
  
 

A MEETING OF THE BOARD OF DIRECTORS 
WILL TAKE PLACE ON THURSDAY 05 MAY 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 7 April 2016 16/05/P-03  

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

16/05/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 
16/05/P-06  

7.  To receive and endorse the Nursing & Midwifery Strategy 
annual review 

H McNair 
Dir of Nursing & Quality 

16/05/P-07  

8.  To approve annual report on Safeguarding  16/05/P-08  

9.  To approve the 2015/16 Infection Control Programme/Action 
Plan 16/05/P-09  

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

D Wake 
Chief Executive Verbal 

11.  To receive the six monthly report on Serious Incidents Dr R Jenkins 
Medical Director 16/05/P-11  

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

S Brain England 
Committee Chair 16/05/P-12  

13.  
To endorse year end review of the Board Assurance 
Framework 2015/16 

H McNair, 
Dir of Nursing & Quality 

16/05/P-13  

14.  
To endorse year end review of the Corporate Risk Register 
2015/16  16/05/P-14  

Strategic Aim 2: Partnership will be our strength 

15.  To note the monthly report from the Chairman  S Wragg, 
Chairman 16/05/P-15  

16.  To note and endorse monthly report from Chief Executive D Wake,  
Chief Executive 16/05/P-16  

17.  To review and note the latest Agenda and approved Minutes 
of the Council of Governors 

S Wragg, 
Chairman 16/05/P-17  
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No Item   Sponsor Ref 

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

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

F Patton 
Committee Chair 16/05/P-18  

19.  To review the integrated performance report (month 12) Executive Team 16/05/P-19  

20.  
To receive and review year end report on the 2015/16 
objectives 

B Kirton,  
Dir of Strategy &  

Business Development  
16/05/P-20  

21.  To receive and review quarterly report on marketing and 
communications  E Parkes,  

Director of Marketing 
& Comms 

16/05/P-21  

22.  To note intelligence reporting/horizon scanning for the Board 16/05/P-22  

23. 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. 

24. Date of next meeting: 2nd June 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: 16/05/P-03 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT  
 

MINUTES OF A MEETING OF THE 
BOARD OF DIRECTORS  
HELD ON 7 APRIL 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 & Deputy Chief Executive 
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 
Mr S Wragg Chairman  
Mr M Wright Director of Finance  

IN ATTENDANCE: 
Ms A Bywater Advanced Nurse Practitioner * 
Mrs L Christopher Associate Director of Estates & Facilities  
Mr T Davidson Director of ICT 
Ms C E Dudley Secretary to the Board & Governors 
Mr R Kirton Director of Strategy & Business Development 
Ms M Marshall Lead Nurse, Ward 13 * 
Ms E Parkes Director of Marketing & Communications  

 (*attended re Minute 16/57) 
 
APOLOGIES: 
 Ms D Wake Chief Executive  

 
 

16/53  APOLOGIES & WELCOME 
Members and attendees noted above were welcomed.  As a courtesy, 
apologies were also noted from Mr Fernandez, Associate Director of HR&OD, 
and from the Clinical Directors, all of whom were supporting clinical needs 
during the Junior Doctors’ industrial action.  
A Staff Governor and a member of the public were welcomed too, attending to 
observe the meeting.  
 

Action 

16/54  DECLARATION OF INTERESTS 
None  
 

 

16/55  MINUTES OF LAST MEETING (16/04/P-03) 
The Minutes of the meeting of the Board of Directors held in public on 3rd 
March 2016 were received and approved as a true record.  
   

 

16/56  ACTION LOG (16/04/P-04) 
The action log showing progress on matters arising from the last and previous 
meetings held in public was received and reviewed.      
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16/57  PATIENT’S STORY   
Mrs McNair introduced the latest patients’ story, presented by Ms Marshall and 
Ms Bywater from the Trauma & Orthopaedics (T&O) team.  They explained 
that the presentation did not provide an account of one patient’s experience 
but outlined the progress and improvements within the department, particularly 
in terms of patients with fractured neck of femur. 
The changes had come about through collaborative work between staff within 
both T&O and Care of the Elderly services to address challenges when dealing 
with frail elderly patients with orthopaedic needs, many of whom often had 
complex health and care needs and mobility issues and had frequently been 
admitted to hospital after a fall.  The Advanced Nurse Practitioner (ANP) had 
served as an advocate and champion for the patients, driving the quality 
agenda and keeping patient safety at the forefront.  The ANP also served as a 
senior presence on the wards, giving further support to the team.   
The team had used the Best Practice Tariff (BPT) as the framework for its 
development, aligning the care provided with national standards, giving 
patients high quality services, following best practice, speedy pathways, 
thorough key assessments at every stage, reductions in pressure ulcers, better 
engagement with families/carers, GPs and with multi-disciplinary colleagues, 
and adapting nationally agreed cross-service protocols to patients’ needs. The 
improvements had benefitted patients and the Trust, with three ANPs now in 
post and a holistic approach for service delivery against BPT: with 72% 
compliance recorded at the last audit, this reflected the third highest rate in the 
region and was considerably higher than the national average of 66%.  Patient 
feedback supported the team’s view about the improvements, with 97% likely 
or extremely likely to recommend the hospital to others and a lot of welcome 
feedback about care and friendliness of staff – all of which was shared with the 
staff on receipt. 
Going forward Ms Bywater and Ms Marshall assured the Board that the team 
remained passionate about continuing progress: keeping the need for more 
improvements at the front of discussions, sharing learning through weekly 
bulletins, quarterly reports, escalation of potential misses and developing and 
delivering robust action plans. 
The Board appreciated the overview and congratulated the team on the 
achievements to date.  Members were was also pleased to note the 
considerable work ongoing with colleagues outside of the Trust too to support 
a community-wide approach, particularly around prevention of falls.  
Mrs Brain England had been pleased to note the developing role of the ANPs 
and enquired about their continuing development across the Trust.  
Ms Bywater outlined how she had been able to achieve appointment as an 
ANP, supported by in-house training as well as undertaking a Masters Degree 
and Advanced Clinical Practice training.  Mrs McNair confirmed that these 
were supernumerary roles, the costs of which were more than offset by the 
benefits gained.  The Trust had a strong cohort of ANPs at present but was 
conscious of succession planning needs and continued to explore options to 
expand the current ANP roles into other areas and to support keen and 
ambitious staff looking to ANP posts as part of their career progression.  
Ms Dean had also welcomed the developments around more engagement with 
families and GPs and the focus on memory assessments alongside physical 
need assessments, as highlighted in the presentation.     
The Chairman referred to previous practice around falls assessment – using 
green/amber/red ‘stick men’ at patients’ bedsides to indicate the level of risk 
identified after assessment.  When visiting another ward recently, there had 
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been no evidence of stickmen/assessments.  Ms Marshall advised that T&O 
still used the system, the effectiveness of which she believed had contributed 
to the department’s low fall rates.  It was agreed that the Quality & Governance 
Committee should be asked to consider a Trust-wide review of this system to 
ensure consistency of use. 
In closing, Dr Jenkins thanked Ms Bywater and Ms Marshall for a very 
informative and useful presentation.  It had illustrated a fantastic service but 
one which they had been quite modest about, as it was doubtless a key factor 
as to why the Trust had the lowest mortality rates for fractured neck of femur 
patients in Yorkshire and amongst the best nationally too.  It also showed a 
great model for staffing structures in the future, using innovative and effective 
roles like ANPs.  Ms Bywater and Ms Marshall left the meeting at 9.25am.  
 

 
 

RM 
 
 
 
 
 
 
 
 
 

16/58  QUALITY & GOVERNANCE COMMITTEE  (16/04/P-06) 
- CHAIR’S LOG 
The Board received and reviewed the Chair’s Log from the Quality & 
Governance Committee (Q&G) meeting held in March.  Several of the issues 
discussed by Q&G also featured on the Board’s agenda as separate items.  
Ms Moore, Chair of Q&G, highlighted staffing as a key issue from the 
Committee’s discussions. This continued to be managed well but she 
emphasised the need to remain vigilant in terms of staffing levels.  The 
Committee had recognised potential fill rate issues in some areas and the 
Trust must be aware of the related risks and pressures on both quality and 
safety of services and staff morale and health.  The Committee had also 
discussed the impact of the national agency cap and the next reduction (now 
enacted), which could have greater impact on agency cover, particularly in 
specialist areas. 
Dr Jenkins referred to recent discussions about the national caps at the latest 
meeting of the Chairs and Chief Executives from the seven trusts engaged in 
the Working Together Programme (WTP).  The WTP had recognised the 
concerns raised by Q&G for medical as well as nursing staff.  Equally the 
programme was aware of the need to promote transparency and sharing of 
information around breach of caps and rates.  This would help to defuse some 
of the marketing ploys that Dr Jenkins and Mrs McNair were aware of and give 
a clearer overview of the pressures across the region.   An HR Directors group 
was being established to support this and Dr Jenkins had asked to be 
involved.  It was hoped the group would revisit earlier plans to develop a WTP-
wide staffing bank as part of its considerations as well. The Trust had reported 
its concerns around the pressures on the cap(s) to Monitor, who had 
previously advised that agencies in breach would be removed from the 
national framework albeit this had not yet been actioned. 
As Chair of the Audit Committee, Mrs Brain England highlighted the ratio of 
Junior Doctors to supervisors (a topic for further review at the next Audit 
Committee meeting) and sought more information about flexibilities associated 
with Junior Doctors’ roles, which might support changes in staffing structures 
and gaps in specialist areas. Dr Jenkins advised that the critical gaps 
remained in A&E (nationally), primarily in relation to registrars, which Junior 
Doctors could not cover hence the dependency on locum support.  Work had 
begun within the Trust to take a fresh and innovative look at recruitment, 
supporting new appointments in some areas and helping to drive agency 
spend down again, possibly by as much as a further £20,000 per week.  
Additionally the Trust needed to be creative and think about different workforce 
models utilising clinical staff in innovative ways, as illustrated in the patient’s 
story and the role of ANPs. 
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From the Q&G Log, the Chairman also highlighted the re-launch of the Dove 
symbol.  Whilst this was welcomed and widely supported, he had been 
disappointed that information on the delays in the roll out had not been 
reported previously, as the scheme had been approved by the Board two 
years ago and many members had assumed it had already been implemented.  
It was important that Board decisions were actioned in a timely manner and/or 
any delays reported back swiftly. 
The Chair’s Log was noted and the Board also endorsed the updated Control 
& Management of Contractors Policy.  
 

16/59  QUALITY ACCOUNTS – 2015/16 & 2016/17 (16/04/07) 
The latest report on progress against the 2015/16 quality indicators and 
priorities and development of same for 2016/17 was reviewed and noted.  
Mrs McNair confirmed that the update report had already been reviewed at the 
latest Q&G meeting.  She confirmed that the Trust was on track to achieve ten 
out of the 18 local targets agreed for 2015/16; this had reduced from earlier 
reports due to the Trust’s latest Hospital Standardised Mortality Ratio (HSMR) 
but work continued to progress achievement against the remaining eight. 
Several queries were raised by the Non Executive Team: 

• In response to Mr Mapstone’s questions regarding the review of all deaths, 
Dr Jenkins clarified that there was no national policy on this - it was a local 
objective.  He also confirmed that the level of reviews carried out to date 
was actually higher than the 44% reported (nearer 60%) but not within the 
prescribed two weeks period.  He would be reviewing the process shortly 
as much of the learning identified to date was around initiatives already 
being progressed (sepsis, early warning systems etc), which were being 
driven independent of learning from the review of deaths.  He was 
conscious too of the proposed national changes on mortality data, 
expected to focus more on avoidable rather than all deaths in future. 

• Mrs McNair acknowledged Mr Patton’s observation that some of the targets 
set for 2015/16 had been aspirational and assured the Board that those set 
for 2016/17 would be more realistic.  However, the achievement reported 
for 2015/16 was expected to improve further following final assessment.  
The Chairman also highlighted the changing demands in year: targets had 
been set based on information and projections available at the time and did 
not take account of the unpredictable increased usage of the hospital 
throughout the year.  

• Referencing the Chairman’s concerns regarding implementation of the stick 
men system, Mrs Brain England enquired how the Trust would address this 
to ensure there was a timely and consistent delivery of Board decisions.  
Dr Jenkins advised that issues such as this could be supported by building 
on the recent AQUA workshop, looking at ways of embedding new and 
continued good practice across the organisation with a changing workforce.  
The Trust was fortunate in that it did not have a high turnover but there 
were pockets that needed more focus, including junior doctors (for new 
initiatives and ensuring good practice was encompassed within their local 
induction programme) and locum staff.  Mrs McNair reported on the ‘perfect 
ward’ app, which had recently been agreed for implementation and would 
support capture of local data and awareness.  Mrs Moore highlighted the 
benefit of triangulation of formal and informal reporting too, to support 
cohesive and consistent delivery and identify any discrepancies quickly. 
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Mrs McNair affirmed that progress against the 2015/16 targets and 
development of systems underpinning the priorities and indicators for 2016/17 
would continue, and that mandated audits against prescribed indicators and 
the local priority chosen by Governors were currently underway.  A final report 
would follow shortly.  In the meantime, the Board noted the progress to date 
and approved the draft quality priorities for 2016/17 (as appended to the 
report) in principle.  
 

16/60  MEDICAL DIRECTOR’S QUARTERLY REPORT (16/04/P-08) 
The latest report from the Medical Director was received and noted, key issues 
from which included: 

• New contract for Junior Doctors in training – the Board received assurance 
regarding the Trust’s continuing preparedness to maintain clinical services 
throughout the industrial action days.  The impact on patients had been 
kept to a minimum to date but could become more challenging as the 
action stepped up.   
The Trust had recently received information regarding implementation of 
the new contract.  This would be subject to careful scrutiny before more 
details on cost and resource implications were shared with the Board 
directly or via the governance committees.  Members were also reminded 
that the British Medical Association (BMA) had raised a legal challenge to 
the Government’s imposition of the contract.  Dr Jenkins affirmed that 
implementation of the contract was mandatory for all trusts:  technically 
foundation trusts (FTs) might be able to take a stance against this but it 
could be an unwise route if some or all FTs were to adopt an independent 
direction.  Mrs McNair also advised that not all of the junior doctors would 
be directly employed by FTs: many were contracted with Health Education 
(HE) England and Yorkshire & the Humber albeit any extra costs arising 
from the new contract would rest with the trusts not HE.  The Chairman 
was conscious that the decision whether or not to deploy the contract had 
not been reviewed specifically by the Board although it was accepted that 
there was little option but to do so.   
Dr Jenkins acknowledged Mrs Brain England’s observation that the strike 
cover would undoubtedly have productivity and financial consequences for 
the Trust. Clinical teams had continued to function well and the greater 
presence of senior consultant staff had supported an improvement in 
productivity in terms of a number of ward issues (eg discharges).  
Nonetheless, whilst cancellations of outpatient appointments had been kept 
to a minimum there would be inherent costs associated with both the 
cancellations and the required re-appointments. The tasks not progressed 
by staff working differently to ensure clinical cover throughout the strike 
periods would also have an impact. 
The Chairman shared feedback from discussions at a recent meeting of the 
Local Authority’s Overview & Scrutiny Committee (OSC).  Several 
members of the OSC had reported a perception that the new contract 
would impel junior doctors to work 7 days week.  This was not the case and 
it was important that this was made clear as and when the contract was 
rolled out. 
The Chairman suggested, and it was agreed, that it would be useful to 
obtain more clarity around the cost and resource issues, via the Finance & 
Performance Committee (F&P).  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

FP/RJ 
(via F&P) 
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• Revalidation – progressing well 
• Job planning – close to completion 
• Medical Education – now restructured and appointments for the college 

tutors completed. 
• Research & Development (R&D) – a fuller report would be provided later in 

the year but progress to date had seen a welcome improvement in 
recruitment, better progress against targets, receipt of increased funding for 
2016/17 and completion of consultation with staff regarding a change to the 
department’s structure more appropriate to its needs.   
In response to Mr Mapstone’s enquiry, Dr Jenkins advised that 
appointment of a Clinical Director for R&D was imminent.  The job 
description had been completed and some internal interest in the role had 
been received. 

Ms Dean enquired about Physician Assistants within the hospital.  Dr Jenkins 
briefly outlined the nature of these new roles and advised that the Trust had  
agreed to take on five this year, with a view to developing a rolling programme 
of five appointments annually.  More work would be needed to link into earlier 
discussions about an innovative approach to future clinical structures.  
 

16/61  EXECUTIVE TEAM – CHAIR’S LOG 
Nil return – reportable issues reflected in other reports.  
 

 

16/62  MORTALITY REPORT (16/04/P-09) 
An overview of the latest reported position on mortality was received together 
with confirmation that the Trust was now using the Dr Foster review tools, 
which would help to give greater insight into several aspects.  In summary the 
Trust’s HSMR had gone above target in the latest reported data at 103.3; 
Summarised Hospital Mortality Indicators (SHMI) lagged behind in reporting 
but latest data showed the Trust below 100 in the last two months and within 
the expected range throughout the last five reports; crude mortality reported a 
more current position and remained positive, reflecting continued 
improvements in weekends (year on year) and mortality rates overall. 
An action plan to address the recent deterioration in the Trust’s position on 
HSMR was due to be presented to Q&G in April.  It was anticipated that it 
would address a number of key areas, including: 

• care processes – driving forward further improvement work around sepsis, 
AKI (acute kidney injuries), pneumonia and vital signs 

• coding – looking at processes for capturing data, reasons for lapse in 
capture, high use of “R” codes (when diagnosis not clearly prescribed). 

Dr Jenkins acknowledged the concerns raised that the Trust was revisiting 
past issues, such as coding, but explained that this was inevitable as these 
were key and recurrent issues underpinning mortality data.  It was also 
important not to focus on HSMR/SHMI data in isolation as both systems had 
been acknowledged as flawed in some regards but the Board did need to have 
confidence in the Trust’s approach towards clinical interventions to improve 
clinical care and to ensure data capture was as robust and accurate as 
possible.  He agreed with Ms Dean that it was imperative to be able to give the 
Board assurance that the right actions were in place, all of which should be 
evidenced by reporting on quality, serious incidents, performance against 
benchmarking data and  review of deaths as well as national reporting.  The 
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Chairman reminded members that mortality ratios had been under close 
scrutiny at the Board’s direction for several years and he was confident that 
this level of review had driven significant improvements and would continue to 
prove effective.  It was important that all of the data could be triangulated and it 
agreed that it would be useful to ask the groups reporting into Q&G to review 
the structure of their agendas to ensure they were looking closely at the 
progress of care bundles, key indicators and coding - in alignment with data on 
issues such as SSIs (surgical site indicators) to get a comprehensive overview 
and effective triangulation.  Ms Moore and Mrs McNair undertook to progress 
this through Q&G.   
 

 
 
 
 
 
 
 
 

RM/HMc 
(via Q&G) 

 
16/63  CODE OF GOVERNANCE & (16/04/P-11) 

QUALITY GOVERNANCE FRAMEWORK 
The annual review of the Trust’s compliance against Monitor’s Code of 
Governance (the Code) and the Quality Governance Framework (QGF) was 
received and noted.  Mrs McNair confirmed that both documents had been 
subject to review by Q&G before being presented to the Board.  She also 
reminded members that compliance with the Code would be reflected in the 
Trust’s Annual Report for 2015/16 and that assessment against the QGF was 
not obligatory but was undertaken regularly by the Trust for its own information 
and assurance. 
The changes compared to last year’s assessment were noted, with only one 
area of non-compliance in the Code (reflecting the Trust’s preferred practice 
with regard to development of directors) and an overall score of 1 (good) 
against the QGF. 
The Board reviewed and approved the assessments against the Code and 
QGF.  
 

 

16/64  CHAIRMAN’S REPORT (16/04/P-12) 
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.  The 
Chairman drew attention to: 

• the WTP press release appended to the report; 

• continued development of the Barnsley Hospital Charity and growth of the 
Tiny Hearts Appeal (now at c£176,000). The Appeal had recently been 
supported by a generous donation from local celebrity Mr Dickie Bird OBE, 
which had itself generated more support and interest for the appeal; 

• preparations for the 2015/16 HEART Awards held annually as a further 
recognition of the contributions and commitment of staff.  More sponsorship 
was always valued and members were asked to advise the Chairman of 
any contacts. 

Several reports were received from other members of the Non Executive team: 

• Ms Moore reported on her work with the End of Life Steering Group.  She 
was pleased to be involved and believed the group’s strength lay in its 
multi-disciplinary nature – including mortuary and portering staff and the 
community palliative care team as well as ward staff.  The group would 
shortly be looking at spirituality as part of its wide remit of support for 
patients and their families at end of life. 

 
 
 
 
 
 
 
 
 
 

ALL 
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• Ms Moore also referred to the AQUA workshop, which she was keen that 
the Board should take forward to be more pro-active and less reactive on 
key issues.  This was widely endorsed. 

• Ms Dean reported on her recent attendance at corporate induction.  She 
appreciated the difficulties of providing a single programme that would 
meet the needs of all staff from a wide variety of areas but strongly 
believed that some of the content needed to reviewed and that the mode of 
delivery could be improved too.  She would provide more detailed feedback 
outside the meeting, which could be shared with all members if required.  
Ms Moore advised that she was involved with the Learning & Development 
group that led on the induction programme and would be pleased to share 
Ms Dean’s feedback with the group at its next meeting. 

• Mrs Brain England outlined her recent involvement with the appointment of 
a Consultant.  Whilst the outcome had been positive, there had been some 
confusion when the preferred candidate had questioned the Trust’s plans 
for development of the service going forward.  Dr Jenkins explained that 
this had been due to a change in plans for that speciality when the 
opportunity had arisen to appoint a high calibre candidate to the post, 
which had previously been very difficult to fill.  It was accepted that the 
situation could and should have been handled better to ensure that the 
appointment panel had been better briefed but the Board was also pleased 
to see that the Trust continued to attract such good candidates.  
 

