

3.3 Detailed planning for those days will commence after the next strike but it is 
anticipated that the impact on cancelled clinics and theatre sessions will be greater. 

4. APPRENTICESHIP WEEK – 14TH MARCH 2016 
4.1 The Trust has supported cadets and apprentices for over 30 years.  The Trust 

averages 50 apprentices in the organisation at any one time.  This year we celebrated 
apprenticeship week with a range of activities. 

• 14th March – the Trust partnered with Barnsley College to showcase current 
apprentices and provided one to one support for manager who was considering 
recruiting an apprentice. 

• 15th March – A careers fair was held at Barnsley College to promote 
apprenticeship opportunities within the Trust. 
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• 17th March – joined an employers’ conferment where the Trust presented with 
regards to the importance of the relationship between employers and 
educational partner working. 

• 18th March – talent for care awards, hosted by Health Education Yorkshire and 
the Humber where the apprentice of the year was announced. 

• Theresa Rastall, Head of Learning and Development said “The apprentices that 
we have in Learning and Development bring enthusiasm, a great work ethic, 
energy and a passion for learning.  They are valuable members of the team”. 

5. EFFICIENCY WORKSHOPS 16TH MARCH 2016 
5.1 The Trust held a number of efficiency workshops on 16th March 2016. The events 

were open to all staff and included a session in the resturant over lunchtime.  
 

5.2 The Chief Executive attended both sessions with a number of staff, following a brief 
presentation by the Director of Strategy & Business Development and the Director of 
Finance. We were able to have an honest and helpful conversation with members of 
the team with regards to how the Trust can be more efficient.  

 
5.3 A number of themes were covered ranging from most effective use of clinical time, 

reducing the use of paper to new business ideas. In all there were a number of helpful 
ideas to take forward and add to the efficiency programme.  

 
5.4 Going forward we are planning to do more sessions and reach out to clinical teams to 

get further ideas. 

6. AQUA BOARD WORKSHOP 17TH MARCH 2016 
6.1 On 17th March 2016, members of the Board attended an Advancing Quality Alliance 

(AQuA) workshop on safety.  Feedback from attendees was very positive. 
6.2 Some of the key messages were around establishing a safety culture supported by 

systems and processes that are reliable and have been demonstrated to improve 
safety.  A key distinction was made between retrospective harm measures, such as 
pressure ulcers, which by their nature are found after they have occurred and 
prospective safety measures. 

6.3 It was agreed that a number of actions would be taken forward including development 
of a set of mandatory safety processes for the Trust and a review of leading versus 
lagging safety indicators. 

7. LEARNING FROM MISTAKES LEAGUE TABLE 
7.1 A new national league table had recently been published that classified trusts into one 

of four categories, largely based on the responses to four questions in the national 
staff survey.   

7.2 The Trust was ranked in the second highest category of ‘Good’.  It is anticipated that 
the league table will be updated annually in the light of the staff survey and so there is 
no immediate prospect of moving Barnsley’s rating.  The league table had attracted 
commentary nationally, much of which is critical of the concept and the execution. 

7.3 The Executive Team noted the league table and further action to improve learning 
from incidents and complaints are taken which would be led by the Director of Nursing 
and Quality and the Medical Director. 
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8. CONSULTANT APPOINTMENTS 
8.1 I would like the Board of Directors to note the progress on the following Consultant 

appointments:- 

• The interviews for the post of Consultant in Radiology were held on 10th March 
2016 and I am pleased to inform the Board of Directors that the Trust was 
successful to appoint to that position.  The start date is anticipated for 17th June 
2016 pending employment checks. 

 
Diane Wake 
CHIEF EXECUTIVE 
April 2016 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/04/P-14 
 

SUBJECT: FINANCE & PERFORMANCE ASSURANCE REPORT 

DATE: APRIL 2016  

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 Finance & Performance Committee (F&PC) is one of the key sub committees of the Board 
responsible for Governance.  Its purpose is to provide detailed scrutiny of financial matters and 
operational performance in order to provide assurance and raise concerns (if appropriate) to the 
Board of Directors and to make recommendations, as appropriate, on financial and performance 
matters to the Board of Directors 

EXECUTIVE SUMMARY 

The aim of this report is to critically analyse and evaluate the financial and operational 
performance of the Trust in order to provide assurance to the Board. This will be accomplished 
by:- 
- critically analysing and reviewing the financial performance in order to identify any 

opportunities or threats 

- critically analysing and reviewing the Cost Improvement Programme (CIP) in order to get 
assurance that it is on plan and will deliver the budgeted savings 

- critically analysing and reviewing the corporate performance in order to ensure that the Trust 
is delivering the optimum performance safely and negating any penalties 

- reviewing business cases at the 6 month anniversary in order to ensure that they are 
delivering planned benefits 

- critically analysing and reviewing the Board Assurance Framework in order to ensure any 
risks to the strategic plan are identified and mitigated 

Focus this month remained on a number of key areas, namely financial performance versus 
budget, Capital programme 2016/17, Cost Improvement Programmes (CIP) 2015/16 and 
2016/17, activity targets in the areas of 4 hour target, DNA (did not attend), Breast screening, 
Diagnostics, Cancer and sickness performance. There was also a useful discussion on 
mandatory training, appraisals and monitoring of the revised exit interview process. The 
Committee also reviewed the business case for the replacement for the existing theatres system. 
Key points for Board to note were as follows.   
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The Trust remains on target to hit the revised outturn of -£16.2m (million) with month 11 showing 
a variance to plan of -£188,000 and year to date -£4,620, with the actual deficit at -£15.14m. 
Within that agency spend has again reduced, capital for 2015/16 is now fully committed and cash 
has been supported by a further drawdown.  
 
CIP performance in month exceeded plan by £233,502 but remains £664,000 behind year to 
date. Assurance was received that the full year target would be delivered with c20% being non 
recurrent. At present 2016/17 CIP remains challenging with schemes to the value of almost £5m 
identified but only c50% currently at levels 1-2. More schemes valued at c£1m are coming 
forward quite quickly.  Further work is ongoing to identify full delivery of the £7m CIP required. 
 
A number of activity targets continue to give concern with the 4 hour target running at 87.76% for 
quarter 4 and a forecast outturn of 92%. Numerous workstreams are ongoing to correct this and 
it remains a key focus for the whole hospital. DNA performance is slightly above 10% with plans 
in place to deliver 10%; Breast Screening continues to have issues (some staffing issues  and 
equipment problems), however, new equipment is scheduled to be installed in May and loan 
equipment is in place in the interim, a new consultant has been successfully appointed (starting 
mid-June) and staff have put arrangements in place to run additional sessions in the meantime, 
subject to support from Doncaster; elective diagnostics have had some difficulties in data 
validation for endoscopy and gastro and work is ongoing to validate and cleanse the data, which 
will either confirm some breaches or provide  assurance  that there were no actual breaches 
recorded; Cancer 62 day upgrade target (ie referral to tertiary services) is compliant and on track 
to deliver quarterly target. 
 
Sickness absence has fallen in month to 4.44% and remains a focus of the Clinical Business 
Units (CBUs), mandatory training is running at 86% and appraisals at 94% for medical staff and 
88.3% for non-medical. It was agreed to review a sample of appraisals across the Trust plus 
undertake some research with staff to ascertain the overall quality of the process. Exit interviews 
have been revised, with a fairly low 25% return rate at present. There were some conflicting 
messages with the main reason for leaving being promotion (positive), feedback that clear 
objectives were being set (positive) but half of leavers reporting low morale in their departments 
(negative), which conflicts with the staff survey. 
 
The Committee reviewed and made a number of amendments to the Board Assurance 
Framework.  

RECOMMENDATIONS  

 
This report therefore recommends the following:- 
- that the Board continues to acknowledge and accept the immense financial pressure 

that the Trust is under and the impact this has on its ability to deliver the budgeted 
outturn 

- that the Board acknowledges and agrees with the work ongoing to address this issue 
- that the Board acknowledges and accepts the delay that this will have on the five year 

plan to return to financial surplus  
- that the Board records its support for the effort to date but continues to push for 

improvements in performance in Diagnostics, A&E and outpatients to ensure good 
outcomes for our patients 

- that the Board continues to push for a firm CIP programme for 2016/17, in place to go 
live from 1st April 

- that the Board continues to push for more efficient ways to operate the Trust. 
 

Pack pg 147



BoD Apr 2016: FPC Chair Log (Mar) / 3 of 6 

Subject: Finance & Performance Committee Assurance Report Ref: BoD 16/04/P-14 

 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
 
Committee / Group Date Chair 
Finance and Performance Committee 24 March 2016 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 – 
2015/16 

The month 11 position was £4,620 adverse to plan as expected 
and overall remains on target for the projected year end outcome 
of -£16.2m.  Agency spend has reduced again, benefitting slightly 
from the second tier reduction but will be more challenging in 
2016/17 with a further reduction in cap and lower than expected 
agency spend control target.  Capital is fully committed against 
plan for the year.  Cash has been supported by a further draw 
down permitted in month 12, which will help the creditor position.  
The Cost Improvement Programme (CIP) was favourable in 
month, starting to catch up against plan, as projected.  
Lead Officer: Director of Finance 

Board of Directors For assurance 

2.  Finance -  
2016/17 

As above, agency spend will be challenging and more work is 
ongoing around modelling to ensure capacity and demand are fully 
aligned, minimising the need for waiting list initiatives in year.  
Contract negotiations with the Clinical Commissioning Group 
(CCG) are ongoing.  The capital programme for 2016/17 has been 
revised upwards to enable more work around the ‘hot & cold’ site 
plans, subject to support from Monitor/NHS Improvement (NHSI).  
Final plans for 2016/17 are due to be submitted to Monitor by 11th 
April.  Feedback from Monitor is expected by the end of the 
month/early May.  
Lead Officer: Director of Finance 

Board of Directors To note 

3.  

Cost 
Improvement 
Programme 
(CIP) 

The CIP over-achieved against plan in month 11, with forecast 
showing £6.6m for the year end and confidence that this will 
increase to £6.7m.  Contrary to initial plans, non-recurrent 
schemes account for nearly a third of the programme but these 
are being re-assessed and challenged, with some expectation of 
repeated savings in 2016/17 reducing the level to nearer 20% non-
recurrent schemes for the year.  
 

Board of Directors For assurance and to note 
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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 

For 2016/17, schemes to the value of almost £5million have been 
identified, with some still requiring validation to higher maturity 
levels (c50% currently at levels 1-2); several schemes not 
progressed following initial review, and more schemes valued at 
c£1m coming forward quite quickly.  Further work is ongoing to 
identify full delivery of the £7m CIP required.  Some of the plans 
will be supported by the work being led by external consultants 
Foureyes, more information on which will be brought to the Board 
at a future workshop. 
Lead officer: Director of Strategy & Business Development 

4. 
Integrated 
Performance 
Report (IPR) 

Activity  
The Trust continues to perform well overall albeit with breaches 
recorded in some areas due to ongoing pressures.  Key issues 
included: 
• <4 hours – exceeding target as reported previously, with 

ongoing pressures reflected in a 4% increase in activity across 
the Trust.  Whilst the 95% target will not be achieved for the 
year end, the outcome is expected at c92%.  The pressures are 
by no means unique to Barnsley and are mirrored nationally 
nevertheless the Trust continues to drive several workstreams 
to meet its required return to compliance by the end of June 
2016.  Sporadic improvements in performance have been seen 
recently (second best performer nationally one week in March), 
which may be an early indicator of the positive impact of the 
Trust’s work but these need to become more constant. 

• DNA (did not attend) – rates were slightly above the 10% target 
in February but remain around target generally, which is 
positive. 

• Breast Screening – some staffing issues (consultant shortage 
and sickness absence) and equipment problems prevented the 
target being achieved.  However, new equipment is scheduled 
to be installed in May and loan equipment is in place in the 
interim, a new consultant has been successfully appointed 
(starting mid June), and staff have put arrangements in place to 
run additional sessions in the meantime, subject to support from 
Doncaster.    

• Elective diagnostics – some difficulties experienced in data 
validation for endoscopy and gastro work is ongoing to validate 

Board of Directors To note 
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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 

and cleanse the data which will either confirm some breaches or 
provide  assurance  that there were no actual breaches 
recorded 

• Cancer – 62 day upgrade target (ie referral to tertiary services) 
compliant and on track to deliver quarterly target. 

Lead Officer; Director of Operations 
Finance:   
As reflected in earlier reporting. 
Workforce:  
• Sickness absence - month on month improvement noted, with 

good progress in several Clinical Business Units (CBUs) and in 
CBU1 in particular.   

• Recruitment - continues to make good progress: of the 48 
vacancies registered, 28 are in progress (ie appointments made 
but successful candidates not yet in post). 

• Mandatory training - recording of mandatory training (and 
appraisals) will be reviewed for next year to take account of staff 
on long term sickness absence, maternity or other long term 
leave.   

• Appraisals - will run April to June but any done later in the year 
will be reflected in the ongoing reporting.  The focus remains on 
improving quality, not just quantity, with learning being 
considered for future development from the medical appraisal 
system and development of more guidance for managers. 

Lead Officer: Assoc Director of HR&OD 

5. Other workforce 
reports 

The Committee received and reviewed the latest quarterly report 
on exit interviews, with the majority moving on to promotion, which 
reflects well on the Trust.  Some conflicting messages noted, with 
half of leavers reporting low morale in their departments but 
positive feedback around input from staff and clear objectives to 
work to.  HR will be working with managers to increase response 
rates (currently at 25%) but the available feedback to date has 
proved useful and was well received.   
The Committee also received an outcome of key themes for the 
action plan being developed in response to the latest staff survey 
outcomes.  This will also help to inform the staff strategy/Listening 
into Action programme being developed for 2016/17. 
Lead Officer: Assoc Director of HR&OD  

Board of Directors For assurance 
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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 

6. Business Cases 

Latest quarterly report on return on investments received and 
reviewed.  No issues of concern identified.   
Lead Officer: Director of Strategy & Business Development 
Business case for new theatre system reviewed and 
recommended to the Board for approval subject to some improved 
measurements in terms of returns.  Full case provided in private 
section due to commercial content/confidentiality.  
Lead Officer: Director of ICT 

Board of Directors For assurance 

7. 

Board 
Assurance 
Framework 
(BAF) 

Latest BAF reviewed and supported.  The new presentation was 
appreciated, with a clearer summary of changes month on month, 
and the following amendments/updates were requested based on 
the Committee’s discussions: 
• Objective 1/2: to include reference to GP vacancies and 

impact on Trust’s aspiration for GP co-located services on site/ 
• Objective 3: to include reference to national changes to 

apprenticeships, more information on which is due to be 
presented to the Committee next month. 

• Objective 4a: delete reference to finance team structure (good 
progress made and further review would be inherent with core 
management), and add in reference to ongoing contract 
negotiations. 

• Objective 4b: update information on theatre system.  
Lead Officer: Head of Quality & Governance 

Board of Directors For assurance 
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: BoD 16/04/P-15 
 
SUBJECT:   INTEGRATED PERFORMANCE REPORT 
DATE:          APRIL 2016  

PURPOSE:  

 Tick as 
applicable   Tick as 

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

PREPARED BY: Executive Team 
SPONSORED BY: Karen Kelly, Director of Operations 
PRESENTED BY: Karen Kelly, Director of Operations 

 
The attached report is the latest template for the integrated performance report, to give the Board 
a full overview against key indicators.  
  
The report will include trends and actions needed if any indicators are non compliant. 
 

 
The attached integrated performance report provides an overview of the Trust’s performance to 
the end of February.  It identifies the current quality and performance compliance of the Trust, 
trends, benchmarks (where available) against other organisations in our network and actions to 
address non compliance against key indicators. 
 
Members are referred to the Executive Summary and are reminded that the summary and key 
data is also subject to close scrutiny by the Executive Team and, relevant sections, by the 
Finance & Performance and Quality & Governance Committees. 

 
The Board of Directors is asked to receive and consider the contents of the report. 
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Created by: Management Information Services

Title of report: Integrated Performance Report

Executive Lead: Karen Kelly

February 2016

Integrated Performance Report 
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Executive Summary by Exception

RAG Key Messages

YTD 1 Patients will experience safe care Committee: Q&G Page: 11-24

Quality & Patient Experience:-

We achieved the best year to date performance on closure of complaints achieving 89.5%

Falls

The number of falls reported in February remains around the same number as prior months.  

Falls resulting in moderate harm

Hospital Acquired Clostridium Difficile

In February the Trust had one hospital acquired C.diff toxin positive patient which now means we have reached the years tolerance taking the cumulative total for 15/16 to 13 . All staff 

have been advised to be vigilant with patients presenting with diarrhoea by isolating and referring to IPCT, sending appropriate samples, ensuring that antibiotics are prescribed according 

to policy and are regularly reviewed, equipment and environment thoroughly cleaned and that hand-washing is not optional. A more detailed action plan has been developed

Recent information from the National audit of inpatient falls 2015 state that the national average number of falls per 1000 bed days is 6.63; our figure is slightly 

above average at 6.69.  The average number of falls resulting in moderate harm, severe harm and death per 1000 bed days is 0.19; our average is slightly below 

average at 0.15.

In February the Trust received the highest number of monthly formal complaints received so far for the year to date at 27.   Additional complaints/concerns 

were received but these were resolved informally at an early stage through prompt local resolution.    Of the 27 formal complaints registered, 11 were 

registered as moderate risk and 15  as high risk.   The majority of complaints received were for CBUs 3, 1 and 6.   The primary subjects of the complaints related 

to clinical care and communication concerns.      The Trust currently has 80 complaints under investigation with a high number of complaints for CBU 1, 3 and 4 

and the Complaints Team is working collaboratively with all CBUs to improve performance. Support has been offered from CBUs 2 and 6 to help address any 

overdue complaints.

Complaints

No falls have resulted in severe harm or death for a second month and only 11 falls resulted in any  harm in February (10 low harm and 1 moderate harm).

Patients Partnerships People Performance 

Page 3 of 49 Pack pg 155



Executive Summary by Exception

RAG Key Messages

YTD 1 Patients will experience safe care cont. Committee: Q&G Page: 11-24
Pressure Ulcers
Grade 2

There were 7 avoidable hospital acquired grade 2 pressure ulcers in February. The following themes were identified: 

Preventative measures not utilised when patient at risk of pressure damage

Device related pressure ulcers:

Skin assessment not completed

Waterlow risk assessment score not calculated correctly meaning the patient was not deemed at risk  

On ward 17, a patient was admitted with CCF – the patient developed a lower respiratory tract infection and had to be nursed upright. She also developed severe nausea, was low in 

mood and developed some incontinence, which meant that her skin became quite vulnerable. For almost 4 weeks, pressure areas remained intact. However, she developed grade 2 

pressure damage to her sacrum which was felt to be avoidable, as a dynamic mattress was not utilised despite her risk factors. 

A patient was admitted to ward 23 after having been found on the floor at home – he was diagnosed with a cerebral infarction and bleed. The patient was incontinent and his skin 

vulnerable. All preventative measures were put in place immediately due to the very high risk factors. However there were omissions in nursing documentation around repositioning, so 

 two hourly turns could not be verified for a 10 hour period. The patient developed grade 2 pressure damage to his sacrum.

Ongoing education and training, and feedback from RCA investigations, continues to highlight the need to implement preventative measures as soon as a patient has been deemed to be 

at risk of pressure damage and of the importance of accurate documentation. 

On ward 18, a patient with type 2 respiratory failure developed abdominal distension, ischaemic bowel and pseudo-obstruction – a flatus tube was inserted and the patient developed 

pressure damage to the buttock due to the position of the tube. 

On ward 19, a patient admitted after having been found in the bath, vomited during admission and desaturated. Oxygen therapy was applied and remained insitu for over 2 weeks. The 

patient developed a grade 2 pressure ulcer to his left ear. 

On ward 28, a patient developed grade 2 pressure damage to both ears. He was admitted after a fall and had an extended length of stay due to a diagnosis of bilateral pleural effusions 

and Myelodysplasia. He was on oxygen therapy for a long period of time and the pressure damage was caused by a combination of oxygen tubing and the patients spectacles.  

All the above device related incidents have been discussed at the Patient Safety Panel. Information around the importance of monitoring the ears of patients with oxygen therapy for 

pressure damage has been highlighted. The importance of checking the positioning and monitoring of flatus tubing is to be circulated in the next Patient Safety Bulletin.

Oxygen therapy has been reviewed across the Trust and nasal cannulae have been swapped to a new softer tubing. An Oxygen Therapy Task and Finish Group has been set up to ensure 

all different types of oxygen tubing is reviewed to minimise the potential for pressure damage.

A patient was admitted to ward 28 with cellulitis of the left leg – the patient was mobile and there were missed opportunities to examine the heel, which was vulnerable due to the 

cellulitis. He was found to have developed a grade 2 pressure ulcer to his heel. The  importance of regularly checking the heels of mobile patients with ‘at risk’ heels has been highlighted 

throughout training, and feedback has been provided regarding this RCA investigation to ward 28 staff. 

A grade 2 pressure developed to a patients sacrum whilst being nursed on the Acute Medical Unit. This was identified within 72 hours – however, this was found to be attributable to the 

Trust. The Waterlow Risk Assessment score had not been calculated correctly meaning that the patients risk level was very low which was inaccurate.  Preventative measures were not 

utilised immediately therefore, and the patient developed pressure damage. 

Patients Partnerships People Performance 
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Executive Summary by Exception

RAG Key Messages

YTD 1 Patients will experience safe care cont. Committee: Q&G Page: 11-24
Pressure Ulcers cont.
Grade 3

Safety
Serious Incidents
There have been 3 SIs in total reported in February 2016

2016/3276 – failure to diagnose fracture on AMU; this incident occurred in January 2016 (DTX 25182)

2016/3135 – avoidable grade 3 pressure ulcer on ward 27; this incident occurred in January 2016 (DTX 24665)

2016/3018 – sub-optimal care on AMU regarding an inappropriate transfer and lack of clinical assessment; this incident occurred in January 2015 (DTX 25221)

Medication incidents resulting in harm
In February there were 2 incidents resulting in minimal harm

Patient allergic to treatment resulting in a rash on AMU (DTX 25560)

Wrong strength of Lorazepam administered to patient on ward 27 resulting in over sedation (DTX 25567)

Mortality

HSMR

The financial year to date HSMR to the end of November is 103.3, which is slightly above trajectory.

The AMU tissue viability action plan has been reviewed and updated following the above incidents – targeted work is planned around individual staff accountability with regards to 

 accurate Waterlow calculation. Additional heel and foot protectors are to be purchased for use on the unit  

There was 1 avoidable grade 3 pressure ulcer in February. This occurred within 72 hours of admission to hospital  but was felt to be attributable to the Acute Medical Unit. The patient 

was admitted following two falls at home, Waterlow risk assessment score was inaccurate when calculated on arrival and there was no documentation regarding pressure damage, until a 

grade 2 sacrum was documented two days after admission. On transfer to ward 19, the patient was found to have suspected deep tissue damage to sacrum and anal cleft, with a 

confirmed grade 3 to her heel.  

Patients Partnerships People Performance 
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Executive Summary by Exception

RAG Key Messages
YTD 3 People will be proud to work for us Committee: F&P Page: 26-29

Staff Turnover

Appraisals

Mandatory Training

Sickness Absence

Overall compliance for February is  86%. Compliance has been achieved  by estates and facilities  92.2%. Other CBU’s are as follows ;  Corporate Services   83.8%,  Emergencies, 

Orthopaedics and Care Services CBU 85.4%,  General and Specialist Medicine CBU    83.2%,   Theatres, Anaesthetics and Critical Care Services CBU  88.3%,  General and Specialist Surgery 

CBU 84.2%,  Diagnostic and Clinical Support Services CBU 87.5%,  Women's & Children's and GUM Services CBU  89.4%

Staff Turnover is slightly above the expected range at 10.10%. Further analysis of  numbers, reasons for leaving and exit interview data is to be undertaken.  

Sickness absence has fallen in February by 0.31% to 4.44%. The average for the year to date  stands at 4.01% .and shows continuing improvement over the last three months.  All CBUs 

saw an improvement  in sickness absence rates with the exception of Estates ,General and Specialist  Medicine  and General and Specialist Surgery. CBUs.  Highest rates of sickness were 

recorded in Estates and Theatres, Anaesthetics and Critical Care CBU.  Corporate and Emergencies, Orthopaedics and Care Services CBU both  achieved the  Trust target rate of 3.5%  or 

less in month . Overall  number of staff (headcount) that are off with short and long term sickness  fell in February.

Medical - 94.0% in date from ESR,  unfortunately we missed the deadline to enter 2 in-date appraisals by  end February therefore the corrected in-date % in date is  96.1%.  

Non Medical - Overall compliance is  88.3%  compliance has been achieved by ;   Estates & Facilities; General and Specialist Medicine CBU ;    Women's & Children's and GUM Services 

CBU. Other CBU’s are as follows ;   Corporate Services  82.2%,   Emergencies, Orthopaedics and Care Services CBU  87.5%,    Theatres, Anaesthetics and Critical Care Services CBU,   87.6%,  

General and Specialist Surgery CBU 89.8%,  Diagnostic and Clinical Support Services CBU  87.9%
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Executive Summary by Exception cont.

RAG Key Messages
YTD 4 Performance Matters Committee: F&P Page: 30-39

a) Key Performance Indicators

Diagnostic Waits Over 6 Weeks
The planned reduction in the number of breaches continues.

YTD Qtr A&E 4 Hour Waits
Our current quarter 4 performance currently stands at 87.76% and our current year end performance at 92.59% against the national target of 95%

The pressures the Trust has and continues to experience are reflected in the national figures - we have seen increases in attendances and emergency admissions . 

Non Elective activity is 4% above contract and the Emergency attendances are 1% above contract which was increased by 3% for 15/16. 

Work streams now in place with agreed scope of work to support the improved patient flow required to achieve the required 95%.

Average Length of Stay - Non Elective
The average length of stay for non elective admissions is slightly above target at 3.50 days

Outpatient DNA Rates
DNA Rates for February are slightly above the 10% target at 10.6%

YTD Qtr Breast Screening

YTD Qtr Cancer Reporting
2 Week Wait

Breast symptomatic 2WW

62 Day - Consultant Upgrade to Treatment
In February the locally agreed Consultant Upgrade target was compliant and is on track to achieve the 85% target at quarter end.

In February there was a failure to achieve the ‘2ww breast symptomatic’ target. This target has not been compliant since October 2015 and relates to a combination of patient choice and 

capacity issues which are known and actions underway. The current quarterly forecast for the breast symptomatic target is non-compliant and can not be rectified.

In February the GP ‘2ww’ target is not compliant and this is the second consecutive month that the 2ww target has failed. Once again, this relates to a combination of patient choice and 

capacity issues. Issues relating to 2ww capacity are now being seen across a number of specialties although predominantly affecting CBU4.  The actual quarterly position for GP 2ww is 

92.1% to date, but may still be salvageable with a good performance during the final weeks of March. However focused attention is needed to bring compliance back to the comfortable 

levels previously demonstrated.

The service continues to work hard to deliver against targets but is currently able to deliver sufficient capacity due to a combination of short staffing (sickness, disproportionate amount of 

annual leave and lack of a Consultant Breast Radiologist) and environmental / equipment challenges (Room 1 remains out of commission, our GE machine has had two periods of 

downtime and we still have just one US room). We have as far as possible worked to avoid breaches, but targets will continue to be difficult to achieve in the short term. Nevertheless, 

things are looking brighter for the service with new equipment due to be installed in May 2016 and a new, highly experienced Consultant Breast Radiologist starting later in the year.
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Executive Summary by Exception cont.