 
 
 
 
 
 

JD 
 

RM 
 
 
 
 
 
 
 

16/65  CHIEF EXECUTIVE’S REPORT (16/04/P-11) 
In Ms Wake’s absence, Dr Jenkins presented the Chief Executive’s report 
providing information on a number of internal, regional and national matters.  
Several issues were explored further in discussion: 

• Efficiency Workshops - Mr Kirton explained that the demand and capacity 
planning work for 2016/17 had been internally led, the final stages of which 
involved ensuring alignment between capacity and plans and budgetary 
demands.  The additional work being led by external consultants was 
focused on outpatients and theatres.  Mrs Kelly advised that the findings to 
date had largely identified issues already known to the Executive Team 
(ET) but there was a useful focus on changes and redesigning of 
processes to support future improvements and plans. 
Other ET members expanded on the proposals for the hot & cold site and 
the rationale for this direction of travel.  The starting point would be co-
location of linked services, with plans to do some elements of the work 
ahead of the next winter after further consultation with staff.  Mrs Kelly 
advised that the Trust had been approached to deliver two integrated care 
follow-on units on site too, which would align well with this development.   
She also responded to Mrs Brain England’s queries regarding use of the 
existing environment and affirmed that wherever possible relocation would 
be within the existing infrastructure but considerable changes would be 
essential in order to make real efficiencies and improvements in patient 
pathways in the longer term.  The development would be a stepped 
approach, to enable the Trust to explore all options and validate and review 
each phase prior to implementation. 

• Apprenticeship week – The Board was pleased to note the Trust’s 
continuing commitment to apprenticeships.  Mr Wright reported on changes 
expected to be introduced by the Government in the next financial year 
(2017/18), imposing a 0.5% levy against wage bills, further information on 
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which would be reported via F&P shortly.   Mr Patton advised that full 
details were available on the Government’s website  He also reported an 
alternative to apprenticeships suggested by one of the Governors: to 
consider employing trainees direct, with an option for day release studies.  
This could be  a viable alternative but it was acknowledged that the Board 
would need to consider and agree a position when fuller reporting had been 
reviewed at F&P.  

• Learning from Mistakes – the national report had been noted, although it 
was widely acknowledged that some aspects lacked context and were thus 
unhelpful.  
 

 
 
 

FP/MW 
(via F&P) 

 

16/66  FINANCE & PERFORMANCE COMMITTEE (F&P) (16/04/P-14) 
– CHAIR’S LOG 
Mr Patton, Chair of F&P, presented the Log from the Committee’s latest 
meeting.  As shown in the Log, the Committee had concentrated on a number 
of critical areas including the financial performance (still on target to achieve  -
£16.2m deficit), confirmation that the 2015/16 capital programme had been 
fully committed and the cash position (supported by a further draw down).   
Progress on the Cost Improvement Programme (CIP) had also been reviewed, 
with some improvement noted in month 11.  It was still behind plan but 
expected to achieve target.  It was also expected to achieve a drop in the non 
recurrent element to c20% (from 30%), although considerable pressure would 
remain on the 2016/17 plans – set at £7 million (with stretch).  Mr Kirton 
advised that the level of achievement against the 2015/16 CIP was now at 
£6.55 million, of which a third was non-recurrent.  One 2016/17 scheme had 
been identified that would enable retrospective claims on a recurrent basis and 
help to reduce the level to 20%.  The team was also reviewing all schemes 
labelled ‘non recurrent’ to ascertain why they were not recurrent as some may 
have been classified incorrectly.  Mr Patton confirmed that the CIP position 
would not affect the Trust’s -£16.2 million forecast. 
In terms of the 2016/17 CIP, to date c£5 million had been identified, with work 
ongoing to ascertain and validate further plans.  This would be assisted by the 
external consultants’ work in outpatients and theatres.  The phasing of the plan 
was also under review, with the aim of achieving broadly 25% each quarter but 
a slight weighting towards the year end.  More plans were also under 
development in response to recommendations from the Carter review.  It was 
acknowledged that delivery of the CIP did not rest with the project 
management office but with staff from every area, and the programme of 
efficiency workshops was intended to promote better staff engagement and 
awareness. 
The Committee had also reviewed performance targets, with A&E at below 
target for Q4 and a forecast outturn (then) of 92% for the year end.  DNAs (did 
not attend) had increased slightly to above 10% but were expected to return to 
10% shortly.  Issues continued in breast screening around staffing and 
equipment but, as reported previously, plans were progressing to redress this 
within the next few months.  There also remained some data validation issues 
in endoscopy and gastrology, further clarification on which was expected for 
the next F&P.  Performance for cancer 62 days was compliant overall. 
With reference to the workforce, both committees (F&P and Q&G) had 
considered this from staff’s perspective and expressed concerns regarding 
continuing pressures.  However sickness absence had fallen slightly and 
continued to be lower against the previous year. The latest positions on 
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mandatory training and appraisals had also been reviewed and the Committee 
had held positive discussions around the latter, recognising the need for 
flexibility to allow all appraisals to be counted beyond June if necessary in view 
of the current demands on staff.   The Committee had received and reviewed 
the latest report on exit interviews too.  The return had been low despite being 
mandatory and had shown some conflicting messages regarding clear 
objective setting (good) and low morale (which was also contrary to the staff 
survey). The findings would be subject to further consideration.  Mrs Kelly 
advised that the ET had tried to be more visible on wards and in areas with 
particular pressures, such as the escalation wards, to show support for teams.  
Work was also ongoing to try to reduce the number of escalation beds; these 
had been open for longer than anticipated and a reduction would help to 
lessen pressures across the Trust. 
The latest iteration of the Board Assurance Framework had been reviewed.  
The new and more informative style of presentation had been appreciated, as 
it highlighted updates and changes since the last report more easily.  Several  
additional amendments were made by the Committee, to reflect its discussions 
at the meeting.  
 

16/67  INTEGRATED PERFORMANCE REPORT (IPR) (16/04/P-15) 
The IPR for month 11 was received and noted, many aspects of which had 
been covered in earlier discussions, with further information as noted below. 
Quality  
Mrs McNair highlighted the improved performance against complaints, which 
had almost reached the 90% target.  Data on falls continued to show the Trust 
performing well against national benchmarking.  She was able to provide an 
update on Clostridium Difficile (C.diff) and confirmed that cases had reached, 
but not breached, the trajectory of 13 for the full year.  On a less positive note 
it was also reported that an MRSA bacteraemia had been recorded in March – 
the first one in over six years.  This was disappointing and further investigation 
was ongoing. 
Workforce  
Mrs Kelly reiterated the drop in sickness absence rates.  All of the Clinical 
Business Units (CBUs) had achieved improvements on their rates, which was 
good news.  The Trust continued to compare favourably with peers although 
work would continue to support staff further and drive more reductions where 
possible. 
Activity  
As reported earlier, the year end outcome for the <4 hour emergency access 
target was 92.3% overall.  Whilst this was disappointing it was acknowledged 
that patients had been kept safe throughout the increased pressures, which 
was crucial.  Demand levels had not yet fallen, with activity above contract 
levels and only three trusts out of 169 nationally achieving the 95% target.  
The Trust continued to be among the top performers and also continued to 
work hard to deliver improvements. 
Work continued to be progressed in cancer services to support developments 
in breast screening services and the move in October to 38 days transfer 
targets (ie transfer to the tertiary centre) in other cancer pathways.  The Trust 
was currently achieving 62.5% against the 38 day target. 
In response to Mr Mapstone’s query about the timescale on proposals to close 
escalation beds, Mrs Kelly advised that based on current projections, it was 
anticipated ward 27 could be shut by the end of April and access to beds on 
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the surgical decision unit would close sooner (end of the week), with five 
escalations beds remaining available on ward 14.  Nevertheless, the 
organisation would continue to adhere to its commitment to provide beds to all 
patients attending the hospital; this could put pressure on the timescale if 
demands continued at current levels.  She also responded to Mrs Brain 
England’s question about timescales for introduction of a GP front end service. 
Work on this was being progressed but would be subject to availability of 
support from the community (itself facing huge pressures on GP services) or 
other providers. Dr Jenkins and Mrs McNair assured the meeting that, as 
referenced in earlier discussions, other means of working differently to support 
services and patient flow across the whole organisation continued to be 
explored. 
Mrs Kelly provided a brief update on outpatients, following the backlog on 
patient review lists declared as a serious incident in June.  Only two areas now 
remained outside the agreed timeframe for completion: respiratory and 
cardiology, both of which have large numbers of patients attending for follow-
ups.  Cardiology was expected to clear its backlog by the end of April.  
Respiratory was more complex and expected to meet trajectory in May, 
supported by additional clinics at weekends.  Information on final projections 
was due to be presented to ET shortly.  Mrs Kelly also highlighted an issue in 
ophthalmology: this service was not managed by Barnsley Hospital but the 
Trust continued to work closely with Rotherham Hospital (RFT) to validate the 
position, after which RFT would be providing extra activity to reduce the 
backlog.  She was also pleased to report on improvements in outpatient 
systems, with one central tracking list now in place and representing a 
significant step forward. 
In terms of diagnostics, there would be breaches in cardiography and 
endoscopy for the year end but none by the end of month 1 in 2016/17. 
No further report on finance was received.    
   

16/68  2016/17 OBJECTIVES (16/04/P-16) 
Mr Kirton presented the Trust’s objectives against the 2016/17 annual plan 
which, subject to the Board’s approval, would be launched with staff at the next 
team brief meeting and then cascaded in a staff engagement programme 
across the site, co-ordinated by Ms Parkes.  The objectives focussed on work 
that would make a real difference and move the Trust forward, progress 
against which would be tracked and reported quarterly – to ET, the Board, 
Governors and other stakeholders. 
The report was reviewed and the objectives were approved.  The Board looked 
forward to feedback from the launch on 8th April.  
 

 

16/69  HORIZON SCANNING AND INTELLIGENCE REPORTING (16/04/P-17) 
The latest report on national and regional developments and issues of note 
was received and noted.    
Mrs Brain England drew attention to the proposed price increases from the 
Care Quality Commission.  It was acknowledged that this would present a cost 
pressure for all trusts. The Chairman undertook to circulate a letter on this 
subject from the NHS Providers Chief Executive, which referenced it as an 
unidentified cost pressures.  
 

 
 
 
 
 
 

SW 
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16/70  ANY OTHER BUSINESS & DATE OF NEXT MEETING 
Date of Next meeting  
There being no comments from observers present, the next meeting of the 
Board of Directors was confirmed for 5th May 2016 commencing at 9am.   
In accordance with the Trust’s Constitution and Standing Orders, it was 
resolved that members of the public be excluded from the remainder of the 
meeting, having regard to the confidential nature of the business to be 
transacted. 
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REPORT TO THE BOARD OF  
BARNSLEY HOSPITAL NHSFT REF: BoD 16/05/P-04 
 

BoD May 2016:Action Log (PuM)   
 

SUBJECT: BOARD ACTION LOG 

DATE: MAY 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 
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Subject: Board Action Log Ref: 16/05/P-04 
 

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

 
ACTIONS ON PUBLIC AGENDA 
Minute 

ref 
Meeting 

date Item Action Owner Due date Done 
Date Progress report RAG 

status 

16/65 April 2016 Chief Executive’s report 

Further information on 
implications of Government 
changes for apprenticeships 
to be reviewed at F&P and 
reported back to the Board. 

F&P Chair / 
Director of 
Finance 

April 2016 April 2016 

Further information received and 
reviewed at F&P in April.  Early 
indications reflected in F&P Chairs 
Log – see agenda item 18. 

 

16/62 April 2016 Mortality Ratios 

Groups reporting into Q&G 
(Quality & Governance 
Committee) to review 
structure of their agenda to 
support progress of care 
bundles, key indicators, 
coding and triangulation with 
other data, to provide 
comprehensive overviews 

Q&G Chair / 
Director of 
Nursing & 

Quality 

April 2016 April 2016 

Raised at Q&G meeting in April; 
actions to be taken forward and 
reported in Committee’s annual plan 
– due at Board in August.  
See also agenda item 6 

 

16/57 April 2016 Patient’s Story 

Trust-wide review of “stick 
men” to evidence assessment 
of risk of falls to be 
commissioned via Q&G 

Q&G Chair / 
Director of 
Nursing & 

Quality 

April 2016  

Agreed at Q&G for use to be 
audited through ‘Perfect Ward’ 
initiative.  Q&G Chair’s Log (agenda 
item 6) refers. 

 

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 

Director of 
Nursing & 

Quality 

February 
2016 May 2016 

March: Reviewed per Q&G Chair’s 
Log.  Also referred to Executive 
Team for action. 
April: Quarterly report provided at 
agenda item 14. 
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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  
 

ACTIONS COMPLETED & CLOSED SINCE LAST MEETING   
Minute 

ref 
Meeting 

date Item Action Owner Due date Done 
Date Progress report RAG 

status 

16/69 April 2016 Horizon Scanning 
NHS Providers CEO letter on 
Care Quality Commission cost 
pressures to be circulated. 

Chairman April 2016 April 2016 Completed: issued by email 29th 
April.  

16/64 April 2016 Chairman’s report 

Further feedback on 
observations from the 
corporate induction 
programme to provided and 
reported into the L&D work 
group leading on this. 

J Dean &   
R Moore, 

Non Executive 
Directors 

April 2016 April 2016 

Actioned: Further information 
received from Ms Dean shortly after 
the Board meeting.  Will be 
presented at next L&D work group 
meeting 

 

ROLLING TRACKER OF OUTSTANDING ACTIONS   
Minute 

ref 
Meeting 

date Item Action Owner Due date Done 
Date Progress report RAG 

status 

16/60 April 2016 Medical Director’s 
quarterly report 

Cost implications of the Junior 
Doctors contract and 
industrial action to be 
reviewed by F&P 

F&P Chair / 
Medical 
Director 

April 2016 
May/June  

Early cost implications of the 
industrial action received at F&P in 
April; further information awaited.  
Financial implications of the 
contract will be finalised when rotas 
developed for August (part year 
implication).  Both aspects will 
continue to be scrutinised via F&P. 

 

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. 

 

16/08 January 
2016 Mortality Ratios 

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

Medical 
Director tbc  More information awaited nationally.  
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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  
 

Minute 
ref 

Meeting 
date Item Action Owner Due date Done 

Date Progress report RAG 
status 

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  

 

 
  

 
 
 
 
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 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/05/06 
 

SUBJECT: QUALITY AND GOVERNANCE ASSURANCE REPORT 

DATE: MAY 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 April meeting, key issues for the 
Board’s attention include: 

• good progress on the Quality Account for 2015/16 

• the Committee’s response to actions requested by the Board in April 

• 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 

• approval of three new policies, presented to the Board for ratification  

• review and endorsement of the Annual Plan for Infection Prevention & Control, the Annual 
Report on Nursing & Midwifery and the Annual Safeguarding report (all of which are 
presented separately to the Board for approval) 

• consideration of the latest six month thematic review on Serious Incidents and actions 
requested to provide further assurance to the Committee and Board 

• review and approval of the updated action plan to reduce mortality ratios further 
The Committee also received an interesting presentation around sepsis.  This was provided by 
the team who had led this work and illustrated how the changes have been considered (changing 
existing processes rather than development new systems), how they had been implemented and 
how they had been effective – with both screening and antibiotics being delivered within the 
recommended timeframes above target in March 2016 within the Emergency Department. This 
was a worthy reflection of the team’s success and good leadership around this work.  With 
mortality for severe sepsis reported to increase by 7.6% for every hour antibiotics are delayed, 
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this progress will have a significant impact on outcomes for our patients.  The Commissioning for 
Quality & Innovation (CQUIN) target had not been achieved on a Trust-wide basis and work is 
ongoing to embed the systems as effectively as they have been in the ED, to deliver further 
improvements for patients.  Similarly the team is looking to roll out lessons from this work into 
areas others, including Acute Kidney Injuries and the pneumonia bundle. 
The Chair noted that a significant number of quality issues were attributed to ‘process’ gaps, 
whereby staff, for a number of reasons, did not comply with policy or best practice.  She iterated 
the importance of bottom up improvement to address process issues and the necessity for 
methods to instil frontline accountability and the value of Homan Factors work led by the Patient 
Safety & Quality lead. 

RECOMMENDATION(S) 

The Board is asked to: 

a) note and consider the attached Log 

b) note the Committee’s support for the Annual Report on Nursing & Midwifery, the 
Annual Plan for Infection Prevention & Control and the Annual Safeguarding Report, 
and 

c) note and ratify approval of the three policies listed under section 14 
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Subject: QUALITY AND GOVERNANCE ASSURANCE REPORT Ref: BoD 16/05/P-06 
 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
 
Committee / Group:  Quality and Governance Committee (Q&G) Date: 27 April 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 Quality Account 
(QA) 2015/16 

The Committee received and reviewed a draft of the Quality Account 
for 2015/16.  Whilst it was incomplete (some data and stakeholder 
feedback still awaited), the Committee believed that the draft was 
making good progress.  Some amendments were requested for 
accuracy and to ensure that it reflected a balanced and true picture of 
progress throughout the year.  The Committee agreed to review a 
revised draft shortly, prior to presentation of the QA to the Audit 
Committee and ultimately to the Board of Directors for approval.  
Lead Officer: Head of Quality & Clinical Governance 

Board of Directors For assurance  

2 Board actions 

The Committee has commissioned actions in response to the Board’s 
request at the last meeting: 
• to audit the application of “stick men” symbols across the Trust  

– this will be audited through the Perfect Ward initiative 
• for reporting groups to review and ensure robust triangulation of the 

rich and diverse information garnered from their reports  
– this will be aligned to discussions with the Trust’s new Information 
Lead and be reported further in the Committee’s annual plan due to 
be presented to the Board in August, when it sets out its aims for 
2016/17  

Lead officers: Committee Chair and Director of Nursing & Quality 

Board of Directors For assurance 

3 
Integrated 
Performance 
Report (IPR) 

The indicators and targets pertinent to Q&G were reviewed.  Key 
issues included: 
- Complaints: year end position of 69% in terms of response rates in a 

timely fashion.  Whilst below the 90% target, it showed a marked 
improvement compared to the 36% achievement last year.  
Ongoing work and the new CBU structure will assist more 
improvements in 2016/17 

- MRSA Bacteraemia: It was confirmed that, following lengthy 
review with the commissioners, the single case reported (the 

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 

first in nearly seven years) had been identified as a blood 
culture contaminate.  It will count on the Trust’s records but 
would not be regarded as a lapse in care.  Nevertheless a 
number of lessons have been identified to improve and 
reinforce adherence to processes, particularly around 
management of cultures. 

- Clostridium Difficile (C.diff): It was confirmed that the 2015/16 year 
end trajectory of 13 had been met but not exceeded.  The target 
remains unchanged for 2016/17. 

- Medication errors: Whilst rated amber overall, the high number of 
red ratings in the final months of the year were subject to close 
scrutiny.  This was attributed to diverse factors, however, the 
importance of reporting was reinforced. 

Lead officer: Director of Nursing & Quality 

4 Patient Safety 
Group (PSG) 

The Group had updated the Claims Policy; amendments had been 
minor and approved by the group in accordance with the Policy and 
Protocols Framework.  
The Group had also finalised review of its Terms of Reference and 
these were approved by the Committee. 
Lead officer: Director of Nursing & Quality 

Board of Directors For assurance 

5 Pressure Ulcers 

The quarterly report was reviewed. A slight increase in Grade 2 ulcers 
was noted.  Numbers of Grade 3 pressure ulcers had also increased 
albeit the ratio of avoidable to unavoidable cases remained unchanged.  
No Grade 4 ulcers were recorded.  The Trust continues to be among 
the best performers nationally and still scores and counts pressures 
ulcers more stringently than other trusts, nevertheless the Committee 
endorsed the view that all avoidable pressure ulcers were an 
unacceptable harm and welcomed plans to improve adherence to 
assessment requirements.  
Lead Officer: Director of Nursing & Quality 

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

Recommendation / Assurance/ 
mandate to receiving body 

6 Serious 
Incidents (SIs) 

The six months thematic review of SIs was discussed at some length. 
The Committee sought and was given considerable assurance on 
application of learning from every case.   Further information on the 
Trust’s action on VTE (VenousThrombo-Embolism) is scheduled for the 
next meeting and will subsequently be shared for the Board’s 
information. 
A full copy of the SI review report is presented to the Board under a 
separate agenda item. 
Lead officer: Medical Director 

Board of Directors For assurance and to note 

7 Mortality Rates 

The action plan to address the reported uplift in hospital summarised 
mortality ratios (HSMR) was reviewed and noted.   
The latest published HSMR data was also reported to January 2016.  
There is a slight variation in the reports provided from the current and a 
new provider but both are around the 100 rate and a final, firm figure 
will be determined for the Trust’s annual reporting.  More work is 
ongoing to confirm the position and delivery of the updated action plan 
should support further improvements. 
Lead Officer: Medical Director 

Board of Directors To note 

8 
Annual 
Safeguarding 
Report 

The Committee was pleased to review and endorse the Annual 
Safeguarding report.  The report outlined the Trust’s actions and 
progress on safeguarding adults and children over the past year 
and provided assurance on compliance against statutory 
requirements.   The report is presented separately to the Board for 
approval.  
Lead Officer: Director of Nursing & Quality 

Board of Directors For assurance and approval 

9 Health & Safety 
Group 

A number of updated policies were reported. These had all been 
reviewed and approved by the group as only minor amendments had 
been required, namely: 

• New and Expectant Mothers Policy 
• Workplace Resolution (Grievance Policy) 
• Display Screen Equipment Policy 
• Supporting Staff in an Incident Policy 
• Smoke Free Policy 

Lead Officer: Director of Operations 

Board of Directors  For assurance and 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 
Infection 
Prevention & 
Control (IP&C) 

The IP&C Annual Plan was received and supported – and is presented 
to the Board as a separate agenda item for approval. 
The latest report on Surgical Site Infections (SSIs) was also reviewed.  
The Q4 outcomes were much improved although over the past four 
reporting periods the Trust remained above national average for hips 
knees and large bowel surgery and below average for neck of femur.  
Work continues to identify further areas for improvement and the 
Committee has requested the latest data to be presented differently, 
using statistical process control charts, to identify the net impact of 
external factors or interventions reported in Q4.  
Lead Officer: Director of IP&C 

Board of Directors 

 
For assurance and approval 
 
 
 
 
 
 
To note 
 
 

11 Nursing & 
Midwifery 

The Annual Nursing & Midwifery report and latest month’s report were 
received.  The former is presented separately to the Board for 
information.  The latter will be subject to change in future with 
requirements recently issued for data on care hours per patient days 
(first report due to Q&G in July). 
The Committee was pleased to note the Trust’s success in student 
appointments, with the caveat that numbers may drop prior to taking up 
post in September.   
Lead officer: Director of Nursing & Quality 

Board of Directors To note 

12 
Board 
Assurance 
Framework 
(BAF) 

 
The latest BAF (year end 2015/16 and month 1 2016/17) and CRR 
were received and reviewed.  The Committee again appreciated the 
extended narrative for both reports, setting out the rationale for 
amendments and updates month on month.  
Lead Officer: Head of Quality & Governance 
 

Board of Directors 
 For assurance 

13 Corporate Risk 
Register (CRR 
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Ref Agenda Item Issue and Lead Officer Receiving Body, i.e. 
Board or Committee 

Recommendation / Assurance/ 
mandate to receiving body 

14 Policies 

The Committee received and approved the following new policies 
(copies circulated separately to the Board): 
o Child Abduction Policy 
o Management of External Scrutiny Visits Policy  

(encompassing the Policy of Visits from VIPs and Celebrities) 
o Patient Information Policy 
The Management of External Scrutiny Visits Policy is subject to further 
amendments requested by the Committee, to ensure that all key 
scrutiny organisations are identified and patient confidential and 
consent is fully taken into account.  The version distributed is as 
presented to the Committee; final release will be subject to the 
Committee Chair and Deputy Chair’s agreement. 