RAG Key Messages
YTD 4 Performance Matters cont. Committee: F&P Page: 46-49

b) Financial overview

The Trust has a year to date deficit position of £15.1m that is £4.6m adverse to the plan. This is driven by several key factors:- risks, adjustments and penalties 

incurred of £0.7m and a £0.66m adverse position to date on 2015/16 CIP achievement. There is also CIP from 2014/15 that was not achieved on a recurrent 

basis.  In addition there is significant pressure on pay costs driven by agency spend linked to escalation.  Urgent action has been and will continue to be taken to 

reduce adverse variances and identify new CIPs.  The cash position is £0.5m favourable to plan, which has been driven by lower capital spend, working capital 

management and the advanced receipt of working capital funding.
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1 2 3 4 6 19 20 21 22 23 24 25 26 27 28 29 30

Domain KPI Target Set By
Current 

Qtr

Financial Year 

to Date

Mar-15

For Info
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Trend

FFT Positivity Rates - ED
G >85%, A >=80%-

85%, R <80%
BHNFT 89.4% 90.3% 89.0% 78.3% 70.6% 81.4% 85.4% 93.8% 92.1% 90.3% 87.8% 91.4% 85.1%

FFT Positivity Rates - IP
G >85%, A >=80%-

85%, R <80%
BHNFT 97.4% 97.0% 96.7% 97.8% 96.5% 97.5% 98.2% 97.9% 97.8% 96.5% 96.3% 98.4% 97.9%

FFT Positivity Rates - OP
G >85%, A >=80%-

85%, R <80%
BHNFT 93.7% n/a 98.9% 90.0% 91.5% 90.7% 95.3% 92.5% 92.8% 93.3% 94.8% 95.6% 95.1%

FFT Positivity Rates - MAT
G >85%, A >=80%-

85%, R <80%
BHNFT 97.4% 97.3% 97.1% 99.0% 96.5% 98.7% 96.0% 96.4% 97.9% 97.4% 96.6% 98.2% 96.4%

Complaints closed within target
G >90%, A >=70%-

90%, R <70%
BHNFT 70.3% n/a 55.0% 63.0% 88.9% 76.5% 78.9% 66.7% 41.7% 65.2% 71.4% 55.6% 89.5%

Dementia - Find/Assess 90% National 95.2% n/a 91.3% 97.5% 95.0% 94.3% 94.3% 95.2% 95.5% 96.4% 95.5% 95.4%  

Dementia - Investigate 90% National 100% n/a 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%  

Dementia - Refer 90% National 100% n/a 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%  

Falls 515 BHNFT 788 76 68 67 71 82 76 73 77 70 63 71 70

Multiple Falls 128 BHNFT 171 19 16 15 12 18 16 22 21 17 12 6 16

Falls resulting in moderate harm or above 20 BHNFT 22 n/a 2 3 6 1 0 2 0 4 1 2 1

Hand washing 95% National 99.1% 99.6% 99.6% 99.6% 98.2% 96.3% 98.6% 99.6% 99.5% 99.4% 99.8% 99.9% 99.6%

Pressure Ulcers Grade 3 & 4 (Avoidable) 0 BHNFT 11 1 0 1 2 3 2 0 0 1 0 1 1

Pressure Ulcers Grade 2 (Avoidable) 0 BHNFT 19 n/a n/a n/a n/a 2 2 2 2 0 2 2 7

Single Sex Breaches 0 National 0 0 0 0 0 0 0 0 0 0 0 0 0

Hospital Acquired Clostridium Difficile 13 NHSE 13 1 1 0 1 1 4 2 0 0 0 3 1

MRSA Bacteraemia 0 NHSE 0 0 0 0 0 0 0 0 0 0 0 0 0

VTE Screening Compliance 95% NHSE 95.4% 95.8% 95.1% 95.3% 95.8% 96.1% 95.5% 95.6% 95.5% 95.3% 95.4% 95.3% 94.6%

Incidence of Medication Errors - All 400 National 370 38 34 28 28 40 36 40 52 31 31 23 27

Incidence of Medication Errors - No adverse outcome 241 National 249 22 23 18 19 23 27 25 41 21 20 15 17

Incidence of Medication Errors - Near misses 63 National 106 15 8 9 8 14 8 14 11 9 11 6 8

Incidence of Medication Errors - Causing harm 10 National 15 1 3 1 1 3 1 1 0 1 0 2 2

Never Events - Occurred in Month 2 0 2 0 0 0 0 0 0 0 0 0 0

Never Events - Reported in Month 3 0 2 0 0 0 0 0 0 0 1 0 0

Serious Incidents 66 NHSE 67 7 7 3 11 11 5 9 4 6 5 3 3

Death 0 National 10 0 1 0 4 1 0 0 2 0 0 2 0

Severe 0 National 20 2 2 4 3 1 0 1 2 4 2 1 0

Percentage of Incidents Causing Harm <28% BHNFT 6.9% 6.3% 8.3% 5.8% 7.2% 7.1% 5.7% 6.7% 7.0% 6.7% 5.0% 9.8% 7.0%

Total (All) 7400 National 7238 613 673 660 693 793 665 670 716 595 560 610 603

HSMR (Rolling 12 months) 100 National 108.2 103.4 102.49 103.23 105.0 105.2 106.3 106.1 107.4 108.2

SHMI (Rolling 12 months) 105 National 98.7 99.2 98.7

HSMR (Year to date) 100 103.3 103.3 94.4 87.7 95.1 98.8 101.4 100.4 103.0 103.3

Summary

Quality & Patient 

Experience

Patients will experience safe care

Mortality

Patient Safety 0 NHSE
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Domain KPI Target Set By
Current 

Qtr

Financial Year 

to Date

Mar-15

For info
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Trend

Staff Turnover (Rolling 12 months)
G <=10%, A >10%-11%, R 

>11%
BHNFT 10.10% 8.88% 9.09% 9.66% 9.85% 9.63% 9.81% 10.08% 9.88% 9.92% 10.00% 10.12% 10.10%

Appraisals (Rolling 12 months)
G >90%, A >=70%-90%, R 

<70%
BHNFT 88.65% 91.47% 12.60% 30.32% 83.02% 88.69% 89.27% 90.07% 89.88% 89.84% 88.47% 89.30% 88.65%

Mandatory Training (Rolling 12 months)
G >90%, A >=85%-90%, R 

<85%
BHNFT 86.00% 82.32% 82.24% 84.30% 86.48% 86.80% 86.91% 86.22% 85.42% 84.70% 85.20% 86.30% 86.00%

Sickness Absence (Rolling 12 months)
G <=3.5%, A >3.5%-4%, R 

>4%
BHNFT 4.01% 3.96% 3.75% 3.65% 3.58% 3.89% 3.96% 3.78% 3.97% 4.23% 4.11% 4.75% 4.44%

RTT Admitted 90% National 89.4% 94.8% 94.9% 96.9% 96.8% 94.0% 98.1% 97.6% 95.6% 94.6% 92.2% 94.6% 89.8% 89.1%

RTT Non-Admitted 95% National 97.8% 97.7% 98.2% 97.7% 97.3% 97.9% 98.3% 98.2% 94.9% 97.3% 98.6% 98.4% 97.2% 98.3%

RTT Incomplete Pathways 92% National 95.7% 94.4% 92.5% 91.3% 92.5% 94.6% 95.7% 94.5% 94.5% 95.4% 95.7% 95.1% 96.3% 95.2%

Diagnostic patients waiting more than 6 weeks 0 National 204 16 2 7 3 0 12 7 6 22 119 15 11

Cancer 2 Week Waits 93% National 92.2% 96.1% 99.3% 99.3% 98.1% 98.4% 96.9% 95.4% 96.5% 98.0% 95.8% 95.0% 92.8% 91.7%

Symptomatic Breast 2 Week Waits 93% National 88.4% 92.6% 95.7% 96.3% 93.2% 95.1% 89.2% 92.0% 98.1% 98.9% 90.4% 89.0% 91.0% 86.6%

31 Day - 1st Definitive Treatment 96% National 98.5% 98.8% 98.7% 98.8% 100.0% 100.0% 98.5% 100.0% 97.3% 100.0% 100.0% 94.9% 97.4% 100.0%

31 Day - Subsequent Treatment (Surgery) 94% National 94.4% 99.2% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 87.5% 100.0%

31 Day - Subsequent Treatment (Chemotherapy) 98% 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% 100.0%

62 Day - GP Referral to Treatment 85% National 89.4% 86.2% 89.9% 88.0% 84.1% 83.2% 77.2% 91.6% 85.3% 89.2% 85.1% 85.9% 89.5% 89.3%

62 Day - Screening Referral to Treatment 90% National 100.0% 98.8% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 85.7% 100.0% 100.0% 100.0%

62 Day - Consultant Upgrade to Treatment 85% BHNFT 88.9% 88.6% 88.9% 100.0% 92.3% 81.8% 88.9% 66.7% 92.3% 100.0% 80.0% 87.0% 81.3% 100.0%

Emergency % Patients Waiting <4 Hours 95% National 88.1% 92.8% 97.3% 91.7% 96.3% 97.2% 93.2% 95.4% 94.1% 90.9% 92.9% 92.8% 89.0% 87.2%

Average Length of Stay - Elective
G <=2.42, A >2.42-2.67, R 

>2.67
BHNFT 2.61 2.63 2.46 3.24 2.94 2.40 2.35 2.86 2.47 2.31 3.05 2.56 2.15

Average Length of Stay - Non-Elective
G <=3.44, A >3.44-3.69, R 

>3.69
BHNFT 3.50 3.60 3.10 3.62 3.50 3.63 3.61 3.73 3.51 3.47 3.45 3.37 3.50

Cancelled Operations - Breaches of the 28 day rule 0 National 1 0 0 0 1 0 0 0 0 0 0 0 0

DNA Outpatient DNA Rates
G <=10%, A >10%-

11%, R >11%
BHNFT 10.9% 10.9% 11.2% 11.6% 11.1% 11.0% 11.0% 10.7% 10.6% 10.3% 11.5% 10.4% 10.6%

RAG Description

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

NOTE: National Indicators such as Cancer, RTT, Cancelled Ops, etc. are considered as being either Achieved or Failed.  These are therefore RAG rated as Green or Red.

All other indicators are classed as Achieved or Failed with the exception of all Workforce KPIs, Average Length of Stay & DNA rates which detail the tolerances applied in the Target column.

Elective Access

Cancer

Operational 

Efficiency

Performance matters - Key Performance Indicators

People will be proud to work for us

Workforce

Summary
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1 2 3 4 5 16 18 19 20 # 22 # 24 25 26 37 39 40 41 # #

Patients will experience safe care - "At a glance"

Target 

15/16

Target 

YTD
Feb-16

Actual 

YTD
Trend

YTD 

Status

Target 

15/16

Target 

YTD
Feb-16

Actual 

YTD
Trend

YTD 

Status

Friends & Family Test (Quality Strategy Goal 1) Mortality (Quality Strategy Goal 3)

Friends & Family Test - ED 85% 85% 85.1% 89.4% ↓ 89.4% HSMR Rolling 12 months (Latest data Nov 15) 100 101.3 108.2 107.4 ↑ 107.4

Friends & Family Test - Inpatients 85% 85% 97.9% 97.4% ↓ 97.4% SHMI Rolling 12 months (Latest data Jun 15) 105 105 98.7 98.7 ↔ 98.7

Friends & Family Test - Maternity 85% 85% 96.4% 97.4% ↓ 97.4% HSMR Year to date (Latest data Nov 15) 100 101.3 103.3 103.0 ↑ 103.0

Friends & Family Test - Outpatients 85% 85% 95.1% 93.7% ↓ 93.7%

VTE Screening Compliance (Quality Strategy Goal 2) 95% 95% 94.6% 95.4% ↓ 95.4%

Complaints (Quality Strategy Goal 1)

Total no. of complaints N/A N/A 27 208 ↓ Medication Incidents (Quality Strategy Goal 2)

Complaints closed within target 90% 90% 89.5% 70.3% ↑ 70.3% Incidence of medication errors - All 400 367 27 370 ↓ 0

Complaints re-opened N/A N/A 1 21 ↑ Incidence of medication errors - No adverse outcome 241 221 17 249 ↓ 0

Incidence of medication errors - Near misses 63 58 8 106 ↓ 0

Dementia (Quality Strategy Goal 1) Incidence of medication errors - Causing harm 10 9 2 15 ↔ 0

Find/Assess 90% 90%  95.2% ↑ 95.2%

Investigate 90% 90%  100.0% ↑ 100.0% Serious Incidents (Quality Strategy Goal 2)

Refer 90% 90%  100.0% ↑ 100.0% Never Events Occurring in Month 0 0 0 2 ↔ 0

Never Events Reported in Month 0 0 0 3 ↔ 0

Falls (Quality Strategy Goal 2) Serious Incidents 66 11 3 67 ↔ 0

No. of Falls 515 472 70 788 ↓ 0

No. of Multiple Falls 128 117 16 171 ↑ 0 Incident Grading (Quality Strategy Goal 2)

Falls resulting in moderate harm or above 20 18 1 22 ↓ 0 Death 0 0 0 10 ↑ 0

Severe 0 0 0 20 ↑ 0

Hand washing (Quality Strategy Goal 2) 95% 95% 99.6% 99.1% ↓ 99.1% Moderate N/A N/A 10 89 ↓

Low N/A N/A 32 384 ↑

Pressure Ulcers (Quality Strategy Goal 2) No Harm N/A N/A 561 6735 ↓

Grades 3 & 4 (Avoidable) 0 0 1 11 ↔ 0 Percentage of incidents causing harm <28% 28% 7.0% 6.9% ↑ 6.9%

Grade 2 Post (Avoidable) 0 0 7 19 ↓ 0

Single Sex Breaches (Quality Strategy Goal 1) 0 0 0 0 ↔ 1 Patient Safety (Quality Strategy Goal 2)

Total Incidents 7400 6783 603 7238 ↓ 0

Infections (Quality Strategy Goal 2)

Hospital Acquired Clostridium Difficile 13 12 1 13 ↑ 0

MSSA N/A N/A 1 5 ↓

MRSA Bacteraemia 0 0 0 0 ↔ 1

Ecoli - Total hospital N/A N/A 5 21 ↓

Patients will experience safe care - Quality & Experience Patients will experience safe care - Patient Safety
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Patients will experience safe care (Quality & Experience)

Friends & Family Test (Quality Strategy - Goal 1: Delivering Patient Centred Care)
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Friends & Family Test Positivity Rates 

ED Actual IP Actual OP Actual MAT Actual Target
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Patients will experience safe care (Quality & Experience)

Patients Partnerships People Performance 

Complaints (Quality Strategy - Goal 1: Delivering Patient Centred Care)

Comments:
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In February the Trust received the highest number of monthly formal complaints received 

so far for the year to date at 27.   Additional complaints/concerns were received but these 

were resolved informally at an early stage through prompt local resolution.    Of the 27 

formal complaints registered, 11 were registered as moderate risk and 15  as high risk.   

The majority of complaints received were for CBUs 3, 1 and 6.   The primary subjects of the 

complaints related to clinical care and communication concerns.      The Trust currently has 

80 complaints under investigation with a high number of complaints for CBU 1, 3 and 4 and 

the Complaints Team is working collaboratively with all CBUs to improve performance. 

Support has been offered from CBUs 2 and 6 to help address any overdue complaints.
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Patients will experience safe care (Quality & Experience)

Patients Partnerships People Performance 

Dementia (Quality Strategy - Goal 1: Delivering Patient Centred Care)

Comments:

All target have been met to date.
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Patients will experience safe care (Quality & Experience)

Patients Partnerships People Performance 

Falls (Quality Strategy - Goal 2: Delivering Consistently Safe Care)

Comments:
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The number of falls reported in February remains around the same number as prior 

months.  

Recent information from the National audit of inpatient falls 2015 state that the national 

average number of falls per 1000 bed days is 6.63; our figure is slightly above average at 

6.69.  The average number of falls resulting in moderate harm, severe harm and death per 

1000 bed days is 0.19; our average is slightly below average at 0.15.

No falls have resulted in severe harm or death for a second month and only 11 falls 

resulted in any  harm in February (10 low harm and 1 moderate harm).
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Patients will experience safe care (Quality & Experience)

Patients Partnerships People Performance 

Pressure Ulcers (Quality Strategy - Goal 2: Delivering Consistently Safe Care)

Comments:

Grade 2

Preventative measures not utilised when patient at risk of pressure damage

Device related pressure ulcers

Skin assessment not completed

Grade 3 & 4
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There were 7 avoidable hospital acquired grade 2 pressure ulcers in February. The 

following themes were identified: 

Waterlow risk assessment score not calculated correctly meaning the patient was not 

deemed at risk  

There was 1 avoidable grade 3 pressure ulcer in February. This occurred within 72 hours of 

admission to hospital  but was felt to be attributable to the Acute Medical Unit. The patient 

was admitted following two falls at home, Waterlow risk assessment score was inaccurate 

when calculated on arrival and there was no documentation regarding pressure damage, 

until a grade 2 sacrum was documented two days after admission. On transfer to ward 19, 

the patient was found to have suspected deep tissue damage to sacrum and anal cleft, with 

a confirmed grade 3 to her heel.

The AMU tissue viability action plan has been reviewed and updated following the above 

incidents – targeted work is planned around individual staff accountability with regards to 

 accurate Waterlow calculation. Additional heel and foot protectors are to be purchased for 

use on the unit  

0

1

2

3

4

5

6

7

8

9

10

Grade 2 Unavoidable Grade 2 Avoidable Target

0

1

2

3

4

5

6

Grade 3&4 Avoidable Grade 3&4 Unavoidable

Page 16 of 49 Pack pg 168



Patients will experience safe care (Quality & Experience)

Patients Partnerships People Performance 

Infections (Quality Strategy - Goal 2: Delivering Consistently Safe Care)

Comments:
In February the Trust had one hospital acquired C.diff toxin positive patient which now means 

we have reached the years target taking the cumulative total for 15/16 to 13 . All staff have 

been advised to be vigilant with patients presenting with diarrhoea by isolating and referring 

to IPCT, sending appropriate samples, ensuring that antibiotics are prescribed according to 

policy and are regularly reviewed, equipment and environment thoroughly cleaned and that 

hand-washing is not optional. A more detailed action plan has been developed
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Patients will experience safe care (Quality & Experience)

Patients Partnerships People Performance 

Nursing Staffing Fill Rate (Quality Strategy - Goal 4: Building on Capacity and Capability)

Comments:

14 98.6% 95.7% 100.0% 96.2% Registered Nurses

17 84.7% 83.9% 97.2% 96.6% Registered Midwives

18 89.9% 99.1% 106.0% 164.0% Unregistered health care/midwifery care assistants

19/20 72.3% 96.7% 100.9% 102.2% Unregistered nursing/midwifery auxiliaries.

AMU 74.2% 83.6% 98.0% 97.4%

Acute 

Stroke 
87.3% 83.8% 94.3% 144.4%

24 93.4% 99.8% 100.5% -

28 90.1% 92.9% 98.3% 120.7%

31 64.8% 124.9% 101.7% 90.0%

32 73.6% 131.4% 100.1% 100.0%

34 75.9% 98.5% 94.0% 103.4%

ITU 87.2% 49.4% 98.3% -

SHDU 98.3% 28.3% 103.4% -

CCU 92.0% 91.1% 100.2% -

AN/PN 95.2% 87.1% 96.6% 93.5%

Birthing 

Centre
94.8% 96.7% 97.3% 88.9%

37 87.5% 77.5% 94.7% 200.0%

15 85.5% 69.2% 95.9% 65.5%

100 - GENERAL SURGERY

110 - TRAUMA & 

ORTHOPAEDICS
192 - CRITICAL CARE 

MEDICINE

370 - MEDICAL ONCOLOGY

301 - GASTROENTEROLOGY

NightDay
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422- NEONATOLOGY

The Trust uses an e-rostering system with duty rosters created eight weeks in 

advance to ensure the levels and skill mix of the nursing staff on duty are 

appropriate for providing safe and effective care. 

300 - GENERAL MEDICINE

300 - GENERAL MEDICINE

Ward 

name

Ave fill rate 

Registered

320 - CARDIOLOGY

340 - RESPIRATORY MEDICINE

430 - GERIATRIC MEDICINE

502 - GYNAECOLOGY

Ave fill rate 

Care staff (%)

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:

Ave fill rate 

Care staff (%)

Ave fill rate 

Registered

320 - CARDIOLOGY

501 - OBSTETRICS

501 - OBSTETRICS

The areas where we have less than 80% fill rate continue to be those identified 

last month; ward 19 & 20, AMU, wards 33/34 and the surgical wards. Senior 

nurses are working closely with the HR recruitment team to recruit to posts 

differently and open days are planned in April. We currently still have an extra 

ward open which is adding pressure on other ward areas.

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.

420 - PAEDIATRICS

192 - CRITICAL CARE 

MEDICINE

Specialty

100 - GENERAL SURGERY
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Patients will experience safe care (Safety)

Mortality  (Quality Strategy - Goal 3: Delivering Consistently Effective Care)

HSMR rolling 12 month target HSMR peer group benchmarking

H
SM

R
H

SM
R

The reported HSMR is subject to slight change throughout the year as more data is 

uploaded to HED.  This is updated accordingly.

Patients Partnerships People Performance 
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HSMR Year to date 
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Patients will experience safe care (Safety)

Patients Partnerships People Performance 

HSMR rolling 12 month target

Comments

HSMR

SHMI

The SHMI for the rolling 12 months to June 2015 is below target at 98.7.
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The financial year to date HSMR to the end of November is 103.3, which is slightly above 

trajectory.
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Patients will experience safe care (Safety)

Patients Partnerships People Performance 

Incidents (Quality Strategy - Goal 2: Delivering Consistently Safe Care)

See narrative provided with Heatmap data See narrative provided with Heatmap data 

See narrative provided with Heatmap data See narrative provided with Heatmap data
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Patients will experience safe care
Heatmap Feb-16
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Trust 0 1 57 13 14 2 17 8 2 0 0 7 1 0 0 0 6 32 540

ED 1 78

CDU 1 7

ARU

Fracture Clinic 4

Therapy Services 2

Orthopaedic Outpatients

Ward 19 2 1 2 1 2 16

Ward 20 5 4 1 1 5 21

Ward 23 9 1 3 1 1 1 2 19

Ward 33 7 1 1 2 1
Ward 34 2 3

CSSD

Day Surgery 2 8

Hospital at Night 2

ICU 2 1 7

Pre Assessment Unit 2

SHDU 1

Theatres 2 13
Theatres recovery 1

AMU 3 1 3 2 1 1 1 1 1 78

Cardiology Department 1

CCU 13

Chemo Unit 1 1

Dermatology

Diabetes Centre 1

Endoscopy 5

Rheumatology

Ward 17 2 1 2 7

Ward 18 1 8 1 5 2 1 2 19

Ward 24 4 1 1 1 2 15

Ward 27 3 2 1 1 1 2 17
Ward 28 7 1 2 3 18

Audiology 1

ENT Outpatients 6

Ophthalmology OPD 1

Oral Surgery 1

Planned Investigation Unit

SDA 1 8

Ward 29 5

Ward 30 1 1

Ward 31 3 1 1
Ward 32 1 2 2 12

Appointment (call centre) 2

Breast Symptomatic 1

Medical Imaging 5

Nuclear Medicine 2

Medical Records/New Store 2

Main Outpatients 4

Main Reception

Medical Outpatients

Pathology

Pharmacy 1 1 2

Phlebotomy Outpatients

Surgical Outpatients 3

Ultrasound 1
Ultrasound (maternity)

Antenatal Clinic 2

Antenatal Day Unit 1

Childrens Assessment Unit 1

Community Midwifery 1 2

Community Paediatrics 2

Early Pregnancy Assessment Unit 1

Gynaecology OPD 1

Labour Suite 1 69

Obstetric Theatre 1

Paediatric Outpatients 2

Patient's Home 2

Postnatal/Antenatal Ward 7

Ward 14 2 1 1 7

Ward 15 1 3

Ward 37 2 1 18
Ward 38 4
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B
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B
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B
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Patients will experience safe care
Heatmap
The heatmap below is designed to show the areas of greatest concern.
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Patients will experience safe care
Heatmap

Reporting Month: Feb-16

Executive lead : Heather McNair

Comments

The number of falls reported in February remains around the same number as prior months.  

Falls resulting in moderate harm No falls have resulted in severe harm or death for a second month and only 11 falls resulted in any  harm in February (10 low harm and 1 moderate harm).

In February there were 2 incidents resulting in minimal harm

Patient allergic to treatment resulting in a rash on AMU (DTX 25560)

Wrong strength of Lorazepam administered to patient on ward 27 resulting in over sedation (DTX 25567)

Grade 2:
There were 7 avoidable hospital acquired grade 2 pressure ulcers in February. The following themes were identified: 
Preventative measures not utilised when patient at risk of pressure damage

Device related pressure ulcers:

Skin assessment not completed

Waterlow risk assessment score not calculated correctly meaning the patient was not deemed at risk  

Grade 3:

Hospital Acquired Clostridium Difficile

Indicator Name

In February the Trust had one hospital acquired C.diff toxin positive patient which now means we have reached the years tolerance taking the cumulative total for 15/16 to 13 . All staff have been advised to be vigilant with patients 

presenting with diarrhoea by isolating and referring to IPCT, sending appropriate samples, ensuring that antibiotics are prescribed according to policy and are regularly reviewed, equipment and environment thoroughly cleaned and that 

hand-washing is not optional. A more detailed action plan has been developed

Medication incidents resulting in harm

A patient was admitted to ward 23 after having been found on the floor at home – he was diagnosed with a cerebral infarction and bleed. The patient was incontinent and his skin vulnerable. All preventative measures were put in place 

immediately due to the very high risk factors. However there were omissions in nursing documentation around repositioning, so  two hourly turns could not be verified for a 10 hour period. The patient developed grade 2 pressure 

damage to his sacrum.

Recent information from the National audit of inpatient falls 2015 state that the national average number of falls per 1000 bed days is 6.63; our figure is slightly above average at 6.69.  The average number of falls resulting in moderate 

harm, severe harm and death per 1000 bed days is 0.19; our average is slightly below average at 0.15.

Falls 

On ward 17, a patient was admitted with CCF – the patient developed a lower respiratory tract infection and had to be nursed upright. She also developed severe nausea, was low in mood and developed some incontinence, which meant 

that her skin became quite vulnerable. For almost 4 weeks, pressure areas remained intact. However, she developed grade 2 pressure damage to her sacrum which was felt to be avoidable, as a dynamic mattress was not utilised despite 

her risk factors. 

On ward 18, a patient with type 2 respiratory failure developed abdominal distension, ischaemic bowel and pseudo-obstruction – a flatus tube was inserted and the patient developed pressure damage to the buttock due to the position 

of the tube. 

On ward 19, a patient admitted after having been found in the bath, vomited during admission and desaturated. Oxygen therapy was applied and remained insitu for over 2 weeks. The patient developed a grade 2 pressure ulcer to his 

left ear. 

On ward 28, a patient developed grade 2 pressure damage to both ears. He was admitted after a fall and had an extended length of stay due to a diagnosis of bilateral pleural effusions and Myelodysplasia. He was on oxygen therapy for a 

long period of time and the pressure damage was caused by a combination of oxygen tubing and the patients spectacles. 

All the above device related incidents have been discussed at the Patient Safety Panel. Information around the importance of monitoring the ears of patients with oxygen therapy for pressure damage has been highlighted. The 

importance of checking the positioning and monitoring of flatus tubing is to be circulated in the next Patient Safety Bulletin.
Pressure Ulcers

Ongoing education and training, and feedback from RCA investigations, continues to highlight the need to implement preventative measures as soon as a patient has been deemed to be at risk of pressure damage and of the importance 

of accurate documentation. 