Board of Director For assurance and approval 
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITALS NHSFT REF: BoD 16/05/P-07 
 
SUBJECT:   NURSING AND MIDWIFERY ANNUAL REPORT 
DATE:          MAY 2016  

PURPOSE:  

 Tick as 
applicable   Tick as 

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

PREPARED BY: Alison Bielby, Deputy Director of Nursing  
and Heads of Nursing, CBUs 

SPONSORED BY: Heather McNair, Director of Nursing and Quality 
PRESENTED BY: Heather McNair, Director of Nursing and Quality 
STRATEGIC CONTEXT 

Nursing and midwifery services are key to the delivery of safe, quality care and treatment across 
the Trust and make up the largest part of the workforce. Staff are employed in all specialities 
across the six Clinical Business Units and work in a number of settings including; in patient 
areas, out patient areas and community services. 
 
EXECUTIVE SUMMARY 

This report sets out the key achievements of nursing and midwifery over the last financial year 
(2015-16) and identifies the key risks and future plans for practice in the coming year taking into 
consideration the national context. 
Whilst the Trust has not developed a new nursing strategy following the one that encompassed 
2012-2014, due to the aim of developing a clinical strategy, the five themes contained in the 
previous strategy are still relevant and this report will follow these which are : 

• Getting staffing right 

• Delivering High Quality Safe Patient Care 

• Measuring the Impact  of Care Delivery  

• Patient Experience 

• Staff Experience 
 

RECOMMENDATIONS 

The Board is asked to receive, review and note the attached report. 
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Subject: NURSING AND MIDWIFERY ANNUAL REPORT Ref: BoD/16/05/P-07 

1. STRATEGIC CONTEXT 
1.1 Nursing and midwifery services are key to the delivery of safe, quality care and 

treatment across the Trust and make up the largest part of the workforce. Staff are 
employed in all specialities across the six Clinical Business Units and work in a 
number of settings including; in patient areas, out patient areas and community 
services. 

1.2 The national nursing strategy: Compassion in Practice. Nursing, Midwifery and Care 
Staff. Our Vision was launched in 2012 and concluded in March 2016. Work has been 
on-going to develop a working version of the new strategy in spring 2016.  

1.3 The Care Certificate, a recommendation of the Cavendish Review, was launched in 
April 2015 with the aim of equipping health and social care support workers with the 
knowledge and skills which they need to provide safe, compassionate care. It was 
applicable to all new staff. 

1.4 Nursing and Midwifery Revalidation was approved in October 2015 by the Nursing and 
Midwifery Council (NMC) with an implementation date of April 2016 which impacts on 
all staff on the register within the Trust. 

1.5 Nationally there has been a requirement to reduce the use of agency staff in all areas 
of the trust with a particular focus on nursing and midwifery agency staff from 
November 2015 through the reduction of payments able to be made to agency staff 
and the monthly monitoring of usage. 

1.6 Nationally and locally the recruitment of nursing and midwifery staff continues to be a 
challenge following national guidance post Francis enquiry and the continued 
requirement for trust to submit monthly staffing data to the NHS England. 

2. INTRODUCTION 
2.1 This report will set out the key achievements of nursing and midwifery over the last 

financial year (2015-16); identify the key risks and future plans for practice in the 
coming year taking into consideration the national context. 

2.2 Whilst the trust has not developed a new nursing strategy following the one that 
encompassed 2012-2014, due to the aim of developing a clinical strategy, the five 
themes contained in the previous strategy are still relevant and this report will follow 
these which are : 

• Getting staffing right 

• Delivering High Quality Safe Patient Care 

• Measuring the Impact  of Care Delivery  

• Patient Experience 

• Staff Experience 
2.3 Each CBU has also highlighted specific areas of good practice, risks and future 

initiatives.   

3. REPORT 
3.1 Getting staffing right 

3.1.1 The trust is currently required to monitor and report nursing and midwifery 
staffing fill rates against planned staffing to the board on a monthly basis with a 
review of staffing and a more detailed report every six months.  
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3.1.2 In order to ensure accurate reporting the trust continues to utilise the e-roster 
system and is currently updating to the latest version in order to optimise the 
system. A system of governance has been implemented to ensure that the 
roster is being utilised appropriately. 

3.1.3 As part of the monitoring we also monitor acuity every six months using the 
appropriate tool for the environment including; Safer Nursing Care Tool (SNCT) 
in adult in patient areas, Birthrate Plus in midwifery and we are currently 
reviewing requirements for paediatrics. 

3.1.4 Recruitment and retention of nursing and midwifery staff has porvided some 
challenges over the year particularly in Care of the Eldery and Trauma and 
Orthopaedics howeve this is closely monitored and reported on a monthly 
basis. 

3.1.5 In order to ensure that we are attracting staff to work in the trust we have been 
working closely with the Recruitment Team in Human Resources and have 
developed and are implementing an action plan, recruitment and retention is 
monitored and reported on a monthly basis. 

3.1.6 For those staff that are newly qualified and starting with the Trust in their first 
job following training we have developed a robust preceptorship programme 
with the use of action learning sets and study days away from clinical practice. 
These have evaluated very well by those staff who have attended. 

3.1.7 A review has been undertaken of the unregistered work using the Calderdale 
Framework; a systematic, objective method of reviewing skill, role and service 
design, ensuring safe, effective and productive patient centred care. New job 
descriptions for Health Care Assistants have been developed and implemented 
following this review. 

3.2 Delivering High Quality Safe Patient Care 
3.2.1 The past year has seen a continued focus on the reduction of hospital acquired 

pressure ulcers and a reduction in inpatient falls through the Quality Account. 
3.2.2 To support the reduction of hospital acquired pressure ulcers there have been a 

number of initiatives undertaken by nursing including; a focused year long post 
for education and training, the implementation of a new policy and updated 
pathway, root cause analysis of all grades of hospital acquired pressure ulcers 
and the purchase of new equipment through a Listening in Action (LiA) group. 

3.2.3 The falls prevention strategy has been led by the Director of Nursing and 
Quality through a LiA work stream and has included the development and 
implementation of a new falls policy and risk assessment in line with NICE 
guidance, education and training and the purchase of specialist equipment. 

3.3.3 Following the implementation of the Lorenzo system, and to ensure the robust 
embedding of nursing electronic records, a post has been implemented to 
support staff to achieve high quality record keeping this has focused on 
education and training, including the development of super users, step guides 
and updated standing operating procedures, and ensuring that the correct care 
plans are available for staff. 

3.3 Measuring the Impact of Care Delivery 
3.3.1 The nursing metrics have continued to be used to assess the quality of care in 

the clinical areas. Those areas where there have been concerns raised through 
this process have action plans in place to ensure they reach the required 
standard. Work is currently on going to review these and use a system that is 
electronic based. 
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3.4 Patient experience 
 
3.4.1 The Friends and Family Test has successfully been implemented throughout all 

areas of the Trust and feedback regarding changes made is undertaken 
through a number of routes. However response rates remaining challenging in 
some areas, particularly outpatients and the Emergency Department so we are 
looking at how technology may be used to help in this area. 

 
3.4.2 A number of wards across both adult and paediatric in patient areas have 

participated in the PRASE project which aims to get feedback from patients 
about their safety concerns and changes have been made to practice following 
this feedback. 

 
3.4.3 A survey has been undertaken of bereaved relatives in order to gain information 

about the End of Life experience in order to improve practice. 
  
3.5 Staff experience 

 
3.5.1 Following a review of the requirement for the implementation of Hospital 24/7 

the trust has invested in and undertaken staff training for a number of new 
Advanced Nurse Practitioner roles including three in the Emergency 
Department and nine staff to support the implementation of an Advanced 
Response Team to support the care of the deteriorating patient. 

 
3.5.2 New nursing and midwifery roles have also been developed in Dementia Care, 

Trauma support, Acute Oncology and Falls. 
 
3.5.3 Following the national launch of the care certificate the trust reviewed how this 

should be rolled out and decided to encourage all unregistered staff to 
participate in this and achieve the standards as well as those new to the 
organisation to date 289 staff have completed and been awarded their Care 
Certificate. Following a recent quality assurance visit in March 2016 by Health 
Education England Yorkshire and the Humber (HEEYH) we have been awarded 
a certificate in recognition of successful achievement of clinical skills and 
simulation standards for training for the care certificate. 

 
3.5.4 A task and finish group was established to ensure that the requirements for 

revalidation of nurses and midwives were implemented including; systems and 
process, policy and education and training. A portfolio has also been offered to 
all staff in support of revalidation and the first nurses and midwives are currently 
successfully going through the process. 

 
3.5.5 In April 2015 we held our second nursing conference for registered nurses and 

midwives “A Passion for Compassion” which was attended by over 90 staff with 
talks from the Brigid Reid, Chief Nurse, Barnsley CCG as the key note speaker 
and presentations from staff across nursing and midwifery. 

 
3.5.6 Following this successful conference we then held two similar events in October 

2015 for Clinical Support Workers which was supported by Sheffield Hallam 
University the Open University and Barnsley College and were attended by over 
90 staff with positive evaluations. 
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4. CLINICAL BUSINESS UNITS (CBU) REPORTS 
 
          4.1 CBU 1 – Emergencies, Orthopaedics and Care Services 
        

4.1.1 CBU 1 have specifically reviewed and strengthened a number of clinical 
pathways this year including:  

 
• The use of Advanced Nurse Practitioners to achieve best practice tariff for 

patients presenting with a fractured neck of femur ensuring patients are 
optimised for theatre to try to attain the best outcome post operatively. To 
support this there are two trainee advanced practitioners in post. 

• The development of a non registered worker using the Calderdale Framework to 
support the continence service. 

• The appointment of a band 6 nurse to support the falls nurse specialist with the 
aim of having a regular presence on the ward areas promoting falls prevention 
including the use of falls bundles, implementation of the new assessments and 
documentation, identifying falls risks and providing specialist falls assessment 
for patients who have an inpatient fall. 

• The further development of the Emergency Nurse Practitioner and Advanced 
Nurse Practitioner roles within the Emergency Department to support the 
assessment and treatment of patients in a timely manner.  

• The introduction of the initial assessment and team nursing in the Emergency 
Department, led by the senior nursing team, ensuring the appropriate and timely 
assessment of patients on arrival to the department and follow up care by a 
team of nurses ensuring continuity. 

 
4.2 CBU 2 – Theatres, Anaesthetics and Critical Care Services  

        
4.2.1 CBU 2 has implemented a number of new initiatives and new roles that support 

patients through their clinical areas including: 
 

• The appointment of a PICC Line Specialist Nurse to help patients to be 
discharged home to community services earlier to continue their treatment. 

• Implementation of a one stop shop in pre assessment. 
• Appointment of a practice educator in main theatres to support the further 

development of staff. 
• Supported the professional development of the anaesthetic course at 

Huddersfield University. 
 
4.3 CBU 3 – General and Specialist Medicine 
 

4.3.1 CBU 3 has implemented a number of new initiatives that aim to enhance the 
patient experience including: 

 
• Enhancement of the Ambulatory Care Service on the Acute Medical Unit (AMU) 

to ensure a quicker, more comfortable environment for patients that enables 
them to be reveiwed and discharged where appropriate. 

• Supporting the development of a GP assessment service on the AMU. 
• Introduction of a flexible working approach to manage Trust demand for patients 

requiring Non-invasive ventilation. 
• Delivery on the National Cancer Strategy : Early awareness and diagnosis/ 

cancer prevention through delivery of a public, interactive health promotion 
event in the community. Sun awareness and melanoma prevention day   22nd 
June , 2016 by the dermatology team 
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• Introduction of Teledermatology Service in dermatology services. Patients have 
the option of obtaining a diagnosis without having to go to hospital for an 
appointment. For those patients requiring skin surgery for Basal cell carcinomas 
the pre-operative information is sent in the post and booked directly onto an 
appropriate surgical list, avoiding the need for a dermatology clinic appointment.  

• The diabetic service has been increased to provide a specialist service to the 
surgical wards and a review of the guidelines has been undertaken. 

• The endoscopy service has reviewed and updated a number of pathways 
including; preassessment for two week wait colonoscopy patients, 
implementation of a nurse led iron deficiency service and a nurse led colon 
capsule service. 

• Ward 24 enabled a patient and his partner to be married on the ward. 
 
4.4 CBU 4 – General and Specialist Surgery 
  

4.4.1 CBU 4 has continued to ensure that specialist nurses are continually trying to 
improve the patient experience as described below: 

 
• The colorectal services the Clinical Nurse Specialist (CNS) team continue to 

hold monthly support groups for patients and an annual event for patients to 
meet each other and share their experiences.  

• In breast services the CNS continue to hold support groups for patients and 
also work with The Well who provide complimentary therapy sessions for breast 
cancer patients. 

• In urology services the CNS team are training to undertake nurse led 
cystoscopies, this will improve patient pathways and wait times for patients.  

• In the colorectal service the CNS team are training to manage 2 week wait 
patients, this will improve access times into the service and the patients 
experience.  

 
4.6 CBU 6 – Women’s and Children’s Services 
 

4.6.1 The different specialities in CBU 6 have ensured service improvement and 
development is encouraged and progressed.  

 
       Maternity Services 

 
4.6.2 Innovation, quality and service user involvement remain important aspects of 

care consideration, development and provision in the maternity services. 
Highlights of the past 12 months are: 

 
• Sarah Calvert, service user, was nominated and won the hospitals Heart award 

for Volunteer of the year for services to the maternity unit 
• In recognition of the national strategy to reduce stillbirths by half by 2030 work 

continues via the GAP project to introduce individualised growth charts for 
every women to identify risk factors for her own pregnancy 

• SABINE Project which looks at 4 key impacts for the reduction in still birth 
identified Barnsley to be 100% compliant – 1 of only 3 maternity units in 
England and Wales to have achieved. 

• Development of Midwifery Led clinics via a joint working group of community 
and ANC midwives completed a planned implementation programme  

• Out patient induction of labour trail commenced for low risk women 
• The Teenage Pregnancy Service has centralised the booking clinics to be more 

accessible for young women in the community  
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• Midwifery Metrics agreed and implemented in Community Midwifery in February 
2016  

• Re introduction of Postnatal clinics to mirror existing service which runs on 
weekends in community hubs from Monday 4 April 2016 

• A Triage Guideline has been developed for the Birthing Centre, using a traffic 
light system to prioritise care. This was in response to a clinical incident and 
learning identified. 

• New safeguarding paperwork devised for the Ante Natal Day Unit  
• For the 6th year in a row the maternity unit was shortlisted for the RCM awards 

in partnership working via the Having a Baby Programme in partnership with 
the Children’s Centres. 

• The substance misuse specialist team maintained partnership working via safe 
sleep initiative with South Yorkshire Fire and Rescue, which ws recognised 
nationally. 
 

Paediatrics 
 

• The unit has worked closely with the post natal ward to develop anew model fo 
working with the link nurse role between the neonatal unit and the postnatal 
ward. This means babies who require additional support but don’t require 
admission to the neonatal unit receive timely interventions ie iv antibiotics, 
timely review and advise. 

 
 5. FUTURE DEVELOPMENTS 
 

5.1  Over the next financial year nursing and midwifery will continue to develop in response 
     to the requirements of the trust. It is planned to further develop the workforce with a 
    focus on advancing practice roles particularly in Paediatric areas and also the non 

registered staff with the introduction of the Associate Nurse role.  
    

5.2 The nursing metrics are being developed using technology and this will be rolled out 
as the perfect ward initiative which will reward clinical areas for achieving sustainable 
high quality care. 

 
5.3 The national maternity review published in February 2016 will require changes to the 

provision of maternity services both locally and nationally. With a date for full 
implementation of the recommendations of the review by 2020, will require innovation 
and  partnership working locally but regionally.This is  key risk and may mean 
significant change in maternity and neonatal service provision. 

 
6. CONCLUSION 

6.1 There have been a number of changes nationally that nursing and midwifery have had 
to implement over the last financial year which the trust has successfully done 
including the implementation of the Care Certificate, preparation for nurse and 
midwifery revalidation and the continued monitoring of the staffing levels against an 
agency usage cap. 

6.2 Nursing and midwifery staff have continued to deliver high quality safe care as 
demonstrated through patient feedback and the nursing metric results. 

6.3 Going forward there are a number of areas that we need to focus on including the 
recruitment and retention of staff into current and on-going vacancies, revalidation and 
new roles for both registered and non registered staff. 
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`SUBJECT: SAFEGUARDING ANNUAL REPORT 

DATE: MAY 2016  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  √ 

For review √  Governance √ 
For information   Strategy   

PREPARED BY: Alwyn Davies, Lead Professional Safeguarding Adults  
Angela Fawcett, Named Nurse Safeguarding Children 

SPONSORED BY: Alison Bielby, Deputy Director of Nursing 
PRESENTED BY: Heather McNair, Director of Nursing & Quality 
STRATEGIC CONTEXT  

Safeguarding adults and children remains everyone's responsibility.  In health this requirement is 
part of the NHS Contract and further underpinned by our duties under section 11 of the Children 
Act 2004, Working Together 2015 and the Care Act 2014.  The work programmes of both teams 
ensure these requirements are met.   

EXECUTIVE SUMMARY  

 
Barnsley Hospital NHS Foundation Trust (BHNFT) is committed to the principle that safeguarding 
children and adults is everybody's business and that all staff have a duty to be able to recognise 
and manage abuse.   
 
This annual report will reflect the key safeguarding activities for both children and adults from the 
period commencing 1 April 2015 to 31 March 2016.  It is the first joint report of the Safeguarding 
children and adult teams and will provide assurance that we continue to deliver the safeguarding 
agenda effectively. 
 
RECOMMENDATIONS  

This report provides the Board with the necessary assurance and information to satisfy the 
requirements of its statutory duties in Safeguarding adults and children.  
 
The Board is asked to receive, review and note the attached report. 
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1.0 Introduction 
 
1.1 Barnsley Hospital NHS Foundation Trust (BHNFT) is committed to the principle that 

safeguarding children and adults is everybody's business and that all staff have a duty to 
be able to recognise and manage abuse.  This annual report will reflect the key 
safeguarding activities for both children and adults from the period commencing 1 April 
2015 to 31 March 2016.  It is the first joint report of the Safeguarding children and adult 
teams and will provide assurance that we continue to deliver the safeguarding agenda 
effectively. 

 
2.0 Background 
 
2.1 Safeguarding adults and children remains everyone's responsibility.  In health this 

requirement is part of the NHS Contract and further underpinned by our duties under 
section 11 of the Children Act 2004, Working Together 2015 and the Care Act 2014.  The 
work programmes of both teams ensure these requirements are met.   

 
3.0 Safeguarding Responsibilities (Executive Team) 
 

 
 
 
 
4.0 Governance Arrangements 
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4.1 As the flowchart demonstrates, BHNFT is represented and an active partner of the multi-

agency arrangements to safeguarding adults and children.  These arrangements are 
supported operationally by the Safeguarding Steering Group.  This was combined in 2015 
to bring together both the adults and children steering groups; in recognition of the 
overlap and need to work in partnership.  This is chaired by the Director of Nursing  and 
attended by appropriate representatives from across the Trust.  

 
4.2 The Safeguarding Steering Group meets on a quarterly basis and monitors relevant 

safeguarding information.  Both teams provide data in the form of a joint dashboard. This 
includes information on training, supervision, serious incidents, serious case reviews and 
other relevant data; including the data required by the Barnsley Clinical Commissioning 
Group.  The Safeguarding Steering Group reports into the Quality and Governance 
Committee and an annual report is produced. 

 
4.3 Both the Trust’s Safeguarding Adults and Safeguarding Children teams report back via 

their respective sub-groups to the Barnsley Safeguarding Adults Board and the Barnsley 
Safeguarding Children Board.  Both teams contribute to the Safeguarding Board’s annual 
report. 

 
4.4 Relevant policies, procedures and guidelines are in place to support and guide staff.  

These are available via the policy warehouse and the safeguarding SharePoint intranet 
pages and are publicised and promoted to staff as appropriate.  Allegations, complaints 
and clinical incidents are investigated and monitored in order that necessary actions are 
taken and any lessons built into ongoing supervision and training. 

 
 
5.0 Education and training 
 
5.1 The provision and delivery of training remains a priority, with the requirement that all staff 

are provided with the appropriate level of training, according to their role and 
responsibilities.  This programme of training includes: (i) Safeguarding Children levels 1-
3; (ii) Safeguarding Adults; (iii) Mental Capacity Act 2005; (iv) Deprivation of Liberty 
Safeguards scheme; (v) Mental Health Act 1983 Basic Awareness; (vi) Learning 
Disabilities; (vii) Workshop to Raise Awareness of Prevent (WRAP3); and (viii) Prevent 
awareness.  There is a statutory reporting format to the Home Office of attendance at 
WRAP3 training and a statutory compliance target of 90% of the workforce to be trained 
by 2018. 

 
5.2 In order to check staff knowledge post safeguarding children training, questions have 

been added into the appraisal process and spot check surveys have been undertaken.  
These have produced good results and offer assurance that our staff have retained key 
messages.  This practice has been recognised as commendable and recommended to 
partner agencies. 
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5.3 Training Statistics 2015-2016 – Safeguarding Children  
 
 

Report as at 
Quarter End 

Date 

Quarter Level  Number 
Required to 

Train 

Number 
Compliant 

Percentage 
Compliant 

30-06-2015 1 1 954 826 87% 
  2 3130 2756 88% 
  3a 182 160 88% 
  3b 212 181 85% 
  3 combined 394 341 87% 

30-09-2015 2 1 & 2 combined 3178 2868 90% 
  3a 185 147 79% 
  3b 219 172 79% 
  3 combined 404 319 79% 

31-12-2015 3 1 & 2 combined 3253 2884 89% 
  3a 77 60 78% 
  3b 227 193 85% 
  3 combined 304 253 83% 

31-03-2016 4 1 & 2 combined 3242 2911 90% 
  3a 74 55 74% 
  3b 229 187 82% 
  3 combined 303 242 80% 

 
 
5.3.1 Safeguarding Children 
 
5.3.2 In order to achieve the 90% target1 for level 3a and b training for children, a plan is in 

place and being monitored by the steering group.  This includes contacting managers and 
staff out of date, on a monthly basis, and providing additional training sessions in 
departmental areas.  Additionally, requesting the provision of additional multi-agency 
(level 3) courses; which are commonly oversubscribed.  It is expected that the 90% target 
will be met by Summer 2016.  

 
  

                                            
1 It should be noted that this target is not part of the essential mandatory training profile but one set by ourselves in 
the safeguarding children strategy.   
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5.4 Training Statistics 2015-2016 – Safeguarding Adults 
 

Report as at 
Quarter End 

Date 

Quarter Training Percentage 
Compliant 

30-06-2015 1 Safeguarding Adults (Patient Contact) 81% 
Safeguarding Adults (Non-Patient Contact) 90% 
Mental Capacity Act and DoLS (Patient Contact) 56% 
Prevent WRAP3 (Patient Contact) 20% 
Prevent Awareness(Non-Patient Contact) 37% 

30-09-2015 2 Safeguarding Adults (Patient Contact) 83% 
Safeguarding Adults (Non-Patient Contact) 93% 
Mental Capacity Act and DoLS (Patient Contact) 60% 
Prevent WRAP3 (Patient Contact) 29% 
Prevent Awareness (Non-Patient Contact) 48% 

31-12-2015 3 Safeguarding Adults (Patient Contact) 81% 
Safeguarding Adults (Non-Patient Contact) 91% 
Mental Capacity Act and DoLS (Patient Contact) 59% 
Prevent WRAP3 (Patient Contact) 42% 
Prevent Awareness (Non-Patient Contact) 63% 

31-03-2016 4 Safeguarding Adults (Patient Contact) 83% 
Safeguarding Adults (Non-Patient Contact) 91% 
Mental Capacity Act and DoLS (Patient Contact) 59% 
Prevent WRAP3 (Patient Contact) 47% 
Prevent Awareness (Non-Patient Contact) 65% 

 
 
5.4.1 Safeguarding Adults  
 
5.4.2 The data regarding workforce compliance in relation to the core Safeguarding Adults 

training themes is captured on the monthly Safeguarding Dashboard.  The compliance 
target for all of the training areas is 90% of the workforce, though for Prevent the date for 
compliance achievement set by NHS England is 2018.  At the 2015-2016 Year End the 
data indicates that the compliance rate achieved for almost all of the training areas is 
below the target to be realised.  The data indicates that significant improvements need to 
be made over the next twelve months to evidence both compliance and to satisfy the 
CQC’s fundamental standards of quality and safety. 
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6.0 Supervision (Children) 
 
6.1 Supervision is an essential component of effective and accountable clinical practice and 

is essential to good safeguarding arrangements.   It is a recommendation of the 
Intercollegiate Document 20142 and numerous serious case reviews have cited the need 
for supervision to be in place.  BHNFT has a supervision policy, that is in line with national 
recommendations, and staff in relevant areas access supervision as per requirements.  
Compliance is routinely monitored by the safeguarding department and the safeguarding 
steering group and 100% compliance is being achieved.   

 
7.0 Safeguarding: Generic Themes 
 
7.1 Savile Inquiry – managing visits by celebrities, VIPs and other officials 
 
7.1.1 On 26 February 2015, Kate Lampard published her second report following investigations 

into the abuse of individuals by Jimmy Savile on NHS premises.  The 'Lessons Learnt' 
report looked into Jimmy Savile's role as both a volunteer and a fundraiser in the NHS; 
and how he abused his celebrity status to gain access, influence and control in a number 
of NHS settings over a period spanning across 50 years.  

 
7.1.2 The report made a number of recommendations for Trusts to improve their policies and 

practice including access, volunteering, safeguarding, complaints and governance. 
BNHFT assessed the relevance of the 10 recommendations which applied to this 
organisation and developed an action plan to ensure processes are in place to protect 
patients, staff, visitors and volunteers.  Completion and implementation of the action plan 
has been monitored through the Trusts Quality and Governance structures of the Trust. 

 
7.2 Counter-Terrorism and Security Act 2015 – Prevent 
 
7.2.1 The aims of the Counter-Terrorism and Security Act 2015 are to: 

• disrupt the ability of people to travel abroad to engage in terrorist activity and then 
return to the UK; 

• enhance the ability of operational agencies to monitor and control the actions of those 
who pose a threat, and  

• combat the underlying ideology that feeds, supports and sanctions terrorism. 
 
7.2.2 Within this overall framework the Prevent strategy will specifically:  

• respond to the ideological challenge of terrorism and the threat we face from those 
who promote it; 

• prevent people from being drawn into terrorism and ensure that they are given 
appropriate advice and support; 

• work with agencies where there are risks of radicalisation which we need to address; 
and 

• establishes Channel, the government’s voluntary programme for people vulnerable to 
being drawn into terrorism, on a statutory basis 

 

                                            
2 Safeguarding Children and Young People Roles and Competences for Health Staff – Intercollegiate Document 
2014, 3rd edition. 
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7.2.3 BHNFT works in partnership with our Barnsley partners and NHS England colleagues to 
ensure our staff are trained to recognise those vulnerable and susceptible to 
radicalisation and to know where they need to report their concerns.  Training is delived 
by four Home Office accredited Trust members of staff.  The national target is to have 
90% of staff trained in Prevent by 2018.  To date, we have trained 1,964 members of staff 
in Prevent and 243 members of staff in Prevent awareness.  This equates to 56% of the 
current workforce.  The indications are that this 2018 target will be achieved. 

 
7.3 Multi-agency Reviews  
 
7.3.1 The purpose of a Serious Case Review, Domestic Homicide Review or Adult 

Safeguarding review is to: 
 

(i) Establish what lessons are to be learned regarding the way in which local 
professionals and organisations work individually and together to safeguard children 
or vulnerable adults. 

(ii) Identify clearly what those lessons are both within and between agencies, how and 
within what timescales they will be acted on, and what is expected to change as a 
result. 

(iii) Apply those lessons to service responses including changes to policies and 
procedures as appropriate. 

(i) Improve service responses through improved intra and inter-agency working. 

 
7.3.2 Serious Case Reviews (SCR)  
 
7.3.3 In the period of this report: 
 

(i) One SCR was convened with the final report anticipated in the next few months. 
(ii) Four cases have been considered as potential SCR’s but were deemed not to meet 

the eligibility threshold criteria.  Two of these have been identified as requiring a 
Learning Lessons events to be held.   

 
7.3.4 Should concerns be identified relating to BHNFT an action plan will be developed, 

monitored by the Safeguarding Steering Group and any lessons learned will be 
disseminated.  There are no outstanding actions from any previous reviews.   

 
7.3.5 Domestic Homicide Reviews (DHR) 
 
7.3.6 Domestic Homicide Reviews were established on a statutory basis under Section 9 of the 

Domestic Violence, Crime and Victims Act (2004).  Domestic Homicide Reviews are 
carried out to ensure that lessons are learnt when a person has been killed as a result of 
domestic violence.  The Home Office multi-agency statutory guidance defines a Domestic 
Homicide Review as a review of the circumstances in which the death of a person aged 
16 or over, has or appears to have resulted from violence, abuse or neglect by: 
(ii) a person whom he/she was related or had been in an intimate personal relationship, 

or  
(iii) a member of the same household. 

 
7.3.7 BHNFT is a member of the Barnsley DHR arrangements and participates fully to 

investigate and learn the lessons of such reviews. 
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7.3.8 In March 2016 two cases were assessed as meeting the criteria for convening a DHR.  
Independent authors are currently being identified to conduct these reviews.   

 
7.3.9 There remains one outstanding DHR that has not yet been signed off by the Home Office.  

The concerns arising from this relating to BHNFT have, however,  been identified and 
actioned.  

 
7.3.10 Safeguarding Adults Reviews (SAR) 
 
7.3.11 In the period of this report, two cases were considered as potential Safeguarding Adult 

Reviews, however, on assessment, these were not considered not to meet the eligibility 
threshold criteria.   

 
7.4 Managing allegations made against members of staff 
 
7.4.1 As an NHS Trust we have a statutory duty to report any concerns of a safeguarding 

nature involving our staff or volunteers, to the Local Area Designated Officer (LADO) and 
to work with them in assessing and managing any risk.  As such a policy is in place, for 
managing allegations against staff, that is fully compliant with national requirements and 
local arrangements and involves the relevant safeguarding team and human resources.   

 
7.4.2 During 2015-2016 there were 3 potential allegations in relation to children and 5 

allegations involving staff and adult concerns.  Three further allegations were carried over 
from the year before.  Of the allegations relating to children, two were closed as not 
substantiated and one remains ongoing.  Of the allegations relating to adults, two have 
been resolved by the court with the perpetrators receiving custodial sentences.  The 
remaining six cases remain under police investigation. 

 
7.5 Domestic Violence 
 
7.5.1 Domestic violence is defined as 'Any incident or pattern of incidents of controlling, 

coercive or threatening behaviour, violence or abuse between those aged 16 or over who 
are or have been intimate partners or family members1 regardless of gender or sexuality.  
This can encompass, but is not limited to, the following types of abuse: psychological, 
physical, sexual, financial and emotional’.  Home Office 2013.   
 

7.5.2 Within BHNFT we have two domestic abuse policies, one relating to the identification and 
management of domestic abuse for clients and one for the management and support of 
staff where domestic abuse exists.  These provide clear guidelines for employees in 
relation to their responsibilities.   In addition domestic abuse awareness is part of all 
safeguarding training and specific training has been provided to staff in relevant areas.  

 
7.6 Female Genital Mutilation (FGM) 
 
7.6.1 Female genital mutilation (sometimes referred to as female circumcision) refers to 

procedures that intentionally alter or cause injury to the female genital organs for non-
medical reasons.  The practice is illegal in the UK.   

 
7.6.2 In 2015 a policy was developed for the management of FGM cases at BHNFT, including 

meeting national reporting requirements and making appropriate referrals.  To support 
implementation of this policy, training has been delivered out to relevant areas and all 
Trust staff received information on the issue on their wage slips.  It is also an integral part 
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of basic awareness safeguarding training.  There has been 5 cases identified in the last 
twelve months which staff have reported and managed appropriately.   

 
7.7 Multiagency working  
 
7.7.1 MAPPA  
 
7.7.2 Multi-agency public protection arrangements (MAPPA) are in place to manage high risk 

offenders post release into the community.  We are represented at MAPPA by the 
Designated Nurse for Children.  In exceptional circumstances, where an offender posed a 
risk to staff, the Designated Nurse would notify ourselves so that records could be flagged 
appropriately.   This is a rare event.   

 
7.7.3 MARAC 
 
7.7.4 Multi-agency risk assessment conference – MARAC arrangements are in place to 

manage high risk victims of domestic abuse.  The last year has seen a 
significant  increase in the numbers of referrals to MARAC and meetings have increased 
from a monthly to fortnightly basis.  It is unclear why we have seen this increase but in 
part this could be due to more people identifying concerns and referring into MARAC.  
Consequently, it should not  be seen as a negative trend.  On average 12 - 20 cases are 
discussed at each meeting and approx. 10-20% of these cases are referred in by BHNFT 
staff.  This is much greater than the national average, gaining us recognition from other 
areas, and staff should be commended.  BHNFT continues to be represented by the 
Named Nurse for Children at MARAC but will liaise with the Lead Professional 
Safeguarding Adults as appropriate.   

 
7.7.5 Channel  
 
7.7.6 Channel is safeguarding and may be appropriate for anyone who is vulnerable to being 

drawn into any form of terrorism.  Channel is about ensuring that vulnerable children and 
adults of any faith, ethnicity or background receive support before their vulnerabilities are 
exploited by those that would want them to embrace terrorism, and before they become 
involved in criminal terrorist related activity.  Unlike Prevent, referrals into Channel must 
have the consent of the individual at risk.  In Barnsley it is the local authority that has the 
responsibility for managing the Channel processes.  BHNFT is fully engaged with partner 
agencies to ensure the Channel aims and objectives are met. 

 
7.8 Audit and Effectiveness 
 
7.8.1 The safeguarding children team has an audit programme in place that is approved and  

monitored by the safeguarding steering group.  Audits have not highlighted any significant 
concerns but the team continue to build on the findings to improve practice and action 
plans resulting from audits are monitored via the steering group.   

 
7.8.2 The Safeguarding Adults team does not have a formal programme of audit in place within 

the Trust but the team contribute to a number of audits at the behest of the Barnsley 
Safeguarding Adults Board via it’s sub-groups and themed task and finish groups. 
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7.9  External Reviews – CQC Trust Inspection; Mental Health Crisis Care Themed 

Inspection 
 
7.9.1 CQC Inspection 
 
7.9.2  In January 2016 the CQC published their Quality Report following inspection of the 

Trust’s services which took place in July 2015.  As part of the inspection process both 
Safeguarding Adults and Children teams were interviewed by the CQC inspectors and 
expert advisors. 

 
7.9.3 Verbal commendation was made by the CQC paediatric lead in relation to the robust 

management of DNA’s and vulnerable young people attending the Emergency 
Department.  In particular the referral pathway to the in-house service provided by 
Addaction (young people’s substance misuse service) was identified as an area of good 
practice. 

 
7.9.4 The overall rating for the hospital was in the category of ‘Requires Improvement’ with 

safeguarding challenged with improving compliance with mandatory training and ensuring 
staff were aware of the key measures to safeguard patients.   

 
7.9.5 CQC Mental Health Crisis Care Themed Inspection 
 
7.9.6 In June 2015 the CQC published their report following a two day site visit in February 

2015.  The CQC looked at the experiences and outcomes of people experiencing a 
mental health crisis in Barnsley, in particular those people who presented at the Trust’s 
Emergency Department.  The CQC found that services provided to people experiencing a 
mental health crisis in Barnsley were delivered by a number of partner agencies that were 
committed to working together to achieve the best outcomes for people, with an emphasis 
on early intervention and identifying people’s needs at the earliest opportunity.  Across 
the pathway the CQC found a dedicated and committed staff group who demonstrated a 
willingness to develop and provide services for people in crisis.  Staff were passionate 
about their roles and responsibilities and this was observed across all the teams they met. 

 
7.9.7 There were no specific actions for BHNFT to take forward arising from this themed 

inspection. 
 
7.10 Learning Disabilities 
 
7.10.1 This year the Learning Disability CQUIN has focused on four areas: (i) developing 

learning disability champions to ensure all clinical areas have access to a champion; (ii) 
continuing to monitor the learning disability activity within the Trust regarding in-patient 
admissions, emergency department attendances and out-patient attendances; (iii) 
ensuring and monitoring reasonable adjustments are assessed and made for all our 
learning disability in-patient activity; and (iv) that we continue to learn from the 
experiences of this vulnerable group of patients. 

 
7.10.2 During this year we have: 

(i) trained 55 members of staff from across all clinical areas of the Trust to act as 
learning disability champions; 

(ii) seen a reduction in the uses of out of hours Emergency Department attendances 
and seen a reduction in non-elective in-patient admissions to hospital; 
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(iii) evidenced a ‘reasonable adjustment’ compliance rate of 94% with regard in-patient 
admission and out-patient attendance; and 

(iv) incorporated the patient experience of this group into the learning disability 
awareness training at patient-contact Trust induction and the learning disability 
champion training across the Trust.  

 
 
8.0 Safeguarding: Children 
 
8.1 Looked After Children (LAC) 
 
8.1.1 There is substantial evidence that looked after children share many of the same risks and 

health problems as their peers, but often to a greater degree. Experience of poverty, 
chaotic life styles, poor parenting and abuse and neglect mean that many who enter the 
care system have health needs that have not been adequately addressed.  They may 
also have missed out on routine health surveillance and health promotion before entry to 
care or accommodation.  A Consultant led service in Community Paediatrics with regular 
weekly clinics staffed by two Specialty Doctors, provides holistic, comprehensive initial 
health assessments to all children coming into care.  A personal Healthcare Plan is 
developed and disseminated and complex health issues are coordinated.  There is a 
statutory requirement that this process is completed within 20 working days.  Between 
April 2015 and March 2016 -166 children/Young People were seen for an Initial Health 
Assessments.  Statutory time scales were achieved in 84% of theses assessments.  Of 
the 16% out of timescale only 2.4% were avoidable.  The rest was due to delay caused by 
other agencies. 

 
8.1.2 A Consultant in Community Paediatrics provides the role of the Medical Advisor to the 

Adoption Panel and the role of Designated Doctor for Looked After Children for Barnsley.  
As part of these roles the following services are provided: specialist medical  advice in 
relation to all children whose plan for permanency is adoption, specific medical advice for 
children in care with complex health issues; advice on health of prospective adopters, 
foster carers and Special Guardians; attendance and decision making at the adoption 
panel  twice per month; multiagency liaison; quality assurance audit and implementation 
of local and national guidance in regards to  the health of children in care.  

 
8.1.3 Training and supervision for health professionals who undertake Health Assessments is 

provided as well as multiagency training.  Performance is reviewed regularly and shared 
with appropriate services to enable continuous multiagency improvement. 

 
8.2 Child Sexual Exploitation (CSE) 
 
8.2.1 ‘Child sexual exploitation is a form of child abuse. It occurs where anyone under the age 

of 18 is persuaded, coerced or forced into sexual activity in exchange for, amongst other 
things, money, drugs/alcohol, gifts, affection or status.  Consent is irrelevant, even where 
a child may believe they are voluntarily engaging in sexual activity with the person who is 
exploiting them.  Child sexual exploitation does not always involve physical contact and 
may occur online.’  Home Office 2016. 

 
8.2.2 Following the publication of the Jay report into the CSE in Rotherham, an action plan was 

developed to ensure BHNFT had appropriate arrangements in place.  This was signed off 
in September 2015 as complete with all areas achieved.  Staff in relevant areas have 
received specific training on CSE and it is included in general safeguarding training.  
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Additionally there are tools and guidance in place to support staff and CSE forms part of 
the overall safeguarding policy.  

 
8.3 Section 11  
 
8.3.1 As an NHS Trust, it is incumbent on us to meet the requirements stipulated under Section 

11 of the Children Act (2004).  Self-assessments against these requirements  are 
completed on an annual basis and submitted to the Barnsley Safeguarding Children  
Board for scrutiny.  The Director of Nursing and a member of the children’s safeguarding  
team are then further challenged in the form of an interview with the Safeguarding Board 
Chair and Manager.  We have completed the Section 11 self assessment and no 
concerns or gaps have been highlighted.  The accompanying interview is anticipated in 
the next few months.  This provides a robust sense check for the Trust in relation to 
safeguarding children.  No concerns were identified from the previous years audit.   

 
8.4 Recent Initiatives  
 
8.4.1 In order to ensure robust management of unexpected child deaths, we have recently 

introduced a rapid response meeting, to be held within 72 hrs of the child death, which 
would include attendance by relevant agencies such as police, social care, other health 
professionals and education.  The purpose of this will be to gather information and ensure 
support plans are in place.  Previously this was undertaken via discussions rather than a 
meeting.   

 
8.4.2 To ensure the robust management of child protection medicals and potential non 

accidental injuries, a joint agreement has been developed between the police, social care 
and the hospital.  This was approved in April 2015.   

 
9.0 Safeguarding Adults 
 
9.1 Care Act 2014 
 
9.1.1 The Care Act 2014 provides a modern legal framework regarding adults in need of care 

and support, and their adult carers.  Chapter 14 of the Statutory Guidance sets out for the 
first time the statutory provisions for safeguarding adults including a three part eligibility 
criteria for being taken into formal safeguarding adults processes.  This requires that the 
patient: 

 
(i) has needs for care and support; and 
(ii) is experiencing, or is at risk of, abuse or neglect; and 
(iii) as a result of those needs they are unable to protect themselves against the abuse 

or neglect or the risk of it. 
 
9.1.2 During the year 2015-2016 the BHNFT Safeguarding Adults team received 1,176 

referrals.  These referrals are primarily made through the Trust’s Datix Incident Reporting 
System though others are referred by email, telephone, post or face-to-face.  Referrals 
originate from within BHNFT, other provider agencies from where patients attend hospital, 
the Barnsley Clinical Commissioning Group (CCG), and the Safeguarding Office at 
BMBC.  The nature of the referrals range from low level safeguarding concerns to those 
which require an assertive response.  Some referrals on examination are more to do with 
seeking an assessment of a patient’s care and support needs rather than a Safeguarding 
Adults concern.  Consequently, from the original 1,176 referrals logged, 118 were taken 
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into formal Safeguarding Adults processes.  Of this cohort 37 related to allegations having 
originated within BHNFT.  These allegations were primarily of neglect, physical abuse, 
sexual abuse and neglect.  19 allegations were substantiated, 12 were not.  10 referrals 
remain under investigation by either the Safeguarding Adults team or the police. 