There was 1 avoidable grade 3 pressure ulcer in February. This occurred within 72 hours of admission to hospital  but was felt to be attributable to the Acute Medical Unit. The patient was admitted following two falls at home, Waterlow 

risk assessment score was inaccurate when calculated on arrival and there was no documentation regarding pressure damage, until a grade 2 sacrum was documented two days after admission. On transfer to ward 19, the patient was 

found to have suspected deep tissue damage to sacrum and anal cleft, with a confirmed grade 3 to her heel.  

The AMU tissue viability action plan has been reviewed and updated following the above incidents – targeted work is planned around individual staff accountability with regards to  accurate Waterlow calculation. Additional heel and foot 

protectors are to be purchased for use on the unit  

Oxygen therapy has been reviewed across the Trust and nasal cannulae have been swapped to a new softer tubing. An Oxygen Therapy Task and Finish Group has been set up to ensure all different types of oxygen tubing is reviewed to 

minimise the potential for pressure damage.

A patient was admitted to ward 28 with cellulitis of the left leg – the patient was mobile and there were missed opportunities to examine the heel, which was vulnerable due to the cellulitis. He was found to have developed a grade 2 

pressure ulcer to his heel. The  importance of regularly checking the heels of mobile patients with ‘at risk’ heels has been highlighted throughout training, and feedback has been provided regarding this RCA investigation to ward 28 staff. 

A grade 2 pressure developed to a patients sacrum whilst being nursed on the Acute Medical Unit. This was identified within 72 hours – however, this was found to be attributable to the Trust. The Waterlow Risk Assessment score had 

not been calculated correctly meaning that the patients risk level was very low which was inaccurate.  Preventative measures were not utilised immediately therefore, and the patient developed pressure damage. 

Patients Partnerships People Performance 
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# 1 2 3 4 5 14 18 19 20 # 22

Partnerships will be our strength - "At a glance"

Target  Target  Actual YTD  

15/16 YTD Q3 YTD Trend Status

Key Issues

Better Care Fund - Emergency Admissions 22302 14832 7952 16291 16291

(Latest data Q3)

Partnerships

Patients Partnerships People Performance  
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0 1 2 3 4 5 16 18 19 20 # 22

People - "At a glance"

Target  Target  Actual YTD  

15/16 YTD Feb-16 YTD Trend Status

Workforce (Quality Strategy - Goal 4: Building on Capacity and Capability)

Sickness Absence Rate 3.50% 3.50% 4.44% 4.01% ↑ 4.01%

Staff Turnover 10.0% 10.0% 10.1% 10.1% ↑ 10.10%

Mandatory Training 90.0% 90.0% 86.0% 86.0% ↓ 86.00%

Appraisal Rates - Medical 90.0% 90.0% 94.0% 94.0% ↓ 94.00%

Appraisal Rates - Non Medical 90.0% 90.0% 88.3% 88.3% ↓ 88.31%

Appraisal Rates - Total 90.0% 90.0% 88.7% 88.7% ↓ 88.65%

Recruitment - Medical 90.0% 90.0% N/A N/A ↔

Recruitment - Non-Medical 90.0% 90.0% 74.0% 74.0% ↑

People

Patients Partnerships People Performance  
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People will be proud to work for us
Workforce (Quality Strategy - Goal 4: Building on Capacity and Capability)

FTE FTE Variance Maternity Sickness

Budget Contracted Count

Recruitment - Medical -  no data provided  

4.44%

372.21 288.19 11.92%
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Staff Turnover is slightly above the expected range at 10.10%. Further 

analysis of  numbers, reasons for leaving and exit interview data is to be 

undertaken.  

Trust 2609.57 4.03% 68

7 5.67%

Estates & Facilities

Theatres, Anaesthetics 

and Critical Care Services

101.39 90.05 11.18% 1 5.94%

Estates – Vacancy level high due to on going recruitment into posts following departmental  

restructure

CBU 2 –Vacancy level high in Theatres due to structure and rota proposed changes currently 

under consultation. 

Recruitment - Non medical-   23 campaigns completed for February 2016, 6 are outside 

the timeline standard of 49 working days giving us a figure 74%. This was mainly due to 

delays in obtaining references and panel availability. HR have now requested that 

Managers provide an interview date at the beginning of the process and for this to be 

escalated if it is not provided. Also a review of our approach to referencing is to be 

undertaken 
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People will be proud to work for us
Workforce (Quality Strategy - Goal 4: Building on Capacity and Capability)

Comments

Comments
CBU 1 = 90.90% CBU 2 = 100% CBU 3 = 87.5% (90.6%)

CBU 4 = 100% CBU 5 = 92% CBU 6 = 95.5% (100%)

A
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Non Medical - Overall compliance is  88.3%  compliance has been achieved by ;   Estates & 

Facilities; General and Specialist Medicine CBU ;    Women's & Children's and GUM Services CBU. 

Other CBU’s are as follows ;   Corporate Services  82.2%,   Emergencies, Orthopaedics and Care 

Services CBU  87.5%,    Theatres, Anaesthetics and Critical Care Services CBU,   87.6%,  General 

and Specialist Surgery CBU 89.8%,  Diagnostic and Clinical Support Services CBU  87.9%

Overall compliance for February is  86%. Compliance has been achieved  by estates and facilities  

92.2%. Other CBU’s are as follows ;  Corporate Services   83.8%,  Emergencies, Orthopaedics and 

Care Services CBU 85.4%,  General and Specialist Medicine CBU    83.2%,   Theatres, Anaesthetics 

and Critical Care Services CBU  88.3%,  General and Specialist Surgery CBU 84.2%,  Diagnostic 

and Clinical Support Services CBU 87.5%,  Women's & Children's and GUM Services CBU  89.4%
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Medical - 94.0% in date from ESR,  unfortunately we missed the deadline to enter 2 in-date 

appraisals by  end February therefore the corrected in-date % in date is  96.1%.  The corrected 

CBU 3 &  CBU 6 figures are shown below in red in brackets.
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People will be proud to work for us
Workforce (Quality Strategy - Goal 4: Building on Capacity and Capability)

Comments
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Sickness absence has fallen in February by 0.31% to 4.44%. The average for the year to date  

stands at 4.01% .and shows continuing improvement over the last three months.  All CBUs saw 

an improvement  in sickness absence rates with the exception of Estates ,General and Specialist  

Medicine  and General and Specialist Surgery. CBUs.  Highest rates of sickness were recorded in 

Estates and Theatres, Anaesthetics and Critical Care CBU.  Corporate and Emergencies, 

Orthopaedics and Care Services CBU both  achieved the  Trust target rate of 3.5%  or less in 

month . Overall  number of staff (headcount) that are off with short and long term sickness  fell 

in February.
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1 2 3 4 5 16 19 20 # 22 # 24 25 26 37 39 40 41 # #

Performance - "At a glance"

Target 

15/16

Target 

YTD
Feb-16 Trend

Current 

Qtr

Qtr 

Status

YTD 

Status

Target 

15/16

Target 

YTD
Feb-16

Actual 

YTD
Trend

YTD 

Status

Cancer Reporting Cancelled Operations

All Cancer 2 week waits 93% 93% 91.7% ↓ 92.2% 92.2% 96.1% % Cancelled Operations 1% 1% 0.3% 0.7% ↑ 0.7%

2 week wait - Breast Symptomatic 93% 93% 86.6% ↓ 88.4% 88.4% 92.6% Urgent operations - cancelled twice 0 0 0 1 ↑ 1

31 day diagnostic to 1st treatment 96% 96% 100.0% ↑ 98.5% 98.5% 98.8% Cancelled operations - breaches of 28 day rule 0 0 0 1 ↔ 1

31 day subsequent treatment - Surgery 94% 94% 100.0% ↑ 94.4% 94.4% 99.2%

31 day subsequent treatment - Drugs 94% 94% 100.0% ↔ 100.0% 100.0% 100.0% Theatre Utilisation

62 day urgent GP referral to treatment 85% 85% 89.3% ↓ 89.4% 89.4% 86.2% Theatre Utilisation - Day 79.2% 82.6% ↓ 82.6%

62 day screening programme 90% 90% 100.0% ↔ 100.0% 100.0% 98.8% Theatre Utilisation - Main 95.3% 93.4% ↑ 93.4%

62 day consultant upgrades 85% 85% 100.0% ↑ 88.9% 88.9% 88.6% Theatre Utilisation - Trauma 86.9% 89.8% ↓ 89.8%

Breast Screening GP Referrals

Screening to offer of 1st assessment <=3 weeks (Dec 15) 90% 90% 72.4% ↑ 85.5% GP Written Referrals - made 4528 46678 ↓ 46678

Screening to 1st assessment (Dec 15) 90% 90% 69.0% ↑ 77.3% GP Written Referrals - seen 4128 42523 ↑ 42523

Screening to issue of normal results <=2 weeks (Dec 15) 90% 90% 84.4% ↓ 91.6% Other Referrals - Made 1634 17090 ↑ 17090

GP referral rate year on year (2014/15 & 2015/16) 118 156 ↓ 156

Referral to Treatment Total referral rate year on year (2014/15 & 2015/16) 27 -5668 ↑ -5668

RTT Admitted - % treatment within 18 weeks 90% 90% 89.1% ↓ 89.4% 89.4% 94.8%

RTT Non Admitted - % treatment within 18 weeks 95% 95% 98.3% ↑ 97.8% 97.8% 97.7% DNA Rates

RTT Incomplete Pathways - % still waiting 92% 92% 95.2% ↓ 95.7% 95.7% 94.4% New outpatient appointment DNA rate 10% 10% 9.9% 10.9% ↑ 10.9%

Follow-up outpatient appointment DNA rate 10% 10% 11.0% 10.9% ↓ 10.9%

Diagnostics Total outpatient appointment DNA rate 10% 10% 10.6% 10.9% ↓ 10.9%

No. of diagnostic tests waiting over 6 weeks 0 0 11 ↑ 204

% of diagnostic tests waiting over 6 weeks 0% 0% 0.3% ↑ 0.7% Appointment Slot Issues

No. of appointment slot issues 0 0 n/a 2617 ↔ 2617

ED % of appointment slot issues 4.0% 4.0% n/a 30.7% ↔ 30.7%

Percentage of patients treated in less than 4 hours 95% 95% 87.2% ↓ 88.1% 88.1% 92.8%

Emergency Department Attendances 6699 ↓ 13584 Average Length of stay (Quality Strategy Goal 3)

12 Hours Trolley Waits 0 0 0 ↔ 0 0 Average Length of Stay - Elective 2.42 2.42 2.15 2.61 ↑ 2.61

Average Length of Stay - Non-Elective 3.44 3.44 3.50 3.50 ↓ 3.50

Ambulance to ED Handover Time

% under 15 mins 58.6% ↓ 64.6%

% between 15 and 30 mins 28.1% ↑ 20.8%

% between 30 and 60 mins 2.7% ↑ 1.0%

% between 60 and 120 mins 0.7% ↑ 0.2%

Over 120 mins (SI) 0.4% ↑ 0.0%

% Not Recorded 9.4% ↑ 13.0%

Total Ambulance Handovers 1958 ↓ 20598

Performance - Key Performance Indicators Performance - Key Performance Indicators cont.

Patients Partnerships People Performance  
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Performance Matters (KPIs)
Operational Efficiency

7

9

Data currently unavailable due to technical issues following migration to e-

Referral system
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Operational Efficiency
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The Trust is working with Four Eyes to address specific specialities.  DNA Rates 

in February achieved 10.6% against a target of 10%.
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Diagnostics

Comments:

The planned reduction in the number of breaches continues.
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Regulatory Performance - ED

A&E All Types Benchmarking (14 Mar 2016)

A&E benchmarking Attendance Breaches Daily % Quarter % YTD %
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91.94% 94.54%

276 9 96.74% 87.66% 92.45%

551 82 85.12%

85.12% 91.15%

97.69%

No data No data No data No data No data

231 42 81.82%

The pressures the Trust has and continues to experience are reflected in the national figures - we have seen 

increases in attendances and emergency admissions . 

Non Elective activity is 4% above contract and the Emergency attendances are 1% above contract which was 

increased by 3% for 15/16. 

Work streams now in place with agreed scope of work to support the improved patient flow required to 

achieve the required 95%.

231 26 88.74% 96.84%
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Regulatory Performance - 18 Week Referral to Treatment

RTT 18 Week Performance - November 2015
Final Position

Specialty <18 >18 Total % <18 >18 Total % <18 >18 Total %

General Surgery 71 19 90 78.9% 321 4 325 98.8% 1467 88 1555 94.3%

Urology 27 8 35 77.1% 81 2 83 97.6% 589 39 628 93.8%

Trauma & Orthopaedics 182 20 202 90.1% 297 14 311 95.5% 1449 126 1575 92.0%

ENT 51 3 54 94.4% 520 5 525 99.0% 1139 86 1225 93.0%

Oral Surgery 46 3 49 93.9% 22 0 22 100.0% 684 35 719 95.1%

General Medicine 18 0 18 100.0% 9 0 9 100.0% 237 0 237 100.0%

Gastroenterology 8 0 8 100.0% 50 1 51 98.0% 727 52 779 93.3%

Cardiology 4 0 4 100.0% 133 4 137 97.1% 522 9 531 98.3%

Dermatology 14 1 15 93.3% 186 6 192 96.9% 1175 38 1213 96.9%

Respiratory 2 0 2 100.0% 162 0 162 100.0% 256 5 261 98.1%

Rheumatology 0 0 0 - 66 0 66 100.0% 212 3 215 98.6%

Geriatric Medicine 0 0 0 - 74 3 77 96.1% 242 2 244 99.2%

Gynaecology 51 5 56 91.1% 296 0 296 100.0% 673 7 680 99.0%

Other 10 0 10 100.0% 176 3 179 98.3% 913 33 946 96.5%

Total 484 59 543 89.1% 2393 42 2435 98.3% 10285 523 10808 95.2%
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Regulatory Performance - Cancer
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31 Day Subsequent Treatment (Drugs) 
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Regulatory Performance - Cancer

Comments
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In January the GP '2ww' target was non compliant across both the Upper GI and Urology pathways. Breach 

reasons indicate predominantly patient choice and availability.

Work has been undertaken with NHS Barnsley CCG to encourage GPs to better 'engage' patients in 2ww 

pathways and confirm understanding and availability before referring - as this is increasingly becoming an 

issue.

Breaches were also seen in the Lower GI (colorectal) pathway for the '31 day First treatment target'. These 2 

breaches were due to patient choice in one case and lack of on day availability of an ITU bed in the other. This 

latter pathway had originally been scheduled within the target threshold.

The '62 Day GP Referral to treatment' target was also not compliant for Lower and Upper GI. This related to 2 

Lower GI breaches and 1 Upper GI breach. Reasons indicate delays to diagnostic requests and scheduling, plus 

some complexity and patient choice elements.

The failure of the 'Consultant Upgrade' target in January is once again related to a low volume of accountable 

treatments/pathways significantly affected by low numbers of breaches. However a revised process will be 

rolled out imminently to improve local figures. However the February position is compliant and the quarter on 

track for delivery.
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62 Day - Urgent GP Referral to Treatment 
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62 Day - Screening Programme 
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62 Day - Consultant Upgrades 

Actual Target
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Regulatory Performance - Cancer

December shared pathway performance = 54.5% vs. required trajectory of 67%

Comments

8 Key Priorities

Backstop Policy

Validated data from Open Exeter demonstrates a shared pathway performance (accountable pathways) of 71.4% in January for the ‘GP 62 day referral to treatment’ target (RFF to RHQ). 

This is a vast improvement on the December performance. Local performance against this target (RFF to RFF) was 93.5% resulting in an overall compliant position for the month of 

89.5%. 
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Work has already been undertaken with the colorectal team to address pathway inefficiencies. There were no colorectal breaches in February and general improvements in 

the timeliness of pathway delivery is starting to be observed.

Latest shared referral performance for February shows further improvement from the previous month against trajectory, with referral to Sheffield by Day 38 achieved in 62.5% of 

pathways (20/32). BHNFT remains actively engaged in the regional CWT taskforce with a primary aim to improve shared pathway performance. Focused shared pathway work has 

commenced with both BHNFT and STH cancer management teams meeting to explore specific pathway issues. Initial work will look at the Upper GI and Urology pathways and 

engagement with the clinical teams will now be planned to drive the necessary changes forward.

The Trust's has now implemented all the 8 key priorities (*) following the approval of the generic Cancer Services Operational Policy at Trust Board on the 3rd March 2016. * timed 

pathway work is being led at network level.

In January 1 x pathway exceeded 104 days or more (with a further 1 treated on day 103) Both of these were local colorectal pathways. RCAs have been conducted demonstrating a 

significant patient choice element in one pathway and general inefficiencies in another; with failure to book appropriate and timely diagnostics/staging as the primary reason for breach.
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Regulatory Performance - Breast Cancer Screening

Comments:
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The service continues to work hard to deliver against targets but is currently able to deliver 

sufficient capacity due to a combination of short staffing (sickness, disproportionate 

amount of annual leave and lack of a Consultant Breast Radiologist) and environmental / 

equipment challenges (Room 1 remains out of commission, our GE machine has had two 

periods of downtime and we still have just one US room). We have as far as possible 

worked to avoid breaches, but targets will continue to be difficult to achieve in the short 

term. Nevertheless, things are looking brighter for the service with new equipment due to 

be installed in May 2016 and a new, highly experienced Consultant Breast Radiologist 

starting later in the year.
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Performance Matters 
Data Quality
Uncoded Episodes (As at 15th March) Missing Outcomes (Top 10 Specialties)

Treatment Specialty Dec Jan Feb Mar Total Specialty Dec Jan Feb Mar Total

ACCIDENT AND EMERGENCY 14 78 92 OPHTHALMOLOGY 168 273 441

BREAST SURGERY 1 1 OBSTETRICS 2 147 1 261 411

CARDIOLOGY 54 59 113 ORAL SURGERY 29 115 144

CLINICAL HAEMATOLOGY 16 65 81 PAEDIATRICS 30 2 66 98

CLINICAL ONCOLOGY 1 1 2 ANTICOAGULANT SERVICE 5 89 94

DERMATOLOGY 14 61 75 CARDIOLOGY 9 1 69 79

DIABETIC MEDICINE 0 GENERAL MEDICINE 19 58 77

ENDOCRINOLOGY 4 4 ORTHODONTICS 23 1 49 73

ENT 3 11 14 UROLOGY 6 1 63 70

GASTROENTEROLOGY 53 81 134 TRAUMA & ORTHOPAEDICS 10 48 58

GENERAL MEDICINE 1 125 422 548

GENERAL SURGERY 1 43 172 216 Comments

GERIATRIC MEDICINE 2 8 10

GYNAECOLOGY 16 40 56

NEONATOLOGY 8 25 33

OBSTETRICS 43 132 175

OPHTHALMOLOGY 1 27 28

ORAL SURGERY 2 28 30

PAEDIATRIC ENT 1 8 9

PAEDIATRIC T&O 0

PAEDIATRICS 1 12 102 115

RESPIRATORY MEDICINE 8 34 42

RHEUMATOLOGY 1 1 2

Stroke Medicine 6 6

TRAUMA AND ORTHOPAEDICS 13 95 108

UROLOGY 2 7 9

VASCULAR SURGERY 0

WELL BABIES 21 57 78

Total 2 1 457 1521 1981

Uncoded Episodes - All episodes for November have been coded.  There are 2 uncoded 

episodes (General Medicine) for April, 4 for May, (3 x General Medicine, 1 x Paediatrics),1 

for May (General Medicine) 3 for October (1 x A&E, 1 x General Medicine, 1 x 

Gastroenterology)

Patients Partnerships People Performance  
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Performance Matters 
Data Quality - Secondary Uses Service (SUS) Dashboard
Latest data available - January 2016
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Barnsley is currently unable to flow the RTT patient pathway data in the APC & OP datasets, hence the 

reduced data quality score.
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Performance Matters 
Data Quality - Secondary Uses Service (SUS) Dashboard
Latest data available - January 2016
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Performance Matters 
Data Quality - Secondary Uses Service (SUS) Dashboard
Latest data available - January 2016
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Performance Matters
Activity

14/15 15/16 15/16

Actual Plan Actual Variance %

Elective Day cases 20480 21613 21472 -141 -1%

Elective Inpatients 3499 3568 3772 204 6%

Elective Total 23979 25181 25244 63 0%

Non Elective 32427 32177 33202 1025 3%

Maternity Pathway 5652 5660 5550 -110 -2%

A&E Attendances 72250 73072 74162 1090 1%

Outpatients 224296 231899 223768 -8131 -4%

* Please note excess bed days are not included in these figures. 2015/16 Activity Plan

2015/16 Activity Actual

2014/15 Outturn

2015/16 Activity Plan 2015/16 Activity Plan

2015/16 Activity Actual 2015/16 Activity Actual

2014/15 Outturn 2014/15 Outturn
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Performance Matters
Activity

2015/16 Activity Plan 2015/16 Activity Plan

2015/16 Activity Actual 2015/16 Activity Actual

2014/15 Outturn 2014/15 Outturn

Comments:

2015/16 Activity Plan

2015/16 Activity Actual
2014/15 Outturn
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Main areas of overperformance are Elective and NEL Inpatients, new outpatients are 2107  

over achieved but overall outpatients are under performing. Electives:- highest over 

performances against plans are Urology (48.08%), Gastro (36.80%), Cardiology (50.00%) and  

Paediatrics (110.39%). For non-electives the mains areas of over performance are in 

Gastroenterology, Cardiology, Reparatory, Geriatric Medicine, Neonatology and Gynaecology. 

Outpatients:- There is a general underperformance against follow-up plans across most specialties 

with the highest variances (against aggregated attendances and procedure plans) in T&O Fracture -

1038, Paediatrics -744, Diabetes -1017, Respiratory   -817, Rheumatology DM -754 and Gynaecology -

1,202.

Patients Partnerships People Performance  
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Performance (Financial Overview) - "At a glance"

Month 

Plan

Month 

Actual

Variance 

%
Variance Plan YTD

Actual 

YTD

Variance 

%
Variance

Month 

Plan

Month 

Actual
Variance % Variance Plan YTD

Actual 

YTD

Variance 

%
Variance

ACTIVITY LEVELS £'000 £'000 £'000 £'000 £'000 £'000

Elective inpatients 325 355 9.23% 30 3,568 3,769 5.63% 201 EBITDA -325 -697 114.46% -372 -3,128 -9,690 -209.78% -6,562

Day Cases 1,965 1,953 -0.61% -12 21,612 21,409 -0.94% -203 Depreciation -493 -345 30.02% 148 -5,313 -3,768 29.08% 1,545

Non-elective inpatients 2,908 3,097 6.50% 189 32,211 33,241 3.20% 1,030 Restructuring & Other -42 0 100.00% 42 -462 -57 87.66% 405

Outpatients 23,873 21,281 -10.86% -2,592 261,503 235,312 -10.02% -26,191 Financing Costs -148 -149 -0.68% -1 -1,621 -1,607 0.86% 14

A&E 6,079 6,695 10.13% 616 73,073 74,138 1.46% 1,065 SURPLUS/(DEFICIT) -1,008 -1,191 -18.15% -183 -10,524 -15,122 -43.69% -4,598

'Clinical' Activity

Other (excludes direct access tests) 10,895 9,210 -15.47% -1,685 120,249 110,054 -8.48% -10,195 SOFP £'000 £'000 £'000 £'000 £'000 £'000

Total activity 46,045 42,591 -7.50% -3,454 512,216 477,923 -6.70% -34,293 Capital Spend -745 -651 -12.62% 94 -4,775 -3,150 -34.03% 1,625

Inventory 1,726 1,568 9.15% 158

CIP £'000 £'000 £'000 £'000 £'000 £'000 Receivables & Prepayments 8,991 9,825 -9.28% -834

Income 272 231 -15.07% -41 2,199 1,935 -12.01% -264 Payables & Accruals -18,292 -20,313 11.05% 2,021

Pay 221 275 24.43% 54 2,143 1,692 -21.05% -451 Deferred Income -669 -1,713 156.05% 1,044

Non-Pay 174 394 126.44% 220 1,730 1,781 2.95% 51

Total CIP 667 900 34.93% 233 6,072 5,408 -10.94% -664 Cash & Loan Funding £'000 £'000 £'000 £'000 £'000 £'000

Cash 1,142 1,656 45.01% 514

INCOME £'000 £'000 £'000 £'000 £'000 £'000 Loan Funding -29,225 -31,380 -7.37% -2,155

Clinical (Activity) 8,877 9,443 6.38% 566 98,895 101,360 2.49% 2,465

Other Clinical 2,964 3,073 3.68% 109 33,104 33,261 0.47% 157 KPIs

CQUINS 274 274 0.00% 0 3,014 3,014 0.00% 0 EBITDA % -2.32% -4.77% 106.10% -2.46% -2.02% -6.17% -205.96% -4.15%

Risks & Penalties 0 -157 -157 0 -941 -941 Deficit % -7.18% -8.16% -13.55% -0.97% -6.79% -9.63% -41.92% -2.84%

Business Cases 144 419 190.97% 275 1,585 3,743 136.15% 2,158 Receivable Days 19.1 20.9 -9.42% -1.8

Other 1,771 1,547 -12.65% -224 18,507 16,607 -10.27% -1,900 Payable (including accruals) Days 94.4 104.8 11.02% 10.4

Total income 14,030 14,599 4.06% 569 155,105 157,044 1.25% 1,939 Continuity Of Service Rating 1 1 0.00% 0

OPERATING COSTS £'000 £'000 £'000 £'000 £'000 £'000

Pay -9,706 -10,156 -4.64% -450 -106,834 -112,153 -4.98% -5,319

Drugs -1,080 -1,136 -5.19% -56 -11,891 -12,601 -5.97% -710

Non-Pay -3,569 -4,004 -12.19% -435 -39,508 -41,980 -6.26% -2,472

Total Costs -14,355 -15,296 -6.56% -941 -158,233 -166,734 -5.37% -8,501

Performance - Financial Overview Performance - Financial Overview

Patients Partnerships People Performance  
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Performance Matters - Finance

February 2016 Summary

Summary Performance:

Patients Partnerships People Performance 

Commentary 
Key to RAG Rating 
 
The RAG rating applied to Variance % is based on the following criteria: 
• Green equating to 0% or greater 
• Amber behind plan by up to 5% 
• Red greater than 5% behind plan 

 
The key points derived from this table are as follows: 
 
• Total activity is adverse to plan year to date excluding  Direct Access.  The main driver is a shortfall on Outpatient activity and impacts across all relevant CBUs. This position is  improving. 

Activity levels are favourable to plan for Elective and Non-elective  inpatients.  Direct Access tests were excluded from the Other category because large variances in these figures skew the 
overall activity variance.   
 

• CIP achievement 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 improve during the 
final month. 
 

• Clinical activity based income is £1.5m favourable to plan before risks and penalties.  Other clinical activity is to plan. The main variances are non-elective income , £2.2m favourable to plan, 
and outpatient income is £1.03m adverse to plan.   
 

• Business case income is £2.2m favourable to plan partially due to receipt of resilience funding not included within the plan and more recent support in relation to escalation pressures.   
 

• Other income is £1.9m adverse to plan. 
 

• Operating costs are adverse to plan. Pay is £5.3m adverse to plan which is driven by resilience spend and pay related CIPs being adverse to plan.   In addition there are agency costs covering 
vacant posts are causing a cost pressure, although the run rate has reduced. 
 

• Non-pay costs total are £2.5m adverse to plan, which links to activity. 
 

• EBITDA is adverse to plan by £6.6m. 
 

• Depreciation,  restructuring and finance costs are all favourable to plan which follows a review of the useful economic  lives of asset classes. 
 