 
9.2 Mental Health Act 1983 
 
9.2.1 The main purpose of the Mental Health Act 1983 is to allow compulsory action to be 

taken, where necessary, to make sure that people with mental disorders get the care and 
treatment they need for their own health or safety, or for the protection of other people.  It 
sets out the criteria that must be met before compulsory measures can be taken, along 
with protections and safeguards for patients. 

 
9.2.2 BHNFT has a Service Level Agreement with South West Yorkshire Partnership Trust to 

provide assessment and treatment services for patients detained under the Act.  Whilst 
the numbers of patients detained to BHNFT remains low, ensuring the lawful detention of 
patients is in accordance with a process prescribed by law remains an on-going 
challenge.   

 
9.2.3 To meet this challenge we have been training Trust consultants and their nominated 

deputies in the lawful performance of the Act. 
 
9.3  Mental Capacity Act 2005 
 
9.3.1 The Mental Capacity Act aims to empower and protect people who may not be able to 

make some decisions for themselves.  It also enables people to plan ahead in case they 
are unable to make important decisions for themselves in the future. 

 
9.3.2 During the year 2015-2016 the Safeguarding Adults team facilitated 70 formal Best 

Interests Decision Meetings, and a similar number of Professionals, Planning and 
Discharge Meetings, where patients had been assessed as lacking mental capacity to 
decide on treatment, care or welfare decisions.  In many instances the team were able to 
advise on the validity and application of Lasting Power of Attorney (LPA), the process to 
appoint a Court Appointed Deputies to enable decisios to be made, consultation 
regarding Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) and issues of 
consent to treatment. 

 
9.4  Deprivation of Liberty Safeguards scheme (DoLS) 
 
9.4.1 The deprivation of liberty safeguards scheme (DoLS) established an administrative 

process for authorising deprivations of liberty in a hospital or care home.  In broad terms 
the DoLS scheme requires that where the patient is under the continuous supervision and 
control of the hospital and is not free to leave, and the patient lacks the mental capacity to 
consent to these arrangements, and where the care and treatment plan for the patient will 
unavoidably result in a deprivation of liberty judged to be in that patient’s best interests, 
this must be authorised in accordance with a process prescribed by law.  To behave 
otherwise will be unlawful.   

 
9.4.2 During the year 2015-2016 the Safeguarding Adults team awarded 169 DoLS Urgent 

Authorisations in respect of patients who were assessed as being deprived of their liberty 
for the purpose of receiving treatment and care.  On each occasion a report is submitted 
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to the patient’s home local authority.  In addition, each of these authorisations is reported 
under statutory requirements to the CQC. 

 
9.4.3 Mental Capacity Act 2005 and Deprivation of Liberty Safeguards activity 
 

MCA 2005 and Deprivation of 
Liberty Safeguards scheme 

2013–2014 2014–2015 2015-2016 

DoLS Urgent Authorisations 
awarded and reported to the 
CQC 

19 71 169 

Best Interests Decision 
Meetings facilitated 

N/A 26 70 

 
9.4.4 The likely explanation for the increase in activity in these areas is the growing awareness 

and understanding that staff have acquired over the previous two years in the lawful 
application of the Act and the DoLS scheme.  The increase in referrals evidences that 
staff are increasingly delivering Mental Capacity Act compliant decision making, 
assessing patient’s mental capacity for decision making, and applying the processes of 
best interests decision making. 

 
9.5 Francis Report 
 
9.5.1 Safeguarding Adult processes are fundamental to protect patients and colleagues from ill-

treatment and neglect.  Since the publication of the Francis Report in Febuary 2013 into 
the failings at Stafford Hospital where during a three year period 1,200 patient deaths 
were attributed to neglect by the staff and management of that hospital, Parliament has 
taken the view that persons in positions of trust will be held to account through application 
of the law and a revised regulatory framework. 

 
9.5.2 In addition to the provisions of the Mental Health Act 1983 and the Mental Capacity Act 

2005 Parliament has introduced protections though the Criminal Justice and Courts Act 
2015 s.20 which extend to all patients the offences of ill-treatment and neglect no matter 
what their mental and capacity state is.  A person guilty of an offence under these 
provisions is liable to imprisonment for a term not exceeding five years or a fine or both.   

 
9.5.3 Further, Parliament has sought to strengthen the powers of the CQC, introduced a duty of 

candour into the Health and Social Care Act 2008 (Regulated Activities) Regulations 
2014: Regulation 20, and substantially increased the fines to punitive levels under the 
Corporate Manslaughter and Corporate Homicide Act 2007. 

 
9.5.4 In each of these areas the Trust aims to protect patients and colleagues post Francis 

Report through: (i) noticing the signs of ill-treatment and neglect; (ii) checking concerns 
with someone more senior to them; (iii) protecting the patient or colleague at risk; and (iv) 
sharing concerns with the Safeguarding Adults team through the Trust’s Datix system. 
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10.0 Human Resources 
 
10.1 Disclosure and Barring Scheme checks 
 
10.1.2 The Trust introduced a contract with Atlantic Data from 1 June 2015 for the supply of a 

web based on line service for the processing of all DBS checks for prospective job 
candidates.  This has speeded up our DBS checking from on average 2 weeks to within 5 
working days.  The cost of the DBS check and Atlantic Data’s admin fee is re-charged to 
the candidate on appointment by way of staggered salary deduction and so the cost is 
neutral to the Trust.  

 
10.1.3 The Trust introduced a DBS self declaration form as part of the annual appraisal process 

in April 2015.  Central logging of appraisal completion on a share point site includes 
logging completion of the self declaration form for the purposes of monitoring and tracking 
compliance.  Evidence of the signed up to date declaration forms is available on staffs’ 
personal files. 

 
10.2 Safer recruitment training 
 
10.2.1 The Recruitment and Selection half day training programme includes safer recruitment 

training.  It ran quarterly last year and was fully subscribed.  It now runs as part of the 
Passport to Management Programme launched in January 2016 of which there are 4 
cohorts planned this year.  All Chairs of interview panels have to attend the in house 
training programme.  At least one panel member has to be up to date with their 
mandatory safeguarding training in order to sit on the interview panel and this is verified 
on the interview instructions checklist.  

 
10.3 Safeguarding responsibilities  
 
10.3.1 A staff safeguarding responsibilities paragraph has been inserted into the Trust’s 

standard job description template from March 2016 and features in all job descriptions 
now used for recruitment and appointment purposes.  

 
10.3.2 Earlier this year the Safeguarding Adults Board undertook an audit of safer recruitment 

practices amongst partner agencies.  This identified no concerns or gaps for BHNFT.   
 
 
11.0 Conclusion  
 
11.1 Safeguarding adults and children is everyone’s business.  People who use our services 

are at the heart of what we do and safeguarding is a key priority for us.  Our work to help 
safeguard adults and children reflects our focus to protect and promote the rights of 
people who use healthcare services.  Our responsibility is to safeguard both our 
colleagues who work for the Trust and the adults and children in our care who may be at 
risk of abuse, ill-treatment or neglect. 

 
11.2 Whilst local authorities hold the lead and coordinating role in safeguarding adults and 

children we have a duty to cooperate with local Safeguarding Children Boards and 
Safeguarding Adults Boards.  We will support our Barnsley Boards by developing local 
safeguarding policy and ensuring effective working with partners to help and protect and 
promote the welfare of children, and to help and protect adults who are in need of care 
and support.  We are committed to supporting local authorities in their duties to conduct 
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Serious Case Reviews for children and Safeguarding Adults Reviews where death or 
serious injuries have occurred. 

 
11.3 We will develop and maintain quality standards and quality assurance by ensuring 

appropriate systems and processes are in place, and embedding a safeguarding culture 
within the Trust.  We will achieve this through mechanisms such as safe recruitment 
processes including the use of Disclosure and Barring Scheme (DBS) and taking up 
references, delivering staff induction and mandatory training, engaging with annual staff 
appraisal, and learning from patient experience, complaints, audit and serious incident 
reviews.   

 
11.4 We will maintain our awareness of the role of external regulators such as CQC and 

Monitor in regulation of safeguarding systems within the Trust and we will work with 
Barnsley CCG and BMBC to evidence the required quality assurance standards that are 
set for us.  Our mission is to work with our partners across Barnsley to ensure adults and 
children are able to live lives that are free from harm and abuse. 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/05/P-09 
 

SUBJECT:   INFECTION PREVENTION & CONTROL PROGRAMME/ACTION 
PLAN 

DATE:          MAY 2016  

PURPOSE:  

 Tick as 
applicable   Tick as 

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

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

SPONSORED BY: Dr Rao, Director of Infection Prevention and Control 

PRESENTED BY: Heather McNair, Director of Nursing & Quality 

STRATEGIC CONTEXT 
 
Effective Infection Prevention & Controls (IP&C) are vital to the safety of our patients and staff 
and supporting activity levels. It is a legal requirement that the programme of work is approved by 
the board.  
 
EXECUTIVE SUMMARY 
 
The Trust’s Infection Prevention & Control annual programme (attached) has been reviewed and 
approved by the Infection, Prevention & Control Group and the Quality & Governance 
Committee.  It is presented to the Board of Directors as is required by the Health & Social Care 
Act 2008 (DH2015).  
 
The programme of work reflects the requirements of the code of practice on the prevention and 
control of infections and related guidance (Department of Health 2015) and Care Quality 
Commission (CQC) assessment process.  
 
The Board is asked to note that the programme will need to be flexible to respond to changes in 
national priority and IP&C service capacity. Once approved by the Board, the Trust is required to 
supply the CCG with a copy for contract monitoring purposes.  
 
RECOMMENDATIONS 
 
The Board is asked to receive and endorse the Infection Prevention and Control Programme for 
2016/17. 
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BoD May 2016: IP&C Plan 

 
 
 

 Barnsley Hospital 
NHS Foundation Trust 

BARNSLEY HOSPITAL NHS FOUNDATION TRUST  

16/17 YEARLY INFECTION CONTROL PROGRAMME/ACTION PLAN 
                      INCORPORATING CLOSTRIDIUM DIFFICILE AND MRSA ACTION PLANS 

These are in addition to core infection control activities 
 

OBJECTIVE ACTION LEAD TARGET 
DATE 

QUARTERLY UPDATE 
FOR INFECTION 
CONTROL COMMITTEE 

1.  Policies and Procedures to be updated or produced             
                                                       
1.1  Policies and infection control 

procedures/guidelines will be 
reviewed. 

• Review & update policies as 
required  

• Issue on the web site  
• Raise awareness of contents  
 

IPCT  March 2017   

1.2  
 

 Introduce new guidance on Faecal 
Transplant  

• Review national and local 
guidelines 

• Develop and approve BHNFT 
guidelines  

• Disseminate  
• Educate staff  

IPCT  December 
2016 
 
 
March 2017  

  

2. Audit of Policies and Procedures 
 
2.1 
 
 
 
 
 

 
 

Procedure:  Hand Washing 
 
Hand Washing Observational Audit  
 
All wards/clinical areas   

• Conduct weekly audits 
• Feedback results 
• Establish action plan to 

address non compliance  
• Hand washing observation 

added to governors quality 
observations 

Matrons/ 
IPCT Heads 
of Dept. 

Quarterly 
reporting  

  
 

 - Red- Failing 
 - Amber – At Risk 
 - Green – Underway 
 - Blue – Completed  
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2 

OBJECTIVE ACTION LEAD TARGET 
DATE 

QUARTERLY UPDATE 
FOR INFECTION 
CONTROL COMMITTEE 

2.2 
 
 

 
 
 

 Policy: Decontamination, National 
cleaning standards 
 
Audit the clinical environment and 
equipment 
 
All equipment and environment will 
be thoroughly decontaminated and 
cleanliness maintained to the 
highest level in all clinical areas 
according to infection prevention 
and control policies and 
procedures 
 
 

• Organise and arrange audits  
• Conduct audits according to 

audit schedule actioning areas 
of concern 

• Monitor cleanliness and 
conduct PLACE inspections   

• Collate results and feed back 
to CBU’s ward teams and 
IPCG with recommendations 

IPCT/ 
Matrons/ 
Facilities  

February 
2017 

 

2.3  
 
 

Policy: Waste Disposal 
Procedure:  Universal Precautions 
and Safe Management of Sharps 
Containers 
 
Use and Management of Sharps 
Containers 
 
 

• Arrange audit date with 
Daniels 

• Review audit pro-forma 
• Conduct audit in conjunction 

with Daniels 
• Disseminate results and make 

recommendations for 
improvements. 

 

IPCT February 
2017 
 
 
 

  
 

Pack pg 52



 

 
s:\meetings\-- board & governance committees\board\meetings - current year\05 may 2016\public\09ii_infection prevention  control action 
plan_1617.doc 
 

3 

OBJECTIVE ACTION LEAD TARGET 
DATE 

QUARTERLY UPDATE 
FOR INFECTION 
CONTROL COMMITTEE 

2.4  Policy: MRSA and MRSA 
Screening  
 
Audit compliance with MRSA 
decolonisation and screening  

• Review audit tool  
 Conduct audit and feed back 

results  
• Ensure MRSA patients are on 

correct treatment and are 
being screened and isolated 
correctly. 

• CBU to integrate actions into 
practise as required in action 
plan 

• CBU to report to IPCG 
progress  

• Promote awareness of correct 
procedure  

IPCT March 2017  

2.5 
 
 

 Policy: Care of Clostridium difficile 
patients 
 
Audit care of Clostridium Difficile 
patients including monitoring 
clinical care 
 
 

• Conduct C Diff ward rounds 
• Collate information 
• Feedback to clinical teams 
 

IPCT/Matron 
 
 
 
 
 
 
 

March 2017   

2.6 
 

 Procedure: Cannulation 
 
Audit compliance with the correct 
use of cannula and maintenance of 
correct records 

• Continuous collect of data  
• Analyse results and feed back 

to clinical team  
• CBU to develop and initiate 

action plan to improve practise 
if required  

• CBU  to report to IPCG 
progress 

 

Matrons 
 
Undertaken 
as part of 
Nursing 
Metrix and 
saving lives 

March 2017  
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OBJECTIVE ACTION LEAD TARGET 
DATE 

QUARTERLY UPDATE 
FOR INFECTION 
CONTROL COMMITTEE 

2.7  Policy: Antibiotic  
Antibiotic stewardship and 
management reported as a CQUIN 

• Conduct daily ward rounds on 
ITU 

• Review antibiotic use on 
patients with C.diff 

• Restrict the use of certain 
antibiotics as directed by the 
consultant microbiologist 

• Conduct antibiotic usage audit 
and feed back to clinical teams 
and IPCG (Feb, May, 
September & December) 

• Repeat prophylactic antibiotic 
audit 

• Establish the antibiotic 
stewardship group  

Consultant 
microbiologist 
Antibiotic 
pharmacist   

March 2017 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

2.8   Procedure: Administer Hydrex 
preoperatively for MSSA positive 
patients under going hip or knee 
replacement  

• Continue to advise patients on 
how and when to apply the 
hydrex  

• Conduct Audit analyse results  
• Feed back to IPCG 
 

CBU 1  March  2017  

2.9  Procedure: Cleaning of commodes  • Undertake commode audits 
checking for wear and tear and 
cleanliness  

• Feedback results to ward 
areas   

• Consider alternative methods 
of data collection  

IPCT/Matrons  January 2017    
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OBJECTIVE ACTION LEAD TARGET 
DATE 

QUARTERLY UPDATE 
FOR INFECTION 
CONTROL COMMITTEE 

2.10    Procedure: Patients will be offered 
hand washing facilities before food 
and after toileting 

• Review previous audit tool  
• Conduct audit asking patients 

participation  
• Collate results and feedback to 

clinical teams  
• Promote hand washing by 

development of posters  

IPCT  February 
2017 

  

3. Education 
 
3.1  Review training content & conduct 

sessions to comply with training 
plan 

• Review training packages 
Update as required   

• Conduct sessions, report to 
training  

• Retain records 

IPCT July 2016 
 

  
 

3.2  Respond to ad hoc training as 
required  
 

• Conduct sessions 
• Retain records 

IPCT Report 
responsive 
training to 
IPCG 
 

 

3.3  Educate the patients and general 
public providing up to date and 
relevant information  
 
 
 
 
 

• Develop flyers for 
dissemination on preventing 
infections to be handed to the 
public  

• Display information around the 
trust targeting the public  

IPCT  January 2017  
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OBJECTIVE ACTION LEAD TARGET 
DATE 

QUARTERLY UPDATE 
FOR INFECTION 
CONTROL COMMITTEE 

3.4  Build on the success of last years 
Certificated course in infection 
control for HCA & band 2’s extend 
to band 4 as appropriate  

• Establish funding  
• Meet and review certification 

requirements via Barnsley 
College  

• Organise the courses and 
deliver  

• Evaluate  

IPCT  December 
2016 

 

3.5  Antibiotic Stewardship • Conduct mini training sessions 
to clinical staff  

• Include on all mandatory & 
induction training  

• Promotional events 
• Target specific groups of 

prescribers  
 

IPCT  December 
2016 

 

4.  Projects 
 
4.1 
 
 
 

  Clean your Hands Campaign 
 

• Design new posters  
• Increase use of alcohol hand 

rub & hand washing 
compliance  

• Provide education on effective 
hand washing. 

• Audit and monitor progress 
• Meet and encourage hand 

washing champions 
• Update train the trainers 

programme 
• Have a medical imaging focus 

targeting  on the importance of 
good hand hygiene  

IPCT/ 
Matrons/ 
hand washing 
champions 

March 2017   
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OBJECTIVE ACTION LEAD TARGET 
DATE 

QUARTERLY UPDATE 
FOR INFECTION 
CONTROL COMMITTEE 

4.2  Continue to develop information 
for the patients and the public   
 

• Review and update patient 
leaflets as required 

• Consult with staff and patients  
• Develop new leaflets if 

required   
 

IPCT/ 
Matrons  

March 2017   

4.3 
 

 Improve and maintain the saving 
lives programme integrating  in to 
practise new Saving Lives 
procedures  
 
 

• Continue to Incorporate High 
Impact interventions into 
appropriate procedures 

• Monitor and deliver  Saving 
Lives programme 

• Present and discuss results at 
IPCG and Individual CBU 
meetings – CBU’s to identify 
action required and 
developing an action plan  

• Implement and monitor action 
plans arising from the audits 

• Matrons to provide exception 
reports for any not achieving 
targets  

 

 
IPCT/ 
Matrons 
 
 
 
 
 
 
 
 
 
 
 
 
 

Monitor for 
two months 
reporting to 
IPCG 
Quarterly  

 
 
 
 
 
 
 
 
 

 

 
 

4.4  Promote Annual Infection Control 
week 
 
 

• Plan and execute programme 
of activity to raise awareness 

• Focus on C.diff and MRSA 
awareness 

 

IPCT/Matron 
senior 
professional 

November 
2016 

  
 

4.5  Promote Annual Sharps Control 
week 
 

• Plan and execute programme 
of activity to raise awareness 

 

IPCT/Matron 
senior 
professional 

May 2016  
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OBJECTIVE ACTION LEAD TARGET 
DATE 

QUARTERLY UPDATE 
FOR INFECTION 
CONTROL COMMITTEE 

4.6  Continue with the MRSA 
decolonisation awareness 
programme  

• Review, update and redesign  
MRSA  decolonisation care 
pathway as required 

• Target correct application of 
decolonisation therapy by 
directed learning  

• Produce promotional material 
to enhance compliance  

• Monitor and enforce patient 
group directive for the 
administration of 
decolonisation therapy. 

ICPT  March 2017   

4.7  Targeted Physio/OT/Dietetics 
infection prevention and control 
focus   

• Intensive monitoring of the 
environment and practises by 
observational visits 

• Written reports and actions 
required presented to the 
teams  

ICPT March 2017    

4.8  Targeted Medical imaging 
infection prevention and control 
focus   

• Conduct IPC observational 
visits  

• Recommend changes to 
practice  

• Written reports and actions 
required presented to the team  

• Medical imaging team to report 
on progress to the IPCG 

IPCT December 
2016 

 

5.  Surveillance 
 
5.1  The routine surveillance of alert 

organisms, alert conditions, 
antibiotic resistance patterns and 
monitoring of all positive isolates 
will continue. 

• Conduct surveillance daily 
• Report all significant 

organisms to clinicians. 

IPCT Quarterly 
reporting to 
Board  

 

Pack pg 58



 

 
s:\meetings\-- board & governance committees\board\meetings - current year\05 may 2016\public\09ii_infection prevention  control action 
plan_1617.doc 
 

9 

OBJECTIVE ACTION LEAD TARGET 
DATE 

QUARTERLY UPDATE 
FOR INFECTION 
CONTROL COMMITTEE 

5.2  MSSA Bacteraemia surveillance 
will be continued and RCA of all 
hospital acquired cases will be 
undertaken  

• Comply with mandatory 
surveillance and reporting 

• Conduct RCA 
• Develop Action Plan 
• Feedback to clinical teams 

IPCT Quarterly 
reporting to 
Quality and 
Governance 
committee 

 

5.3 
 

MRSA bacteraemia surveillance 
will continue with root cause 
analysis of all cases. 

 

• Comply with mandatory 
reporting arrangements. 

• Collate data collection 
• Use RCA surveillance form to 

robustly review cases 
ensuring compliance with 
reporting timescales and 
engagement of Consultants 
with the processes, escalating 
any issues of non - 
compliance. 

• Identify all MRSA’s that were 
avoidable 

• Develop comprehensive action 
plans to prevent further cases  
report to IP&CG PSQG 

• Review all RCA and monitor 
trends across the organisation 

• Matron, Consultant and Lead 
Nurse to meet with CEO & 
Chief Nurse to be held to 
account for the MRSA 

•  Discuss their action plan, 
findings and lessons for each 
episode of MRSA. 

 

IPCT/ 
Matrons 
 
 
Matrons 
 
 
 
DIPC 
 
 
 
 
 
 
Matrons / 
Consultants 
 
 
 
DIPC 
 
 
DIPC 
 

Quarterly 
reporting to 
Quality and 
Governance 
committee 
 
 
 
 

  
 

5.4  GRE surveillance continues. 
 
 

• Comply with mandatory 
reporting arrangements. 

 

IPCT Report as 
required  
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OBJECTIVE ACTION LEAD TARGET 
DATE 

QUARTERLY UPDATE 
FOR INFECTION 
CONTROL COMMITTEE 

5.5  Surveillance of other resistant 
organisms e.g. ESBL’s 

• Record and monitor  
• Feedback information to 

clinicians 
 

IPCT Report as 
required 

  
 

5.6  Targeted surveillance of hips 
knees and neck of femur repair 
will continue. 
Including post discharge 
surveillance 

• Conduct surveillance in line 
with national requirements. 

• Conduct in depth RCA of each 
infection with clinical teams  

• Hold regular  SSI meetings  
• Review action plan and report 

to IPCG 

IPCT/ 
Orthopaedic 
CBU 

Yearly 
Programme 

 

5.7  
 

Conduct 3 months surveillance of 
Caesarean section infections 
including post discharge 
surveillance 
 

• Conduct surveillance and 
evaluate proforma 

• Discuss and organise post 
discharge surveillance with 
midwives 

• Feed back to clinical teams 
 

IPCT /Matron April  2016  
June 2016 

 

5.8  Conduct 3 months surveillance of 
Large Bowel surgery infections 
Including post discharge 
surveillance  

• Conduct surveillance in line 
with national requirements. 

 

IPCT October 
December 
2016 

 

5.9  Continue surveillance of E Coli 
bacteraemias and undertake RCA 

• Comply with mandatory 
surveillance and reporting 

• Conduct RCA 
• Develop Action Plan 
• Feedback to clinical teams with 

a MDT meeting  

IPCT On-going  

5.10  Conduct 3 months Breast Surgery 
wound surveillance 
Including post discharge 
surveillance 

• Conduct surveillance and 
evaluate pro-forma  

• Discuss with clinical team  
 

IPCT January 2017 
March 2017 
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OBJECTIVE ACTION LEAD TARGET 
DATE 

QUARTERLY UPDATE 
FOR INFECTION 
CONTROL COMMITTEE 

5.11 
 
 

 The prevention and monitoring 
strategy for Clostridium difficile 
will continue  
A root cause analysis will 
continue to be completed on all 
Clostridium difficile cases, 
Including action during a period of 
increased incidence or same 
ribotype  
 

• Comply with mandatory 
reporting arrangements 

• Monitor trends feeding back to 
clinical staff and local 
Governance structure 

• Continue to monitor patients 
with diarrhoea following up 
blood results etc. 

• When there are two or more 
HCAI C.diff cases onset in a 
28 day period on a ward the 
policy will be followed and 
urgent action will be taken  

• A focused action plan to be 
developed and implemented. 

• Clinical care will be monitored 
e.g. fluid balance stool charts, 
nutrition status and blood 
results 

• If an outbreak is called Public 
Health England will be notified  

IPCT Continuous  

5.12    Focus on reducing treatment for 
unconfirmed UTI’S and the 
prevention of catheter related 
UTI’s 

• Evening seminar for qualified 
staff   

• Incontinence nurse to work on 
catheter use reduction  

• Talk to Junior Doctors  
 

IPCT  March 2017   

6. Environment    
  
6.1  Participate in new development 

and capital schemes 
• Review plans as required 
• Participate in programme 
• Agree equipment finishes etc. 
 

IPCT/Estates Respond as 
required 

 

Pack pg 61



 

 
s:\meetings\-- board & governance committees\board\meetings - current year\05 may 2016\public\09ii_infection prevention  control action 
plan_1617.doc 
 

12 

OBJECTIVE ACTION LEAD TARGET 
DATE 

QUARTERLY UPDATE 
FOR INFECTION 
CONTROL COMMITTEE 

6.2 
 
 

 Participate in the monitoring of 
the cleaning contract  

• Work with G4S and facilities to 
improve cleaning procedures  

• Monitor cleanliness and report 
monthly by exception report to 
IPCG 

• Assist with the evaluation of 
new cleaning methods 

• IPCT to receive quarterly Audit 
reports from Domestic 
monitoring office 

• A quarterly report on the 
domestic contract will be sent 
to the IPCG  
 

IPCT/ 
Associate 
Director of 
Estates and 
Facilities  

Monthly 
monitoring 

 

7. Other 
 
7.1  Explore income generation • Consider ways of income 

generation 
• Target nursing homes 

regarding Level 2 training  
• Target Dentists  
• Target Beauticians 

IPCT March 2017  

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

• Keep abreast of national 
requirements 

• Review local policies and 
guidelines  

IPCT As required  

8. Performance Management 
8.1 Ensure compliance with infection 

control Programme and hygiene 
code at CBU level  
 

• Clinical Directors and Matrons 
will complete a programme 
review quarterly and submit for 
I PCG and DIPC to ensure 
compliance with the hygiene 

 
CD’s/Matrons  

 
Bi monthly at 
IPCG  
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OBJECTIVE ACTION LEAD TARGET 
DATE 

QUARTERLY UPDATE 
FOR INFECTION 
CONTROL COMMITTEE 

code 
• Review Assurance Tool  
• CBU’s to produce exception 

report for IPCG 
 

 
 
It must be noted that this work programme may be subject to change and review with some activities being omitted, 
depending on the outcome of an Infection Prevention and Control service review.   
 
 
 
MRSA  Meticillin Resistant Staphylococcus Aureus  
MSSA              Meticillin Sensitive Staphylococcus Aureus 
IPCG  Infection Prevention & Control Group 
DIPC  Director of Infection Prevention and Control 
CQUIN  Commissioning for Quality & Innovation 
CPE  Carbapenemase-producing Enterobacteriaceae 
CEO                Chief Executive Officer  
RCA                Root Cause Analysis  
SSI                  Surgical Site Infection  
BHNFT             Barnsley Hospital Foundation Trust  
 

IPCT  Infection Prevention & Control Team  
CD’s  Clinical Director  
CBU  Clinical Business Unit 
PSQG           Patient Safety Quality Group  
HCAI             Health Care Acquired Infection 
MDT               Multi Disciplinary Team  
ESBL              Extended Spectrum Betalactamse  
GRE               Glycopeptide Resistant Enterococci  
PLACE           Patient Led Assessment of Care Environment  
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BoD May 16: SI Thematic review 

EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

 

  

REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/05/P-11 
 

SUBJECT:   SERIOUS INCIDENTS – THEMATIC REVIEW  
OCTOBER 2015 – MARCH 2016 

DATE:          MAY 2016  

PURPOSE:  

 Tick as 
applicable   Tick as 

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

PREPARED BY: Wayne Robson, Patient Safety & Quality Lead 
SPONSORED BY: Dr Richard Jenkins,  Medical Director 
PRESENTED BY: Dr Richard Jenkins,  Medical Director 

 
This report links to strategic objective 1 – patients will experience safe care and one of our quality 
goals – deliver consistently safe care. 
 
 

 
Aim and objectives  
–  The aim of this report is to provide the Board with a thematic overview of Serious Incidents 

(SIs) logged between October 2015 – March 2016. This report was also presented to the 
April 2016 Quality & Governance Committee meeting. 

–  To identify any emerging themes about key threats to patient safety. 
  

Key findings  
–   42 SIs were logged between October 2015 – March 2016 (seven of these were pressure 

ulcers). The pressure ulcer SIs will not be discussed as part of the report. 
– The most common categories of SIs are falls, diagnostic incidents, care of the 

deteriorating patient, maternity, treatment delays and Venous Thromboembolism (VTE). 
– There were two Surgical Never Events (Wrong Knee Prosthesis) 
 
Conclusions  
–  Falls, care of the deteriorating patient and VTE are recognised as significant threats to 

patient safety. Diagnostic issues and treatment delays appears to be areas of increasing 
risk.  

 

The relevant committees should ensure that there are robust action plans to address the 
underlying causes identified from the SI investigations above and all previous similar SIs. 
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Falls – to implement the falls strategy and embed the multifactorial falls assessments. To roll out 
safety huddles to the wards with the greatest number of falls. 
 
VTE – the Thrombosis Committee will produce a comprehensive Trust level action plan that 
addresses recommendations from recent Trust audits as well as feedback from VTE Root Cause 
Analysis (RCAs) and National Institute for Health and Care Excellence (NICE) quality standards 
for VTE. 
 
The Deteriorating Patient Group will ensure action plans to improve recognition and response to 
the deteriorating patient are implemented (sepsis, acute kidney injury (AKI), eNEWS (electronic 
national early warning score), cardiac arrests reduction). 
 
Education/training on how to avoid diagnostic error should be provided to clinicians working in 
high risk areas.  
 
The move to electronic radiological requesting should help to reduce the risks of delays in 
diagnosing cancer in urology. 
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1. SERIOUS INCIDENT 
 

1.1 Between October 2015 and March 2016 the Trust logged 42 Serious Incidents 
(SIs), seven of which were pressure ulcers.  The pressure ulcer incidents are not 
discussed in this report as a dedicated pressure ulcer report was considered by 
the Quality & Governance Committee at its April meeting. 

2. REVIEW OF INCIDENTS – EMERGING THEMES 

2.1  Falls: this was the largest category of SI. There were 10 falls SIs from the total of 
35. Two falls resulted in cerebral bleeding, six resulted in fractured hip, one 
resulted in a fractured pelvis and one in a fractured orbital floor. The most 
common root causes were that falls risk assessments had not been completed 
correctly. Other common issues were poor communication on transfers (involving 
Situation Background Assessment Recommendation (SBAR) forms) and poor 
communication between disciplines about falls risk issues such as cognitive 
disturbances. The SI investigations do not explore why assessments are not 
completed accurately or why SBAR forms are not completed. This may mean the 
actions will not address the real underlying causes. 

2.2  Diagnostic Incidents: This was the second largest category of SI with eight 
incidents. Three of the incidents relate to missed findings or delays in identifying 
findings on CT (missed mesenteric artery thrombus, ultrasound (missed testicular 
cancer) or x-ray (missed fracture). One incident involves delays in a CT request 
being acted upon. Another involved a team not acting on CT scan findings. Two 
incidents relate to pathology reporting in Urology and initial reports being revised. 
This led to a patient being wrongly told he had cancer. Another incident was 
categorised on Datix as a screening incident but this was in fact more of a 
diagnostic issue with delays in the diagnostic process. A patient with breast 
cancer had a chest x-ray showing nodules in the lung fields. This was not followed 
up and a CT scan later revealed lung metastases. Diagnostic errors or delays can 
result from cognitive problems affecting individual clinicians as well as system 
problems such as paper based systems that lead to delays or poor 
communication. Diagnosis is probably the most challenging of cognitive tasks that 
clinicians perform and with thousands of diseases and multiple modes of 
presentation cognitive errors can easily occur. Training can be provided to 
clinicians on how to avoid common cognitive errors.  

2.3  Treatment delays: There were three incidents involving treatment delays. A patient 
admitted to Emergency Department (ED) did not receive a timely assessment and 
deteriorated then died. This incident also involves issues with handover and team 
working.  A patient on a surgical ward experienced a delay in going to theatre and 
this was due to a lack of a shared mental model about the patient’s condition. The 
third incident was multiple overdue outpatient appointments.  

2.4  Never Events: There were two orthopaedic Never Events involving knee 
replacements where the patient had the wrong side prosthesis inserted. The 
underlying cause centres around lack of an effective prosthesis check. This 

Subject: SERIOUS INCIDENTS Ref: BoD 16/05/11 
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relates to teamwork and communication at the critical moment of prosthesis 
checking. One was retrospectively identified and related to a locum in 2014. 

2.5  Sub optimal care of the deteriorating patient:  There were five SIs relating to this 
category.  In two of the incidents the patient had acute kidney injury (AKI) and this 
was not managed well. A common theme in two incidents was problems 
recognising deterioration and acting on raised NEWS scores.  The investigations 
do not really explore why NEWS scores were not escalated.  As a result the 
actions may not address the real underlying causes that result in the escalation 
plan not being followed. 

2.6  VTE: Two patients who had hip replacement surgery were discharged from ward 
33 without VTE prophylaxis.  Both patients developed a deep vein thrombosis 
(DVT).  The investigations are still on-going but there appear to have been a 
variety of missed opportunities to check that prophylaxis was prescribed.  

2.7  Medicines: There was one medicines incident which involved two separate 
admissions for the same patient. On both admissions the patient was not given 
one of their regular medications and as a result suffered seizures.    

 
2.8  Maternity: There were three maternity incidents.  

• A term baby deteriorated after elective caesarean section and was admitted to 
neonatal Intensive Care Unit. 

 
• The management plan for a high risk pregnancy was not followed which 

contributed to an intrauterine death. 
 
• A lady had an ultrasound scan which mistakenly reported the appearance of 

an ectopic pregnancy. The pregnancy was terminated. Although this is a 
maternity incident it is a diagnostic error which means we had eight incidents 
involving issues with missed delayed diagnosis.  

 
2.9  Confidentiality breaches: There was one information governance incident. A 

memory card potentially containing child protection images went missing. 
 

3. NEXT STEPS 

3.1  Action plan assurance reviews will be completed for any closed SIs. 

3.2  The relevant Trust committees should ensure that there are robust action plans to 
address the underlying causes identified from the SI investigations above, and all 
previous similar SIs: 

 
• Falls – to embed the multifactorial falls assessment and education. To 

implement the falls strategy.  To roll out safety huddles to the wards with the 
greatest number of falls. 

 
• Missed/delayed diagnoses – Education on how to avoid diagnostic error 

should be provided for clinicians in high risk areas. 
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• VTE – the Thrombosis Committee will produce a comprehensive Trust level 
action plan that addresses recommendations from recent Trust audits as well 
as feedback from VTE RCAs and NICE quality standards for VTE. 

 
• The Deteriorating Patient Group will ensure action plans to improve 

recognition and response to the deteriorating patient are implemented 
(sepsis, AKI, NEWS, and cardiac arrests reduction). This will include 
procurement of an electronic NEWS system and the introduction of new fluid 
balance charts, the AKI lab alert and AKI care bundle. 

 
• The draft policy for handover (including medical handover) will be completed 

and communicated to all staff. 
 
• Many SI investigations are saying what happened – a falls assessment was 

not completed correctly or a NEWS score was not escalated but they are not 
really exploring why these things did not happen. This means sometimes our 
recommendations and actions may not be addressing the true underlying 
causes. Education will be provided to SI investigators to ensure this is 
addressed. 
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REPORT TO THE  
BOARD OF DIRECTORS REF: 16/05/P-12 

 

 

SUBJECT: AUDIT COMMITTEE – CHAIR’S LOG 

DATE: MAY 2016  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

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

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

Integral to the Trust’s governance arrangements. 

 

EXECUTIVE SUMMARY  

The attached report gives a high level overview of some key points from the latest Audit 
Committee meeting.   
The Committee was pleased to welcome the Medical Director and Head of Quality & Clinical 
Governance to the meeting.  The Medical Director was in attendance to report on progress 
against the findings of the audits on Consent and Supervision of Trainee Doctors.  This 
continues to be a valuable way of receiving updates and assurance on progress direct from the 
executive leads and being able to share the Committee’s feedback with them face to face.   
The Committee was pleased to receive Dr Jenkins’ assurance on improved arrangements in 
Medical Education, headed up by the newly appointed Director of Medical Education.  He was 
confident that the new structure, the stronger recording and reporting systems now in place and 
the more robust read across to the job planning process would deliver much more effective 
supervision.  This would be subject to scrutiny by the next visit of the Health Education England 
Yorkshire & Humber team (previously known as the Deanery).  It will also be subject to a follow 
up audit prior to the deanery visit. 
Dr Jenkins was also able to confirm progress on work around the first recommendations due to 
be actioned in April following the audit on Consent – these were linked to development of a 
robust policy fully compliant with the Mental Capacity Act. 
The Head of Quality & Clinical Governance, Ms Feerick, attended primarily to outline progress 
on and seek input to the Annual Governance Statement, prior to sign off by the Chief Executive.   
In view of the increased remit of her role overseeing risk and governance issues, Ms Feerick 
may well become a more regular attendee of the Committee.  
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As shown in the attached Log, key issues for the Committee’s consideration in April included 
preparatory work for the Trust’s annual report & accounts and year end audit; review of the 
Board Assurance Framework; approval of the Local Counter Fraud Services (LCFS) work plan 
for 2016/17, and discussions and suggested revisions to the 2016/17 internal audit plan.  
 
RECOMMENDATION    

The Board is asked to note and endorse the attached Chair’s Log.  
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SUBJECT: AUDIT COMMITTEE CHAIR’S LOG REF:            BOD 16/05/P-12 
 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
Committee / Group Date Chair 
Audit Committee 07 April 2016 Suzy Brain England 

 
Agenda Item Issue and Lead Officer Receiving Body, 

i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate to 
receiving body 

1 Annual Report & Accounts 

Early drafts of the Annual Governance Statement and 
Annual Report were received and some feedback 
provided to ensure that the documents reflected both the 
Trust’s progress over the last year and the continuing 
risks identified by the Board.  The Committee also noted 
the outcomes from the interim audit review, which had 
not identified any additional issues for audit, although it 
was recognised that the auditors’ opinion would still need 
to take account of the Trust’s deficit position.  Informal 
feedback from the internal audit team was positive, 
recognising the improved use of the Board Assurance 
Framework throughout 2015/16 and the effectiveness of 
the internal tracker ensuring consistent Executive Team 
oversight. 
The Committee is keen to ensure that, when published, 
key messages from the annual report are available to the 
wider public in a user friendly format, most probably as a 
feature item in the Hospital Newsletter later in the year. 
Lead Officers: Director of Finance, Director of Marketing 
& Communications, Head of Quality & Clinical 
Governance 

Board of Directors For assurance / to note 

2 Local Counter Fraud 
Services (LCFS) 

Progress against the LCFS work plan for 2015/16 was 
noted, with agreement for additional days to be utilised 
(without cost to the Trust) to ensure completion.   
The proposed 2016/17 work plan was also reviewed and 
was approved.  
Lead officer: Director of Finance 

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

Recommendation/ 
Assurance/ mandate to 
receiving body 

3 Internal Audit 

Draft work plan for 2016/17 reviewed.  The general 
direction of travel was fully endorsed; some amendments 
were requested to provide Board with assurance on key 
issues such as management of the cost improvement 
programme and quality of shift handovers.  
Lead Officer: Director of Finance  

Board of Directors For assurance 

4 Internal Audit – progress 
report 

Progress on the 2015/16 internal audit work plan was 
noted with agreement for a number of days carried 
forward into April to ensure completion.  
The latest completed audit received was for Pharmacy 
Stock Management, with significant assurance noted.  
The Committee noted completion against the IT Business 
Continuity audit recommendations, however, the need for 
firmer assurance (evidence) on off site provision was 
stressed. 
The Committee also noted the hiatus in meetings of the 
Medical Records group, which was essential to maintain 
the development of medical records management.  The 
Committee understand this is also being pursued by the 
Information Governance group.  
Lead officer: Director of Finance 

Board of Directors 

For assurance re progress on 
work plan 
 
 
For escalation re IT business 
continuity (off site) and Medical 
Records group. 

5 External Audit 

Whilst the report largely focussed on the interim audit 
review (see 1 above), the external auditors also shared 
some interesting benchmarking data.  It was agreed this 
should be circulated to Board members for information. 
Lead officer; Committee Chair 

Board of Directors To note 

6 Audit Tracker  
Latest headway against audit recommendations was 
reviewed.   
Lead Officer: Associate Director Corporate Affairs 

Board of Directors  For assurance / to note 

7 Board Assurance 
Framework 

The latest BAF was reviewed and noted.  The Committee 
welcomed the new style of the cover reporting, giving 
more explanation on latest updates.  
Lead Officer: Head of Quality & Clinical Governance 

  

8 Scheme of Delegations 
Work deferred until year end reporting completed.  To be 
resumed in June, for completion by end of September 
Lead Officer: Director of Finance 

Board of Directors To note 
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BOD May 2016: BAF 15/16 

EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/05/P-13 
 

SUBJECT:   BOARD ASSURANCE FRAMEWORK (BAF) 2015/16 

DATE:          MAY 2016  

PURPOSE:  

 Tick as 
applicable   Tick as 

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

PREPARED BY: Robert Maginnis, Clinical Governance Facilitator & Gill Feerick, 
Head of Quality & Governance 

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

The Board Assurance Framework (BAF) enables the Committee to monitor how the internal 
governance arrangements are supporting the achievement and delivery of the Trust’s strategic 
objectives and aids in identifying risks. 

 
Since the last review of the 2015/16 BAF there have been 4 new risks which have been identified 
in association with the delivery of the Trusts 2015/16 aims and objectives. 
Objective 3, People will be proud to work for us: 
(Committee ref: Finance & Performance) 
• Risk 1846 Mandatory apprenticeship levy to be introduced April 2017 causing a significant 

cost pressure to the Trust   
Objective 4a, Performance matters and patients will experience safe care: 
(Committee ref: Finance & Performance / Quality and Governance) 
• Risk 1843 - 2016/17 contracts affecting control target deficit for 2016/17 
• Risk 1844 – Risk in delivery of the Carter report recommendations 
Objective 4b, Performance matters: 
(Committee ref: Finance & Performance) 
• Risk 1842 – Risk identified regarding the stand down of EPR (electronic patient records) 

service funding as of 01/04/2016. The existing agency based messaging expert is no longer 
available to support the solution going forwards. 

The monthly review of the BAF has identified a number of risks which have been resolved and 
therefore removed from the 2015/16 BAF. 

 
The Board is asked to review and endorse the year end BAF for 2015/2016.   
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BOD May 2016: BAF 15/16 

Subject: BOARD ASSURANCE FRAMEWORK Ref: BoD 16/05/P-13 

 
1. STRATEGIC CONTEXT 

 
1.1 The BAF enables the Committee to monitor how the internal governance 

arrangements are supporting the achievement and delivery of the Trust’s 
strategic objectives and aids in identifying risks. 
 