• The overall  deficit is £4.6m adverse to plan.  
 

• Capital expenditure is £1.6m underspent to plan. 
 

• Inventory is £0.2m lower than plan, due to differences to the opening position assumed in the plan. 
 

• Total receivables incl. prepayments are £0.8m adverse to plan. 
 

• Total payables incl. accruals are £2.0m favourable to plan . 
 

• Deferred income is £1.0m favourable to plan and is due to differences to the opening position and release against the maternity pathway. 
 

• Cash is £0.5m favourable to plan and results from additional loan drawdown, earlier in the year and improvements to working capital (inventory, receivables and payables). 
 

• Debtor days are 20.9 year to date, which is 1.8 days adverse to plan. 
 

• Payable days 104.8.1 year to date which is 10.4 days higher than plan. 
 

• The Continuity of service rating has remained at 1 at month 11. 
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Performance Matters (Financial Overview)

Actual Income Analysis Clinical Income per day

Comments:

Pay as a % of income

Clinical income per day - this is favourable to plan for February 2016
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Income analysis - this graph analyses the split of income on a monthly basis and 

demonstrates the variability of clinical income. 

Pay as a % of clinical income is above plan for February 2016

Patients Partnerships People Performance  
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Performance Matters (Financial Overview)

Patients Partnerships People Performance  

Agency Monthly Spend CIP achievement 

Comments:

Deficit Trend Analysis

CIP is adverse to plan with the key driver being the  bed utilisation scheme.
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Agency monthly spend - this graph indicates that the agency costs have started to fall 

although a slight increase was noted in December.  Agency expenditure is being reviewed 

in depth

Deficit  trend analysis - this graph highlights the gap between plan and actual at month 11.  
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: BoD 16/04/P-17 
 

SUBJECT: 2016-17 TRUST OBJECTIVES 

DATE: APRIL 2016  

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 , 
Emma Parkes Director of Communication and Marketing 

SPONSORED BY: Diane Wake, Chief Executive 

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

STRATEGIC OBJECTIVE 

The Trust Objectives have been developed by the Executive Team with Board input these align 
to the 5 year plan and clarify what will be delivered in 2016-17. 

EXECUTIVE SUMMARY   
 
The attached copy includes a summary of the objectives, executive lead, key milestones and key 
performance indicators (KPIs) is attached. These objectives will be reported against in the same 
way as the previous year. 
 
The objectives will be used as part of the Trust appraisal process in which all staff will receive 
their appraisal between April and June 2016. 
 
In terms of communicating the objectives the following actions will be taken: 
 
- Internal launch at the team brief on 8th April 
- Available on the staff intranet, including a one page version to download 
- Foamex boards around the site including all ward areas and other public routes. 
- Externally on the Trust website and via social media channels 
- Communication of progress in year will follow after quarterly Board updates 
 
RECOMMENDATION(S)  

The Board is asked to note and endorse the objectives and the communication plan. 
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Appendices: 

• Appendix 1  BHNFT 2016-17 Trust Objectives 
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Partnerships: Partnerships will be our strength

Performance: Performance matters

Objective 1 Lead Directors Timescale Quarterly Progress Update

Michael Wright Mar-17
obe+A1 Mar-17

Richard Jenkins
Heather Mcnair
Michael Wright

Mar-17

Michael Wright
Bob Kirton

May-16

Objective 2 Lead Director Timescale Quarterly Progress Update

Richard Jenkins Oct-16

Richard Jenkins tbc

Sept-16

Richard Jenkins
Heather Mcnair

Oct-16

Richard Jenkins
Heather Mcnair

Mar-17

Richard Jenkins
Heather Mcnair

Oct-16

Richard Jenkins
Heather Mcnair

Mar-17

Heather Mcnair Sept-16

Sept-16
Mar-17
Mar-17

Objective 3 Lead Director Timescale Quarterly Progress Update

Karen Kelly Jul-16

Karen Kelly May-16
Sept 16
Mar -17 

Karen Kelly
Lorraine Christopher

Apr-16
May-16
Oct -16
Jul-16

Objective 4 Lead Director Timescale Quarterly Progress Update

KPI to be determined once NHS England guidance published. Prior to that to continue 
to use HSMR and SHMI.
HSMR of 95 or less

Implementation plan finalised
Tool in place
Reduced LOS & bed days. Increased throughput (targets tbc)

System procured and implemented across all adult acute inpatient areas.

Quality measures and plan reported monthly to Q&G
Quarterly report against milestone trajectories.  

Achievement of 4 hr access target
Progress reported monthly via F&P

KPIs/Milestones

KPIs/Milestones

KPIs/Milestones

KPIs/Milestones

CIP progress reported monthly via F&P
Achievement of £7m CIP Programme

Unit established as part of 2016/17 bed reconfiguration

Demonstrate sustained improvement on key patient safety indicators on a quarterly 
basis.

Provide high 
quality safe care,

All wards to be acredited through quarter 2. 
Combined Peadiatric ED and CAU and agreed pathways for children with minor 
injury/minor illness.    
All capital programes to incorporate standards for Dementia friendly environments
Human factors training rolled out across clinical teams & training information 
management staff in SPC methodology.

Action plan developed to ensure standards are consistency delivered.  Progress 
reported quarterly via Q&G.

BHNFT 2016-17 Vision, Aims and Objectives

Financial performance reviewed monthly via IPR

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

Get the Trust back 
into financial 
balance 

Achievement of the Trust financial plan and control total.

Strategic Aims: 

Objectives 2016/17

Benchmarking, consultation & site visits
Pathways & layout agreed
Implementation date
Achievement of the 4hr access target

Progress reported monthly via F&P and the IPR
Monthly achievement of targetted savings for agency/locum spend

Plan agreed with delivery milestones and kpis

Delivery of the £7m CIP programme and income generation schemes.

Barnsley Hospital NHS Foundation Trust

Work with all 
system partners 
to support the 
delivery of the 
urgent care 
pathway &  4hr 
access target

Patients: Patients will experience safe care

People: People will be proud to work for us

Key actions

Continuation of controls and actions to ensure a reduced agency spend inc compliance with 
the agency cap

Action plan for delivery of the 15 Carter recommendations re productivity & efficiency including 
procurement, estates, back office, pharmacy, pathology,  IT and patient flow.

Key actions

Ensure consistency in care 7 days a week inc delivery of the 4 prioritised standards:
- Assessment within 14 hrs for all emergency admissions
- 7 day access to diagnostic services
- 24 hour access, seven days a week, to consultant directed interventions that meet the 
relevant speciality guidelines
- Twice daily review of patients in high dependency areas  & once a day in all areas 7 days per 
week

To introduce a revised mortality review process in line with forthcoming NHS England 
guidance. To ensure lessons learnt from mortality reviews are introduced using the 
Deteriorating Patient Group and Patient Safety Panel.

Development of a medical HDU facility & Hot & Cold site

Continue to improve patient safety working with the Improvement Academy and AqUA with 
focus on safety huddles

Introduce technology to detect and manage the deterioating patient

Achievement of all quality priorities & goals (see separate list for all goals)

Implementation of Perfect Ward through Q1
Redefine Paediatric Pathways

Ensure all refurbished areas are Dementia friendly
Build quality improvement capacity and capability

Key actions

System wide urgent care action plan to deliver a sustainable performance against the 4 hour 
access target by the end of Quarter 1.

Implement and manage the bed utilisation tool "Medworxx" to ensure the most effective 
patient flow for Barnsley patients.

Integrated urgent care model at the front of house.

Key actions
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Karen Kelly
Bob Kirton

Mar-17
Mar-17

Karen Kelly
Lorraine Christopher

Apr-16
May-16
Oct -16

Heather Mcnair
Emma Parkes

Jul-16

Heather Mcnair Mar-17

Karen Kelly May-16
June-16

Objective 5 Lead Director Timescale Quarterly Progress Update

Jose Fernandez Mar-17

Jose Fernandez Mar-17

Jose Fernandez Mar-17
May-16
Apr-16

Jose Fernandez
Emma Parkes

Apr-16
Mar-17

Richard Jenkins Mar-17

Objective 6 Lead Director Timescale Quarterly Progress Update

Tom Davidson Jul-16

Tom Davidson Jul-16

Tom Davidson Aug-16

Tom Davidson Apr-16

Tom Davidson Jun-16

Tom Davidson Apr-16

Objective 7 Lead Director Timescale Quarterly Progress Update

Karen Kelly
Bob Kirton

Apr-16

Bob Kirton
Diane Wake

Jun-16

Bob Kirton
Diane Wake

Apr-16
May-16

Bob Kirton
Diane Wake
Richard Jenkins

Mar-17

Emma Parkes Sep-16

Emma Parkes
Richard Jenkins

May-16
July-16
Mar-17

GMC survey actions and improvements inc CBU action plans

Research study conducted on primary care and analysis of issues
Strategy in place inc visits, events, information sharing and relationship building.
Market share for elective work up to 75%
l

KPIs/Milestones to be agreed

Deliver the Requests and reporting projects
100% of requests electronic
Improved Data Quality Metrics. Improved D1s.

Enable public Wifi in all BHNFT buildings.

Be the employer 
of choice and 
works towards an 
engaged and 
motivated 
workforce

Consultation with partners complete
Shadow Board in place

Directory produced, process for on-going updates agreed, marketing and distribution 
plan produced and executed inc milestones

FFT response  over 90%.  Measured quarterly.   
Improved inpatient survey results as agreed by Q&G

Best use of 
existing and new 
technology

Ensure effective 
partnership 
working to 
provide 
sustainable  
health and care 
services for the 
local population.

KPIs/Measures

KPIs/Milestones

KPIs/Milestones

Workforce reviewed monthly via IPR, F&P and Workforce Grp
New CBU structure in place
Programmes start

Plan agreed by June 

Market share for elective work up to 75%
 RTT delivered

Overall plan in place
Centralised booking office & waiting list coordination in place
Reduced DNA's to under 10%
Choose and book at 5 weeks for all specialties

Plan in place by April 16
Workforce reviewed monthly via IPR, F&P and Workforce Grp

Be the provider of 
choice for 
Barnsley and 
beyond

Workforce reviewed monthly via IPR, F&P and Workforce Grp
Staff survey measures

Consultation & engagement
Plan agreed 
Phased Implementation starts

Key Project deliverables / Collaborations and workshops.

Submission of plans to NHS England.

Respond to service specifications with partners by April
Service commences May 2016

Strategy in place by July
Greater levels of patient engagement across a range of methods i.e. social media, 
face-to-face, membership levels.   (targets tbc)
Progress monitored monthly by Q&G

Number of reports and dashboards available through self service

Plan in place by June 16
Workforce plan reviewed monthly via IPR, F&P and Workforce Grp

Ensure BHNFT is the first choice for services by improving access, improving relations with 
GP's and service development.

Hot and cold service site configuration to ensure improved quality and efficiency for patient 
flow.

To develop a strategic organisational approach to patient involvement and engagement to 
ensure learning from patient feedback, identification of common themes and to ensure 
patients have the opportunity to influence service delivery

Provide a  good patient experience. Improve FFT response rate and achieve consistently over 
90%, Demonstrate learning from concerns raised through quarterly LfE report. 

Delivery of the  Outpatients Modernisation Programme including a centralised outpatient 
service

Key actions

Develop a robust workforce plan so we can maximise our workforce capacity and capability 
and ensure we have the right skills mix and workforce redesign to meet the new models of 
care
Action plan to become the employer of choice, in order to recruit, retain and develop our 
workforce for the future
Strengthen plans to improve the leadership and management capability across the Trust.
CBU restructure to strengthen leadership
Delivery of leadership programmes: 
• Passport to Management & Aspiring Talent and Ascending Talent programmes

Develop and implement a plan to maximise the well-being and engagement of our staff whilst 
moving to a can do and inclusive culture

To improve the annual GMC survey of trainee experience

Key actions

Develop our ICE  solution for electronic discharges and all forms of requesting. This will 
deliver significant clinical and operational benefits.
Establish an optimisation and stabilisation programme for Lorenzo to ensure we support and 
train our staff to use the technology in the best possible way for improved patient outcomes. 

We will establish a self reporting culture in our information resources to improve local 
ownership of intelligence to support future design and operations. 

Work with local partners as part of a  shadow board to develop an accountable care 
organisation for Barnsley
Work with local acute partners as part of the working together vanguard  

Produce a definitive Directory of Services that showcases what Barnsley Hospital has to offer. 
The directory will be online, up to date and give clear information to patients & partners

Agree strategic, organisational approach to GP engagement in order to maximise the Trust's 
reputation and relationships with GPs and ultimately, maximise GP referrals and market share 
of core services.

New ICT Strategy - 5 year programme to move towards Paperless 2020 and support national 
transformation strategies. Deliver a programme of work to manage the existing strategic 
projects.

Engage with the national Public Wifi Access Project to deliver digital benefits for patients and 
the public. 
Deliver and  support an Interoperability and Digital Roadmaps Strategy for the Barnsley Health 
Community and beyond.

Key actions

Implement integrated pathways for respiratory and diabetes services

Agree and  begin to implement the system wide sustainability and transformation plan for 
South Yorkshire including a specific barnsley system plan.
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EXECUTIVE SUMMARY 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/04/P-17 
 
SUBJECT:   HORIZON SCANNER  
DATE:          April 2016  

PURPOSE:  

 Tick as 
applicable   Tick as 

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

PREPARED BY: EMMA PARKES, DIRECTOR OF MARKETING & 
COMMUNICATIONS 

SPONSORED BY: DIANE WAKE, CHIEF EXECUTIVE 

PRESENTED BY: EMMA PARKES, DIRECTOR OF MARKETING & 
COMMUNICATIONS  

 
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.   