1.2 The role of the BAF is to provide evidence and structure to support effective 
management of Risk within the organisation. The BAF provides evidence to 
support the Annual Governance Statement. 

 
2. INTRODUCTION 

 
2.1 The BAF provides a level of assurance to the Trust and identifies which of the 

Trust’s strategic objectives are at risk of not being delivered. At the same time, it 
provides positive assurance where risks are being managed effectively and 
objectives are being delivered. This allows the Board to determine where to make 
most efficient use of their resources and address the issues identified in order to 
improve the quality and safety of care. 

 
2.2 The BAF reports on strategic risks identified in the Trust’s business plan and 

provides high level reporting to the Committee’s of the Board and the Board to 
indicate where there are gaps in controls and assurances and how these impact 
on the risk to achieving that objective. 
 

2.3 The BAF has been reviewed in full with all relevant Directors to identify and agree 
the changes as outlined in section 2.4 of this paper.  
 

2.4 Each month the Corporate Risk Register and BAF will be reviewed with each 
lead Director to identify new risks, resolved risks and any additional gaps in 
control. 

 
2.5 During the April review of the BAF the following changes are to note: 

 
New risks  
 
1 new risk has been identified in association with the delivery of the Objective 3 
People will be proud to work for us (Committee ref: Quality and Governance). 
 
Risk 
Reference 

Risk Description Risk Owner 

1846 Mandatory apprenticeship levy to be 
introduced April 2017 causing a 
significant cost pressure to the Trust 

Associate 
Director of 
Human 
Resources & 
Organisational 
Development 
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2 new risks have been identified in association with the delivery of Objective 4 (a) 
Performance matters and patients will experience safe care (Committee ref: 
Finance & Performance / Quality and Governance). 

 
Risk 
Reference 

Risk Description Risk 
Owner 

1843 2016/17 contracts affecting control target 
deficit for 2016/17 

Director of 
Finance 

1844 Risk in delivery of the Carter report 
recommendations 

Director of 
Finance 

  
1 new risk which has been identified in association with the delivery of Objective 4 
(b) Performance matters (Committee ref: Finance & Performance). 

 
Risk 
Reference 

Risk Description Risk 
Owner 

1842 Risk identified regarding the stand down of 
EPR service funding as of 01/04/2016. The 
existing agency based messaging expert is 
no longer available to support the solution 
going forwards. 

Director 
ICT 

 
Risks removed  

 
No risks have been removed from the BAF this month.  
 
Risks Resolved 
 
2 risks have been resolved from the BAF Objective 1(a) Patients Will Experience 
Safe Care (Committee ref: Quality and Governance). 
 
Risk 
Reference 

Risk Description Risk 
Owner 

1008/1595 62  Day cancer target – data validation Director of 
Operations 

1227 Delivery of CQUINS  
(Commissioning of Quality & Innovations) 

Director of 
Nursing 
and 
Quality 

 
1 risk has been resolved from the BAF Objective 2 Partnership will be our 
strength (Committee ref: Finance & Performance). 
 
Risk 
Reference 

Risk Description Risk 
Owner 

1484 ANP night service provision resolved due to 
Hospital at Night established ANP team 
trained and being implemented. Monitoring 
of service on-going.  

Director of 
Nursing & 
Quality 

 
 
1 risk has been resolved from the BAF Objective 4(a) Performance matters and 
patients will experience safe care (Committee ref: Finance and Performance / 
Quality and Governance). 
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Risk 
Reference 

Risk Description Risk 
Owner 

1678 Changes to Finance Team structure.  
 
This has been resolved and closed due to 
the recruitment into senior finance 
substantive posts. 

Director 
of 
Finance 

 
5 risks have been resolved on BAF objective 4(b) Performance matters 
(Committee ref: Finance & Performance). 
 
Risk 
Reference 

Risk Description Risk 
Owner 

1150 Impact on services if maintenance services 
no longer funded New Solution planned to 
be in place by June 2016. 

Director ICT 

1151 ICT Devolved systems. Clinical Systems 
Team now responsible for training 
Information Asset Owners on supplier and 
system management as part of ownership 
duties. 
These are kept up to date. 
 

Director ICT 

1646 PACs systems inadequate interface with 
main Trust PACs system, resulting in 
limited access to images and possible 
overwriting of older images risk has 
reduced 

Director ICT 

1825 Theatre Management System - the 
replacement project is on-going and the 
replacement  systems are being assessed 
after tender process  

Jayne 
Clayton, 
Service 
Manager 

1830 Computer System used by Occupational 
Health and Wellbeing (OH&WB). Cost of 
renewing the system used in the OH &WB 
department. The Trust has managed to 
negotiate and agree a £7K annual renewal 
fee for this year and therefore no longer a 
risk (for this year). 

Associate 
Director of 
HR & OD 

 
Transferred risks 
 
No risks have been transferred between objectives in the BAF 
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Positive Assurances  
 
3 positive assurances have been removed as now not relevant from BAF Objective 
4(b) Performance Matters (Committee ref: Finance & Performance). : 
 
• Checkpoints in place for Lorenzo phase 2 – Phase 2 is complete for maternity. 

The other elements of phase 2 are not expected to be delivered. 
• Staff seconded to maternity during Lorenzo implementation – Now complete, 

fully implemented in maternity. 
• ESR tracker unable to establish from either HR, ESR what this is.  

 
Gaps in Control 

 
2 gaps in control have been resolved and removed from BAF Objective 4(a) 
Performance matters and patients will experience safe care (Committee ref: 
Finance and Performance / Quality and Governance). 
 
• Financial team resource as risk 1008 has been closed  
• Financial savings targets letter from Monitor was completed in August 2015 by 

the Trust responding by letter to Monitor. 
 
       3 gaps in control have been resolved and removed from BAF Objective 4(b)   
       Performance Matters (Committee ref: Finance and Performance). 
 

• Staff readiness for Lorenzo phase 2 implementation as in place 
• Business cases for additional elements of Lorenzo phase 2 completed 
• External funding for the EPR team as funding ended 1st April 2016. 
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BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW 2015/16 – APRIL 2016 

PRINCIPAL 
ORGANISATIONA
L OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)  12  

BOX 1  
 

CURRENT ASSURED 
LEVEL 

CURRENT RISK SCORE  
(Impact x Likelihood = Total) 12 

What is the strategic risk to be controlled? 
EXEC 

DIRECTOR 
BOARD 

COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

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

 SR  
Inability to deliver high quality 
care 

    
        

  
 
 
 
 
 
 

 

  

 

 

 

 

 

 

  

        

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

REF ORIGIN RAG 

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

  

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

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

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

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

Patients will experience safe care 
RJ/H
McN  

  

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

Performance Matters 
  KK Significant impact on patient flow could lead to 

impact on ED & poor patient experience 

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

These are the POSITIVE ASSURANCES actually received …                               BOX 3 

REPORT 
REF 

POSITIVE ASSURANCE EVIDENCE 
What is the report received that provided 

that assurance? 
Date reported to Committee 

PA1  Quality Report (incorporated in IPR) 
 

April 2016 

PA2 Patient Experience Group April 2016 

PA3 Integrated Performance Report   April 2016 

PA4 Quality Governance Framework April 2015 
PA5 Monitoring Progress Report & Meetings October 2015 
PA6 Nurse Staffing Report April 2016 

PA7 Performance Review Meetings with CBUs April 2016 

PA8 Vacancy Control Panel Weekly  

PA9 Patient Safety Group April 2016 

PA10 4 hour target recovery plan April 2016 

PA11 Quality Governance Framework  - Review 
 

January 2016 

PA12 Care Quality Commission Report  December 2015 

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

R1  Trust Board Annually         
R2  Quality & Governance Committee Monthly         

R3  Trust Board Monthly         

R4  Trust Board Annually         

R5  Trust Board 
As 
necessary         

R6  Trust Board Monthly         

R7  Executive / CBU Performance meetings Monthly         

R8  n/a Weekly         

R9  Quality & Governance Committee Monthly         

R10  Executive Team As required         

R11 
 Quality & Governance Committee 
 

Quarterly 

R12   Trust Board  As required  

Ref: Relevant risks held on Risk Register        BOX 2  
 

Jan 
2016 

Feb  
2016 

March 
2016 

April 
2016 

1008/ 
1595 

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

1227 Delivery of CQUINS 
 

5x2 5x2 Resolved Resolved 

1652 Non compliance with CQC outcome 21 due to storage 
of documentation in basement 

2x3 2x3 2x3 1X3 

1661 Staffing in ED/ medical  rota 4x4 4x4 4x4 4x4 
1810 Difficulties surround extra nursing resources for 1-1 

nursing care 
3x4 3x4 3x3 3x3 

1832 Non availability of ophthalmology outpatient clinic slots 
 

4x4 4x4 
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The GAPS IN CONTROL/NEGATIVE ASSURANCES are ...                                                                           BOX 4 

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

REF GAP 

ACTION 
PLAN 

AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1         
G2         
G3         
G4         
G5         
G6         
G7         
G8         
G9         
G10         

The GAPS (BOX 4) are CONTROLLED by … 

 
Quarter 

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

C10           
            
            
            

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

Changes made to this BAF (APRIL 2016)  
 
Risk resolved 
 
 
Relevant Risks ( box2) 
 
1652- downgrade to low risk due to improved mitigation of 

document management.  
1832 – risk continues into May due to non availability of 
appointments 
 
 Positive Assurance / Reporting Mechanisms( box 3) 
 
 
Gaps/ Controls ( box 4) 
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BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – APRIL 2016_ 

PRINCIPAL 
ORGANISATION
AL OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)   12 BOX 1  

 
CURRENT ASSURED 

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

What is the strategic risk to be controlled? EXEC 
DIRECTOR 

BOARD 
COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

OB 1 (b) Patients will experience safe 
care  

 RJ Q&G  
        

 SR 
Failure to deliver consistently 
safe care. 

    
        

These are the POSITIVE ASSURANCES actually received …                           BOX 3 

REPORT 
REF 

POSITIVE ASSURANCE EVIDENCE 
What is the report received that provided 

that assurance? 
Date reported to Committee 

PA1  Quality Report  (incorporated in IPR) April 2016 
PA2  Integrated Performance Report April 2016 
PA3  Mortality Review Process & Report April 2016 
PA4  Performance Review Meetings April 2016 
PA5  Monitor Progress Report & Meetings April 2016 
PA6  Infection Control Annual Report August 2015 

PA7 Patient Safety Panel (weekly) April 2016 

PA8 Nurse Staffing Report April 2016 

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

R1 Trust Board Monthly          

R2 Trust Board Monthly         

R3 Trust Board Monthly       

R4 Executive / CBU Performance Meetings Monthly          

R5 Trust Board 
 as required 
  

        

R6 Trust Board 
 Annually 

R7 Executive Team  As required 

R8 Trust Board Monthly 

Ref: Relevant risks held on Risk Register           BOX 2  
 

Jan 
2016 

Feb 
2016 

March 
2016 

April 
2016 

1226  Nursing – staffing and skill mix 4x4 4x4 4x4 3x4 

1492  Medical Handover 4x3 4x3 4x3 4x3 
1221  HSMR Compliance levels 3x2 3x2 3x2 3x3 
1694 Out Patient review list 3x5 3x4 3x4 3x3 
1789 SDA use over winter period could impact on elective 

and emergency surgical patients. 
3x3 3x3 3x3 3x3 

1700 Gamma camera – due for renewal  4x2 4x2 4x2 2x3 

1799/ Risk regarding out-dated equipment in Medical 
Imaging (all these risks are relevant 
1801/1802/1803/1804/1805/1806/1808/1809) 

3x4 3x4 3x4 

1826 Reduction in medical staff within dermatology cancer 
services team. 

3x3 3x3 3x3 

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

REF ORIGIN RAG 

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

3 
Poor compliance  with note keeping, ensuring comprehensive 
management plans in place 

  

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

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

Patients  will experience safe 
care  RJ  Serious harm to patients ,poor quality care 

 Patients will experience safe 
care  RJ 

 Poor quality care, impact on patient outcomes 
 

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

in discharge 
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BOARD ASSURANCE FRAMEWORK  REVIEW – APRIL 2016 

 

The GAPS IN CONTROL/NEGATIVE ASSURANCES are ...                                                                           BOX 4 

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

REF GAP 

ACTION PLAN AGREED 
DEADLINE 

REVISED 
DEADLINE 

The GAPS (BOX 4) are CONTROLLED by … 

 
Quarter 

REF CONTROL 1 2 3 4 
C1         
C2         
C3         
C5         

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

Changes made to this BAF (APRIL 2016)  
 
Relevant Risks ( box2) 
 
1221 risk increased due to increase HSMR value 
 
1700 risk reduced Gamma camera now order to be installed in May 16 
 
1226 risk reduced due to recruitment of a number of nursing staff 
 
Positive Assurance / Reporting Mechanisms ( box 3 ) 
Nil identified 
 
Gaps/Controls ( box 4) 
 
Nil  new identified  
 
 
 
   
 
 
. 
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BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – APRIL 2016 

 
PRINCIPAL 
ORGANISATIO
NAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)  12  BOX 1  

 
CURRENT ASSURED 

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

What is the strategic risk to be controlled? EXEC 
DIRECTOR 

BOARD 
COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

Ob 2  Partnership will be our 
strength 

KK  F&P  
        

 SR 
 Inability to manage increase in 
demand for services 

    
        

  
 
 
 
 
 
 

 

  

 

 

 

 

 

 

    

        

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

REF ORIGIN RAG 

 1  Impact of financial settlement on partner organisations   

 2 
 Increased demand for services, multifactorial  including 
demographic changes. 

  

 3  Failure to recruit into certain areas   

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

  

      

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

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

Partnership will be our strength  RJ/KK  Delivery of 7 day service at financial risk 
Performance Matters KK   Loss of organisational control 
Patients will experience safe 
care  RJ  Poor patient experience, increase in staff turnover 

Performance Matters KK   Organisational sustainability at risk 

These are the POSITIVE ASSURANCES actually received …                         BOX 3 

REPORT 
REF 

POSITIVE ASSURANCE EVIDENCE 
What is the report received that provided 

that assurance? 
Date reported to Committee 

PA1 Integrated Performance Report April 2016 

PA2 CBU Reports April 2016 
PA3 Workforce Dashboard April 2016 
PA4 Performance Review Meetings April 2016 
PA5 Trust Operations Group Weekly 
PA6 Patient Flow Action Plan October  2014 
PA7 Health & Well Being Board Bi-monthly 
PA8 SRG Monthly 
PA9 SSDG Monthly 
PA 10  Established escalation  ward now open November 2015 

The REPORTING mechanisms for  BOX 3  are … Quarter RAG 
REF REPORTING MECHANISM FREQUENCY 1 2 3 4 
R1 Trust Board Monthly          
R2 Finance & Performance Committee Monthly         
R3 Finance & Performance Committee Monthly         
R4 Executive /CBU Meetings Monthly          
R5 Finance & Performance Committee Monthly         
R6 Executive Team Meeting As required         
R7 Executive Team Meeting / Trust Board  As required          
R8 Executive Team As required 

R9 Executive Team As required 

R10 Integrated Performance Report Monthly 

Ref: Relevant risks held on Risk Register           
BOX 2  
 

Jan 

2016 

Feb 

2016 

March 

2016 

April 

2016 

 
 1201  Non recruitment of vacancies 3x4 3x4 3x4 3x4 

1484  ANP night service provision 4x3 4x3 4x3 resolved 

1492  Medical handover 4x3 4x3 4x3 4x3 

1661  Medical staffing in ED ( middle grade rota) 4x4 4x4 4x4 4x4 

1226 Nurse staffing vacancies  4x4 4x4 3x5 3x4 

1800 
 

Incorrect modelling of Intermediate Care beds 4x4 3x4 3x4 3x4 
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BOARD ASSURANCE FRAMEWORK  REVIEW – APRIL 2016 

 

The GAPS IN CONTROL/NEGATIVE ASSURANCES are ...                                                                           BOX 4 

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

REF GAP 

ACTION PLAN AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1  Intermediate Care Provision 
 Pilot scheme being 
launched by partner 
organisations 

2015/16  N/A  

G2 Lack of winter funding       

Funding 
being made 
available by 
the CCG for 

specific work  

G3 
 Impact of reduction in local 
intermediate care beds at 
Mount Vernon Hospital 

 Escalation plan Resolved  Resolved  

 
G4  

 
Escalation plans for winter  

Winter  Plan 2015/2016 
 

October 
2015 

Presented to 
SRG Dec 2015 

The GAPS (BOX 4) are CONTROLLED by … 

 
Quarter 

REF CONTROL 1 2 3 4 
C1  Key meetings with external stakeholders and commissioners         

C2 
 Significant operational focus on key targets with Integrated 
Performance Reports being used throughput the organisation 

        

C3  Contribution to delivery of G1         
C4  Increased engagement with local health economy         

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

Changes made to this BAF ( April 2016) 
 
 
Relevant Risks ( box 2) 
 
No new risk 
 
1484 Resolved - Alison Bielby 
ANP night service provision resolved due to  Hospital at Night established 
ANP team trained and being implemented. Monitoring of service on-going. 
Close risk 30.03.16 
 
1226 risk reduced due to new recruitment to vacancies 
 
Assurances /Reporting Mechanisms ( box 3) 
 
 
 
Gaps/Controls ( box 4) 
 

 
• None new 
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PRINCIPAL 
ORGANISATIO
NAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)  16  

BOX 1  
 

CURRENT 
ASSURED LEVEL 

CURRENT RISK SCORE  
(Impact x Likelihood = Total) 16 

What is the strategic risk to be controlled? 
EXEC 

DIRECTOR 
BOARD 

COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

OB3 People will be proud to work 
for us 

 JF  F&P 
        

 SR 
 Failure to develop and 
implement our workforce 
strategy 

    
        

  
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

  

 

 

 

 

 

 

    

        

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

REF ORIGIN RAG 

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

BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – APRIL 2016 

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

REPORT 
REF 

POSITIVE ASSURANCE EVIDENCE 
What is the report received that provided 

that assurance? 
Date reported to Committee 

PA1  Staff surveys/ pulse checks Quarterly 

PA2 Workforce Dashboard April 2016 

PA3 Nurse Staffing Report April 2016 
PA4 GMC Survey Annually (report  due May ‘16)  
PA5 CBU Performance Report April 2016 
PA6 Friend & Family test  Bi Monthly 
PA7 Vacancy Control Panel Weekly 
PA8 Listening in Action Programme Commenced March 2015 
PA9 Deanery Visit October 2015 
PA10 Workforce Efficiency Programme On going 
PA11 Revised agency controls Daily / weekly 

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

R1 Finance & Performance Committee Monthly          

R2 Finance & Performance Committee  Monthly         
R3 Trust Board  Monthly         
R4 Trust Board As required         
R5 Executive /CBU Performance Meetings  Monthly          
R6 Finance & Performance Committee Monthly          
R7 n/a           
R8 Finance & Performance Committee Bi -Monthly          
R9 Trust Board As required        
R10 n/a         
R11 n/a 

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

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

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

People will be proud to work 
for us 

JF  
   Failure to have appropriate staff in key posts 

Patients will experience safe 
care 

RJ  
  Poor patient experience and outcomes 

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

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

 

Ref: Relevant risks held on Risk Register           
BOX 2  

Jan 
2016 

Feb 
2016 

March 
2016 

April 
2016 

 
1201 

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

4x3 4x3 4x3 4x3 

1498 Vacancies of middle grade medical staff  3x3 3x3 3x3 3x3 
1197 Staff absence and stress 2x2 3x3 2x2 2x2 
1200 Workforce engagement 4x3 4x3 4x3 4x3 
1654 Vacancies of band 6 Pharmacists, in relation to 

provision of 7 day working 
3x4 2x3 2x3 2x3 

1661 Medical staffing within ED 4x4 4x4 4x4 4x4 
1199 Failure to control labour costs (sickness) 4x3 4x3 4x3 4x3 

1846 Mandatory apprenticeship levy to be introduced 
April 2017 causing a significant cost pressure to 
the Trust 

      4x4 
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BARNSLEY HOSPITAL NHS FT 
BOARD ASSURANCE FRAMEWORK  REVIEW – APRIL 2016 

 
The GAPS IN CONTROL/NEGATIVE ASSURANCES are ...                                                                           BOX 4 

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

REF GAP 

ACTION PLAN AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1 
Excessive use of bank & agency 
clerical and admin staff 

 Performance Management 
Framework 

 June 
2015 

Implemented 
and on-going 

G2 
 Not utilising data effectively / 
horizon scanning   

 Workforce Strategy 
Dec 

2014  
 Completed 

G3 
 Workforce group has had poor 
attendance 

 Annual timetable put in 
place fro 2015 

January 
2015  

 Completed 

G4 
 Staff surveys/ concerns 
Investors in People Report 

 . 
Action plan combining both 
reports developed 

May 
2015  

Completed 

G5 
No specific CBU workforce 
strategy 

CBU workforce strategy  to 
be developed, part of 
business planning cycle 

Sept2015 March 2016 

G6 
 

Agency Spend on clinical staff 

New process introduced  
requiring  executive / 
vacancy control panel 
approval  
 

Comm 
Sept 
2015  

Implemented 
and on-going 

The GAPS (BOX 4) are CONTROLLED by … 
Quarter 

RE
F 

CONTROL 
1 2 3 4 

C1  Performance management & capability process         

C2  Sickness absence policy         

C3  Return to work interviews being monitored for timeliness         

C4  Appraisal target         

C5  Mandatory training target         

C6  Delivery of G1-G5         

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

Changes made to this BAF (April 2016)  
 
Relevant Risks ( box 2 ) 
 
New risks identified as risk to Apprenticeship Levy’s 
 
Assurances /Reporting Mechanisms ( box 3) 
 
 
Gaps/Controls ( box 4) 
 
G3 removed due to similarities with G2. Gaps renumbered to reflect 
this change. 
 