 
Summary of content:  
 

• MY NHS/NHS Choices, March 2016 
• CQC Fee Increase 
• Junior Doctors’ Industrial Action  
• National Maternity Review pilot Trusts 
• Diabetes prevention programme to be launched across 27 areas this year 
• More medical knowledge needed in NHS 111 centres 
• NHS England to tackle Conflicts of Interest 

 

RECOMMENDATION(S) 

The Board of Directors is asked to receive the contents of this report for information. 
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Subject: INTELLIGENCE MONITORING/HORIZON 
SCANNING APRIL 2016 Ref: 16/03/P-17 

 
*please note that this is not an exhaustive report, submissions welcome to emmaparkes1@nhs.net 
 
Date / 
publication 

Detail Impact/ Action/ 
Owner / Will 
Board be 
involved? 

My 
NHS/NHS 
Choices  

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) 
 
Feedback 
 
A and E disappointing (rated 4 stars) 
 
“First time I went to A and E I got seen straight away that was 
Jan 2nd diagnosed with pancreatitis and was in hospital for 5 
days turns out I have gallstones. Second time referred by GP 
with extreme pain to A and E and then sent to ward no stress. 
Yesterday oh my word !! It was busy, myself and my son waited 
patiently, after an hour a nurse showed us to a room as I felt 
faint, went through my symptoms I explained about my 
gallbladder etc. Didn't see a doctor however another nurse came 
and put a canular in then went came back gave me morphine for 
the pain and a paracetamol drip. No doctor came!  
Three hours later a doctor turned up and said computers were 
down and they had no notes, and didn't know why I had been 
admitted and why or who had decided to give me the morphine. 
Basically the doctor's attitude was well there are no beds, you 
won't get your op any quicker and the surgical team think it's 
period pain as you came in roughly the same time last month. 
Just because I'm a woman doesn't mean it's always down to 
women's problems if the doctor had bothered to listen I've not 
been out of pain since the pancreatitis in January. The doctor 
tried to say it was Endometriosis but I had a lapascopy last 
March which said it had all gone. In the end the doctor 
discharged me. Not happy being labeled as a woman's issue!!” 
 
Visited in March 2016. Posted on 07 March 2016 
 
Excellent service! - Oral and Maxillofacial Surgery (Rated 5 
stars) 
 
“We have been under the care of the team for several months 
now with our daughter receiving orthodontics treatment. She has 
been well cared for with the treatment progressing well. It has 
had such a positive impact on her self image. The team always 
give full explanation and take time to answer questions not only 
from parents but also the child. It’s nice to see a child being 
treated as an individual and their questions answered, however 

Potential 
impact on 
reputation / All 
postings 
responded to / 
Board to note 
for information 
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Date / 
publication 

Detail Impact/ Action/ 
Owner / Will 
Board be 
involved? 

small they may seem. After all, they are important to her.  
 
We have recently needed an urgent appointment following 
daughter’s accident. We were seen quickly and she was cared 
for so very well. It felt that all angles were covered when, I would 
imagine, time was already sparse having been an addition to the 
patient list. From the time we walked in to the time we left, the 
care was excellent! Thank you so much for looking after our 
daughter and supporting a pair of shell-shocked parents! We 
can’t thank you enough.” 
 
Visited in March 2016. Posted on 17 March 2016 
 

Hospital Dr 
online  

CQC to increase regulatory fees for providers  
 
The CQC is set to increase its regulatory fees for providers, 
particularly acute hospitals, to cover its costs. The amounts that 
CQC will charge to providers – from April 2016 – will differ 
depending on the cost of regulation in each sector and how 
close they are to full cost recovery.  In May, CQC will publish its 
strategy for 2016-21, which will set out how they intend to be 
more efficient with fewer resources.  
 

Board to note. 
Dir. of Finance 
to 
monitor/report 
potential 
impact.  

National 
media  
 

Junior Doctors’ Industrial Action 
 
Junior doctors’ strikes on 26 and 27 April will involve the 
complete withdrawal of services, including in emergency care, 
for the first time. The British Medical Association (BMA) 
announced that there will now be a full withdrawal of labour from 
8am to 5pm on 26 and 27 April instead of the emergency-only 
care previously provided.  
 
Prior to this, emergency-only care will be provided during the 
next anticipated industrial action, over a 48 hour period from 
8am on wed 6 April to 8am on Friday 8 April. 
 

Robust plans 
in place. Board 
to note. 
Medical 
Director to 
monitor.  

National 
Health 
executive  

National Maternity Review pilot trusts to be announced in 
September 
 
The first pilot trusts to implement an improved plan for NHS 
maternity care will be announced in September 2016. National 
Maternity Review recommendations will be implemented in an 
‘early adopter’ programme, similar to the vanguards used for 
introducing joined-up care.  An expression of interest phase for 
the programme is expected to be launched in June, with 
announcement of the first sites in September.  
 
Options for early adopted sites include the chance to become 
Maternity Choice and Personalisation Pioneers. NHS England 
expects local health economies to take the lead in implementing 
the recommendations, and will establish a CCG Improvement 
and Assessment Framework to monitor their progress. 

Dir. of Nursing 
& Quality / Dir. 
of Operations 
to monitor.  
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Date / 
publication 

Detail Impact/ Action/ 
Owner / Will 
Board be 
involved? 

 
National 
coverage 

Diabetes prevention programme to be launched across 27 areas 
this year 
 
The first nationwide diabetes prevention programme will cover 
27 areas by the end of this year. Healthier You: The NHS 
Diabetes Prevention Programme will initially offer 20,000 
places to those at risk of developing type 2 diabetes and treat an 
estimated 100,000 patients each year across the whole country 
by 2020. The programme will provide patients with at least 
sixteen hours of tailored, personalised help to reduce their risk of 
type 2 diabetes, including education on healthy eating and 
lifestyle, help to lose weight and physical exercise programmes, 
over nine months. 

Medical Dir. to 
monitor. 

National 
coverage  

More medical knowledge needed in NHS 111 centres – Lord Prior 
 
Health minister Lord Prior of Brampton has said that “significant 
improvements” need to be made to NHS 111 helpline, but it can 
be a “vital part” in how urgent care is delivered in Britain. During 
a House of Lords session, Lord Prior was questioned about the 
safety of the helpline for less urgent medical matters. He said 
that to improve the service, 111 hubs need to have more 
clinicians and call handlers need to have access to the patient’s 
electronic summary care record.  
 

 

 NHS England to tackle Conflicts of Interest 
 
NHS England has unveiled a comprehensive package of 
measures aimed at clamping down on conflicts of interest to 
ensure that the NHS is one of the leading healthcare 
organisations in the world in tackling such issues.  The plans are 
designed to bring a stronger, more consistent approach to 
managing potential and existing conflicts of interest across the 
NHS, meaning patients and the public can have full confidence 
in how NHS funding is invested. 
 
The measures announced are: 
 
• Revised guidance for CCGs on managing conflicts of 

interest. The guidance includes a number of strengthened 
measures, including publically available registers of gifts and 
hospitality and increasing the number of lay members on 
CCG governing bodies to support conflict of interest 
management and provide extra scrutiny.  
 

• A cross-NHS task and finish group, chaired by Sir Malcolm 
Grant, will be established to develop a full set of rules that 
can be adopted right across the healthcare system. This will 
involve new proposals to ensure hospitals, their clinicians, 
and procurement staff are free from unmanaged conflicts of 
interest, particularly in respect of drugs and devices paid for 
by the NHS. It will also help support the shared Carter 

Board to note.  
Executive to 
monitor and 
report as 
appropriate.  
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Date / 
publication 

Detail Impact/ Action/ 
Owner / Will 
Board be 
involved? 

“rational procurement” agenda.  
 

• A new requirement on providers in the 2016/17 NHS 
Standard Contract to maintain and publish a register of gifts, 
hospitality and conflicts of interest. In line with best practice, 
this move will ensure that there is greater transparency in 
place.  

• NHS England’s internal conflict of interest policy will be 
toughened up. This will include more stringent safeguards on 
the role of interest groups, lobbyists, and commercial 
organisations in specialised commissioning. 

  
NHS England will be publishing an assessment report to review 
how conflicts of interest are currently being managed and how 
the existing statutory guidance for CCGs was being 
implemented. The report has helped to identify examples of 
good practice, but also areas for improvement and it is these 
findings that have shaped the revised CCG guidance. 
  
The package of measures is not aimed at limiting partnership 
working that benefits patients or stopping the receipt of small 
gifts to healthcare professionals from grateful members of the 
public. Instead the new plans will demonstrate that serious 
action is being taken to address concerns and move the NHS in 
line with ‘sunshine’ rules that exist in other countries.  
 
NHS England will work with other national organisations on the 
revised guidance for CCGs in April, with a view to publishing 
later in the year. The task and finish group will develop 
proposals for public consultation in the summer. 
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SCHEDULE OF ACRONYMS & ABBREVIATIONS 

Additional acronyms & abbreviations 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 
AKI Acute Kidney Injuries 
AMAC Ambulatory Medical Assessment Clinic 
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 

BAF Board Assurance Framework 
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 
CAPEX Capital Expenditure 
CASU Controls Assurance Support Unit 
CAUTI Catheter-Associated Urinary Tract 

Infection 
CBU Clinical Business Unit 
CCG Clinical Commissioning Group 
CCU Coronary Care Unit 
CD Clinical Director 
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 
Comms Communications 
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 
CWT Cancer Waiting Times 
D  
D1 Discharge form 
DB Designated Body 
DDA Disability Discrimination Act 
DGH District General Hospital 
DoH Department of Health  
DN&Q Director of Nursing and Quality 
DHSC Directorate of Health & Social Care 
DH  /  DoH   Department of Health 

DIPC Director of Infection Prevention & 
Control 

DNA Did Not Attend 

DNAR/ 
DNACPR 

Do Not Attempt Resuscitation / 
Do Not Attempt Cardio-Pulmonary 
Resuscitation 

DPM Department of Psychological Medicine 
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  
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ET Executive Team 
EWS Early Warning Score 
EWTR / 
EWTD 

European Working Time Regulation / 
European Working Time Directive 

F  
F&P Finance & Performance  

FABULOS Fluids, Antibiotics, Blood Cultures, 
Urine, Lactate, Oxygen, Sepsis Six 

FBC Full Business Case 
FCE/FCSE Finished Consultant Episode 
FFCE First Finished Consultant Episode 
FFT Friends and Family Test 
FT Foundation Trust 
FQA Framework of Quality Assurance 
G  
GMC General Medical Council 
GP General Practitioner 
GUM /  
GU Med Genito-Urinary Medicine 

H  
H&S Health & Safety 
H&WB Health & Wellbeing Board 

HAPPY Harmonised Approval Process Pan 
Yorkshire 

HCA Health Care Assistant 
HDU High Dependency Unit 
HES Hospital Episode Statistics 
HR Human Resources 
HRG Health Resource Group (finance) 
HSC Health Service Circular 
HSE Health & Safety Executive 
HSMR Hospital Standardised Mortality Ratio 
I  
I&E Income and Expenditure 

ICT Information & Communication 
Technology 

ICU  Intensive Care Unit (also known as ITU) 

IFRS International Financial Reporting 
Standards 

IIP Investors in People 
IHP Improving Hospital Partnerships 
IP Inpatients 
IPC Infection Prevention & Control 
IPR Intergreated Performance Report 
IR Interventional Radiology 
IR1 Incident Reporting form   

IRMER Ionising Radiation - Medical Exposure 
Regulations  

ISS ISS Mediclean – cleaning contractors at 
the Trust  

IT Information Technology 

ITU  Intensive Therapy Unit (also known as 
ICU) 

IV Intravenous  
IWL Improving Working Lives 
J  

JNCC Joint Negotiating and Consultation 
Committee 

JTUC Joint Trade Union Committee 
KL  
KPI Key Performance Indicator 
LA Local Authority 
LAC Local Awards Committee   
LIA Listening Into Action 

LCRN Local Clinical Research Network 
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  

MHRA Medicines & Medical Healthcare 
Regulatory Agency 

MINAP Myocardial Infarction National Audit 
Programme 

MRI Magnetic Resonance Imaging 
MTAS Medical Training Application Service 
MYH Mid Yorkshire Hospital 
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 

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 
OD Organisational Development 
OH Occupational Health 
OHW Ocupational Health & Wellbeing 

OJEC Official Journal of the European 
Communities 

OMFS Oral & Maxillofacial Surgery 
OP Outpatients 

OPERA Older Persons Early Rehabilitation 
Assessment 

OPT Operational Performance Team 
OT Occupational 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 
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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 

PRASE Patient Reporting & Action For a safe 
Environment 

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 

R  
R&D Research and Development 
RAF Risk Assessment Framework 
RAG Red, Amber, Green (ratings) 
RATS Remuneration and Terms of Service 
RCA Root Cause Analysis 
RCP Royal College of Physicians 

RCPCH Royal College of Paediatrics and Child 
Health 

RFF NHS Trust identification code (Barnsley) 

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  
SHDU Surgical High Dependency Unit 

SHMI Summary Hospital Mortality Indicators       
SHO Senior House Officer 
SI Serious Incident 
SIFT Service Increment for Training 
SLA / 
SLAM 

Service Level Agreements / Service 
Level Agreement Monitoring 

SLR Service Line Reporting 
SOA Strategic Options Analysis 
SOP Standard Operating Procedure 
SUI Serious Untoward Incident (old term) 
SUS Secondary User Services 
SOS Secretary of State  
SPA Supporting Professional Activities 
SPC Statistical Process Control 
SpR Specialist Registrar 
SSD Sterile Services Department 
SSDG Senior Strategic Development Group 
SSR Strategic Services Review 

STEIS Strategic Health Authority Executive 
Information System 

STF Sustainability & Transformation Fund 

STH Sheffield Teaching Hospitals NHS 
Foundation Trust 

STP Sustainability & Transformation Plan 

SWYPFT South West Yorkshire Partnership NHS 
Foundation Trust 

TUV  
TDA NHS Trust Development Authority 

TIGER The Information Governance Education 
Recognition Award 

TRFT The Rotherham Foundation Trust 
TTO Tablets to Take Out 

TUPE Transfer of Undertakings (protection of 
employment) 

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 
WTP Working Together Programme 
Y&H Yorkshire & the Humber  
YTD Year to Date 
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