G4 Listening in Action process completed 
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PRINCIPAL 
ORGANISATIO
NAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)  15  

BOX 1  
 

CURRENT 
ASSURED LEVEL 

CURRENT RISK SCORE  
(Impact x Likelihood = Total) 15 

What is the strategic risk to be controlled? 
EXEC 

DIRECTOR 
BOARD 

COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

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

MW  F&P 

        

 SR 
 Inability to deliver Turnaround 
Plan 

    
        

  
 
 
 
 
 
 

 

  

 

 

 

 

 

    

        

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

REF ORIGIN RAG 

 1.  Licence restrictions imposed by regulator   
 2.  Contract with commissioners not agreed   
 3  Challenging operational activity targets   
 .     

      

    

These are the POSITIVE ASSURANCES actually received …                           BOX 3 

REPORT 
REF 

POSITIVE ASSURANCE EVIDENCE 
What is the report received that provided that 

assurance? 
Date reported to Committee 

PA1  Monthly budget reporting April 2016 
PA2  Monthly financial reports April 2016 
PA3  Integrated performance reports April 2016 
PA4  CIP Steering Group April 2016 
PA5  Turnaround Plan July 2014 
PA6  5year strategy December 2014 

PA7 
Development sessions for the Board of 
Directors & Executive Team 

Began Nov 2014 – on-going 
throughout 2015/16 

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

R1  Finance  & Performance Committee  Monthly         
R2  Trust Board  Monthly         
R3  Trust Board  Monthly         
R4  Finance  & Performance Committee  Monthly         
R5  Trust Board  n/a         
R6  Trust Board  Quarterly         

R7 n/a 

Ref: Relevant risks held on Risk Register           
BOX 2  
 

Jan  

2016 

February 

2016 

March  

2016 

April 

2016 

1677 Delivery of CIPs 4x3 4x3 4x3 4x3 
1678 Changes to finance team structure 3x2 3x2 3x2 Resolved 

1713 Finance including CIP delivery and deficit 
2015/16 

4x4 4x4 4x4 4x4 

1791 Cash flow – associated with revised deficit 
target/position 

4x5 4x5 4x5 4x5 

1798 MHRA inspection for HAL-IT study 3x4 3x4 3x4 3x4 

1843 Risk to Achieving Control Target Deficit 
for 2016/17. 

3x4 

1844 Risk in delivery of the Carter report 
recommendations 

3x3 

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

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

 Performance matters KK   Increased  scrutiny by regulator 

 Performance matters MW  Inability to achieve financial stability 

 Patients will experience safe 
care 

RJ/ 
HMcN   Poor patient experience, effect CQC rating 

 Performance matters and 
patients will experience safe 
care  

EP   Increase in media interest can lead to reputational 
damage 
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The GAPS IN CONTROL/NEGATIVE ASSURANCES are ...                                                                           BOX4 

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

REF GAP 

ACTION PLAN AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1 Patient Level Costing    April 2015  16/17 

G2 
Information technology -  ability 
to produce robust data 
 

 IT strategy revision  
 December 

2014 
March 2015  

G3 
Contract with CCG not signed 
 

Discussions on going  May 2015 Now signed 

G4 
Oversight of progress with 
strategic objectives 

Reporting process 
identified. Quarterly 
report to Board 

July 2015 
Reported 
quarterly 

G5 
 

Impact of comprehensive 
spending review and tariff 
changes 

Work being undertaken 
to quantify the risk. 
Awaiting regional 
/national guidance  

January  
2016 

G6 
Risk of  number of non recurrent 
CIP schemes 

Increased target for 
201/17 and develop 
further schemes to 
offset the gap. 

February / 
March 2016 

The GAPS (BOX 4) are CONTROLLED by … 

 
Quarter 

REF CONTROL 1 2 3 4 
C1  Robust Financial monitoring          
C2  CBU structure          
C3  Trust Operations Group         
C4  Performance Management Framework          
C5  Assurance & Escalation Framework         

C6 
 PMO in place  inc weekly pmo/finance meeting, tracker, 
pod’s, qia process, monthly review at cip & perf meetings. 

        

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

Changes made to this BAF ( 2016)  
 
 
Relevant Risks ( box 2) 
 
1843 New risk 
The 2016/17 contract offer from the commissioners does not reflect planned 
activity and the contract value is too low. This has an impact on the ability to 
achieve the control target deficit for 2016/17. 
 
1844 - Risk in delivery of the Carter report recommendations 
 
 
Resolved risk 
1678 Changes to finance team structure, This has been resolved and closed 
due to the recruitment into senior finance substantive posts. 
 
 
 
Assurance / Reporting Mechanisms ( box 3) 
 
No change in assurance /reporting mechanisms 
 
 
Gaps/Controls ( box 4 ) 
 
2 gaps in control have been resolved and removed from BAF Objective 4(a)  
G3 Financial team resource as risk 1008 has been closed  
G6 Financial savings targets letter from Monitor was completed in August 2015 by the 
Trust responding by letter to Monitor. 
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PRINCIPAL 
ORGANISATI
ONAL 
OBJECTIVE 
& 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)  12  

BOX 1  
 

CURRENT ASSURED 
LEVEL 

CURRENT RISK SCORE  
(Impact x Likelihood = Total) 12 

What is the strategic risk to be controlled? 
EXEC 

DIRECTOR 
BOARD 

COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

OB 4 (b)  Performance Matters TD F&P  
        

 SR 
Inability to deliver IM&T 
strategy 

    
        

  
 
 
 
 
 
 

 
 
 
 
 
 
 
 

  

 

 

 

 

 

 

    

        
These are the POSITIVE ASSURANCES actually received …                              BOX 3 

REPOR
T REF 

POSITIVE ASSURANCE EVIDENCE 
What is the report received that provided that 

assurance? 
Date reported to Committee 

PA1 ICT Strategy redone &  relaunched  
PA2 EPR issues log – by exception 
PA3 EPR Programme Board 
PA4 Lorenzo user group log 
PA5 Business Continuity Assurance Report  
PA6 Cyber Security  Report February 2016 
PA 7  Lorenzo ToR report 

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

R1 
  
Finance & Performance Committee 

n/a          

R2 
  
Executive Team 

Weekly          

R3 
 
Finance & Performance Committee  

Monthly           

R4 
  
EPR programme Board 

Monthly          

R5 Quality Assurance Committee As required         
R6 Quality Assurance Committee  As required         
R7 Quality Assurance Committee weekly 

1830 Relevant risks held on Risk Register           
BOX 2  
 

Jan 
2016 

Feb 
2016 

March 
2016 

April 
2016 

1150 Impact on services if maintenance services no 
longer funded  

3x3 3x3 3x3 Resolved 

1151 ICT Devolved systems 4x2 4x2 4x2 Resolved 

1646  PACs systems inadequate interface with main 
Trust PACs system resulting in limited access 
to images and possible overwriting of older 
images 

3x3 3x3 3x3 Resolved 

1742 Inability to retrieve data from Evolution in June 
2016 when it is closed down. 

3x4 3x4 3x4 3x4 

1779 Inaccurate data in Maternity services could lead 
to clinical risk and may  have financial impact  
to organisation  

3x5 3x5 3x5 3x5 

1825 Theatre Management System  3x4 3x4 Resolved 

1830 Medgate Cohort Computer System used by 
Occupational Health and Wellbeing 

3x4 3x4 Resolved 

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

REF ORIGIN RAG 

 1.  Systems out with IT strategy at risk   

 2.  Joint Pathology system with Rotherham Hospital FT    

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

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

Performance matters JB   Impact of post Lorenzo implementation with regard 
data 

Patients will experience safe 
care  HMcN  Increase in complaints, decrease score in FFT due 

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

KK/JB   Impact on service delivery within pathology 

1842 Loss of  Messaging Expert 3x4 
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The GAPS IN CONTROL/NEGATIVE ASSURANCES are ...                                                                           BOX 4 

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

REF GAP 

ACTION PLAN AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1 Lorenzo Optimisation 
On going work to 
validate data 

 April 2017  Ongoing 

G2 Phase 2 deployment paused 

Lorenzo 
stabilisation 
programme to be 
put in place 
 

December 
2015 

April 2016 

G3 

ICT Strategy to be revised and 
developed 
 
 

ICT strategy for 
discussion at ET  
and report at  
F&P  

April 2016 

The GAPS (BOX 4) are CONTROLLED by … 

 
Quarter 

REF CONTROL 1 2 3 4 

C1 Action plan for maternity services 

C2 On-going deliver of  Lorenzo optimisation program         

C3 IMT strategy ( revised )         

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

Changes made to this BAF (APRIL 2016)  
Relevant Risks ( box 2 ) 
 
1 new risks identified 1842  
Loss of messaging expert due to withdrawal of funding 
 
Updates below 
1150 Impact of services if maintenance services no longer funded 
 
1151 ICT devolved systems 
 
1646 PACs systems inadequate interface with main Trust PACs system 
resulting in limited access to images and possible overwriting of older 
images (risk has reduced) 
 
Assurance / Reporting Mechanisms (box 3) 
 
3 positive assurances have been removed from BAF Objective 4(b) 
Performance Matters: 
 
PA 5 Checkpoints in place for Lorenzo phase 2 – Phase 2 is complete for 
maternity. The other elements of phase 2 are not expected to be delivered. 
 
PA 6 Staff seconded to maternity during Lorenzo implementation – Now 
complete.. Maternity fully implemented. 
 
PA 7 ESR tracker 
 
3 new assurances have been added 
 
PA 5 Business Continuity Assurance Report  
PA 6 Cyber Security Report 
PA 7 Lorenzo ToR report 
 
Gaps/Controls ( box 4 ) 
 
3 gaps in control have been resolved and removed from BAF Objective 
4(b) Performance Matters: 
 
G1 Staff readiness for Lorenzo phase 2 implementation as in place 
G3 Business cases for additional elements of Lorenzo phase 2 completed 
G5 External funding for the EPR team as funding ended 01.04.16 
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PRINCIPAL 
ORGANISATIO
NAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(impact x Likelihood = Total)  6 

CURRENT RISK SCORE  
(Impact x Likelihood = Total) 6 

What is the strategic risk to be controlled? 
EXEC 

DIRECTOR 
BOARD 

COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

OB  
All strategic objectives can 
be affected by adverse 
publicity 

EP 
All as 

required  

SR 
Reputational risk due to 
adverse publicity  EP 

  
 
 
 
 
 
 

 

  

 

 

 

    

        

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

REF ORIGIN RAG 

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

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF  THE RISK 

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

Patients will experience 
safe care RJ/EP Poor clinical reputation  

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

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

staff 

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

These are the POSITIVE ASSURANCES actually received …                              BOX 3 

REPOR
T REF 

POSITIVE ASSURANCE EVIDENCE 
What is the report received that provided that 

assurance? 
Date reported to Committee 

PA 1 Communications Strategy June 2015 
PA 2 Quarterly Communications Update February 2016 
PA 3 Media Monitoring Daily 
PA 4 Social Media Monitoring Daily 

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

R1 Trust Board Monthly 

R2 Trust Board Quarterly 

R3 Executive Team 
As 

required 

R4 Executive Team 
As 

required 

Ref: Relevant risks held on Risk Register           
BOX 2  
 

Jan 
2016 

Feb 
2016 

March 
2016 

April 
2016 

1693 Adverse Publicity  affecting the Trust 2x3 2x3 2x3 2x3 
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The GAPS IN CONTROL/NEGATIVE ASSURANCES are ...                                                                           BOX 4 

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

REF GAP 

ACTION PLAN AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1 
Plan in place to deal with  
unexpected events 

On-going as 
outlined below 

The GAPS (BOX 4) are CONTROLLED by … 

 
Quarter 

REF CONTROL 1 2 3 4 

C1 

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

    

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

Changes made to this BAF (APRIL 2016 ) 
 
 
 
Relevant Risks ( box 2 ) 
 
No new risks identified 
 
 
It is pertinent that the Board is mindful of the potential for adverse 
publicity and any potential negative impact on the Trusts reputation. 
 
 
 
Assurance / Reporting Mechanisms (box 3) 
 
Established reporting mechanisms continue  
 
 
 
 
 
 
Gaps/Controls ( box 4 ) 
 
Process in place to deal with adverse events  
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/05/P-14 
 
SUBJECT:   CORPORATE RISK REGISTER 
DATE:          MAY 2016  

PURPOSE:  

 Tick as 
applicable   Tick as 

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

PREPARED BY: Robert Maginnis, Clinical Governance Facilitator & Gill Feerick, 
Head of Quality & Governance 

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

Work has been undertaken with all relevant Executive and Associate Directors to update the 
Corporate Risk Register accordingly bringing together the strategic and high level risks which if 
not addressed would compromise the Trusts ability to achieve its corporate objectives. 
  

The report provides an overview of the current risks on the Corporate Risk Register as at 19 April 
2016. 
 
6 new risk  have been identified:  

 
• Risk 1842 - Risk identified regarding the stand down of EPR service funding as of 

01/04/2016. The existing agency based messaging expert is no longer available to support 
the solution going forwards. 

• Risk 1843 - 2016/17 contracts affecting control target deficit for 2016/17 
• Risk 1844 - Risk in delivery of the Carter Report recommendations 
• Risk 1846 - Mandatory apprenticeship levy to be introduced April 2017 causing a 

significant cost pressure to the Trust 
• Risk 1847 - Risk regarding a delay in referrals from the Specialist Screening Practitioner 

clinic to colonoscopy impacting on the 62 days cancer screening target. 
• 1849 - Risk regarding cancer breaches for patients on shared pathways 

 

 
The Board is asked to review and endorse this update of the Corporate Risk Register.     
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Subject: CORPORATE RISK REGISTER Ref: BoD/16/05/P-14 

 
 
1. INTRODUCTION 

 
1.1 Work has been undertaken with all relevant Executive and Associate Directors to 

update the Corporate Risk Register accordingly bringing together the strategic and 
high level risks which if not addressed would compromise the Trusts ability to achieve 
its corporate objectives. 
 

1.2 There are 100 risks currently recorded on the Corporate Risk Register of which 9 are 
graded as Extreme Risk (15+) and 55 graded as High Risk (8-12). 

 
1.3 All extreme risks (15+) are reported to the Quality & Governance Committee on a 

monthly basis. 
 

1.4 The Corporate Risk Register has been reviewed in order to provide an update as of 19 
April 2016.  

1.5 This review considered: 

• The need to re-score the current risks following an assessment of the controls in 
operation for the year to date and the operational delivery achieved as at the 19 
April 2016. 

• The setting and monitoring of target risk scores going forward for the remainder of 
the financial year 

• Identification of any known new risks 
• Identification of any strategic risks that may impact on the risk to achieving the 

Trust’s objectives. 
 

1.6 During the April review of the Corporate Risk Register the following changes are to 
note: 
 
6 new risks have been identified 

 
• 1842 – Risk identified regarding the stand down of EPR service funding as of 1 April 

2016. The existing agency based messaging expert is no longer available to 
support the solution going forwards. 

 
• 1843 – The 2016/17 contract offer from the commissioners does not reflect planned 

activity and the contract value is too low. This has an impact on the ability to 
achieve the control target deficit for 2016/17. 

 
• 1844 – Risk in delivery of the Carter report recommendations 
 
• 1846 - Mandatory apprenticeship levy to be introduced April 2017 causing a 

significant cost pressure to the Trust 
 
• 1847 - Risk regarding a delay in referrals from the Specialist Screening Practitioner 

clinic to colonoscopy 

• 1849 Risk regarding cancer breaches for patients on shared pathways 
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      No risks has been removed and closed 
 

1.7 The nine extreme risks as listed in appendix 1 have been reviewed by the risk lead 
although no re-scoring was required during this review. 

 
2. CONCLUSION 
 

2.1 Each month all risks will be reviewed by the risk owner and re-scored appropriately. 
 
2.2 Where concerns exist regarding the mitigations in place for any high risks these will be 

brought to the attention of the Committee by exception when reporting on the extreme 
risks. 
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Corporate Red Risk Register

ID Opened
(date risk
identified)

Domain Description Mitigation Handler Service unit Consequen
ce (current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Risk level
(Target)

Next
review date

Progress Notes

1025 10/04/2013 Quality/
Complaints/
Audit

Risk identified of not
meeting the 4 hours in
ED/A&E : the details
and impact are as
follows:
There is a risk of a
sustained failure to
deliver on the ED
waiting times target or
not to achieve the 95%
year end position,
impacting on monitor
compliance, CQUIN
and contractual
implications, quality of
service and financial
sanctions in contract.

GP in the ED continues
out of hours.

Additional bed capacity
and locums to support
patient flow and single
sex demands.

Director of Operations
and Clinical Directors
outlining plan to close
escalation beds and
deliver against target.

Constant Monitoring
and RCA of all
breaches.

Kelly, 
Karen -
Director of
Operations

Director of
Operations

Major Almost
certain

20 Extreme
Risk (15-25)

High Risk
(8-12)

03/05/2016 March 2016 - The year
end position has not
been achieved for
2015. New trajectories
for improvement have
been agreed for Q1.

1713 01/04/2015 Finance
including
claims

Failure to deliver the
16/17 financial plan
including CIP
programme and clinical
activity in accordance
with contractual
agreements.  Failure
would adversely impact
on the financial stability
of the Trust, resulting in
the need for further
borrowing to support
the continuity of
services.

Vacancy Control
Implemented.
Transformational CIPs
revised.
Contingency schemes
identified worked up by
ET.  Progress reported
to the Trust Board.
2 Year recovery plan
being developed.
Additional controls in
place to manage
agency spend and
waiting list initiatives.

Wright, 
Michael -
Director of
Finance

Director of
Finance

Major Likely 16 Extreme
Risk (15-25)

Moderate
Risk (4-6)

05/05/2016 April 2016 - Financial
plan for 2015/16 is a
planned deficit of
£16.2m;which is £5.1m
adverse to plan. DoF

1779 29/10/2015 Finance
including
claims

Risk identified in
Maternity services
regarding the accuracy
of data; this could now
lead to a clinical risk
with a financial impact
to the organisation.

Deep dive process is
underway (29/10/15).

Davidson, 
Tom -
Director of
ICT

Director of
Information

Moderate Almost
certain

15 Extreme
Risk (15-25)

Moderate
Risk (4-6)

08/05/2016 March 2016 - Updated
data set and
performance is
currently being tested
with the services to
ensure accuracy. New
reports being produced
for service to sign off.
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ID Opened
(date risk
identified)

Domain Description Mitigation Handler Service unit Consequen
ce (current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Risk level
(Target)

Next
review date

Progress Notes

1832 19/02/2016 Impact on
the safety of
patients,
staff or
public

Risk identified
regarding no
availability until April for
all clinics.
Outstanding patients
on review list from
Lorenzo changeover in
Oct 2014 approx 1,300
Outstanding on current
review list 1,450

Capacity issues 
Cataracts â€“ 34 TAL,
Paper 70
General 123 TAL, 99
paper 
Capacity issues
identified in
Ophthalmology Clinics
including following lack
of capacity:
Laser â€“ 155 mixed 
paeds 23 TAL, 51
paper  

Clinic appointments are
being delayed resulting
in an adverse impact
on vision for some
patients.

Capacity issues are
escalated weekly to
Rotherham Service
Manager for
Ophthalmology so that
she can plan and
source additional
capacity as required.

Kelly, 
Karen -
Director of
Operations

Director of
Operations

Major Likely 16 Extreme
Risk (15-25)

High Risk
(8-12)

08/05/2016 12/4/16 Further
meeting with Penny
Fisher regarding
information
requirements for
Ophthalmology
Service. Kieran Baker
to work with Leigh
Jones to develop
information dashboard
to aid capacity
planning.

1226 10/04/2013 Impact on
the safety of
patients,
staff or
public

The Trust continues to
have significant nursing
vacancies in Care of
the Elderly & Trauma &
Orthopaedic services,
although this may be
resolved once the bed
reconfiguration takes
place there continues
to be sustained gaps in
staffing.

Daily red flag reports to
HoN to ensure staff are
deployed appropriately
across the
organisation. Vigilant
management of e-
rostering, 6 monthly
acuity work to continue.
On going recruitment
campaigns. Day to day
monitoring by Matron
of the day.

McNair, 
Heather -
Director of
Quality and
Nursing

Nursing
Director

Moderate Almost
certain

15 Extreme
Risk (15-25)

Low Risk
(1-3)

05/05/2016 April 2016 - Risk
reviewed by Deputy
Director of Nursing and
Quality.

Although
improvements in some
overarching areas the
risk remains and is
being actively
managed.
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ID Opened
(date risk
identified)

Domain Description Mitigation Handler Service unit Consequen
ce (current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Risk level
(Target)

Next
review date

Progress Notes

1568 14/11/2014 Impact on
the safety of
patients,
staff or
public

Risk identified as
unable to identify
children who have an
alert on Lorenzo easily.
The risk relates to
originally to the
Emergency
Department where staff
missed safeguarding
alerts on children. 
Staff used to see an
alert on PAS and
missed alerts haven't
been an issue
previously, only since
the implementation of
Lorenzo. 
Consequently we feel it
is due to the fact that
the alert (the splat
symbol) is not
prominent enough.

safe guarding team
additional checks in
place

Staff are provided with
a user guide on how to
check alerts checking
system in place by safe
guarding team and if
any failure to identify
those children occur
the ED team team are
contacted and checks /
referrals are made.

Processes reviewed
monthly in joint
meetings between ED
and EPR.

Davidson, 
Tom -
Director of
ICT

Director of
Information

Major Likely 16 Extreme
Risk (15-25)

Moderate
Risk (4-6)

30/04/2016 March 2016 - New
improved distinctive
alert due in next
upgrade of Lorenzo 2.8
due April 2016. Risk
can be removed if the
upgrade delivers the
improvement.
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ID Opened
(date risk
identified)

Domain Description Mitigation Handler Service unit Consequen
ce (current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Risk level
(Target)

Next
review date

Progress Notes

1849 11/04/2016 Business
Objectives/
Projects

Risk identified
regarding NHS
England mandatory
guidance related to the
reallocation of cancer
breaches for patients
on shared pathways
published April and will
take effect Oct 2016.
This requires all
patients on a shared
pathway to be referred
to the tertiary centre by
pathway day 38. Any
pathway breaches
incurred where referral
was made after day 38
will result in full
reallocation of that
breach to BHNFT
which would render us
non-complaint against
the GP 62 referral to
treatment standard.
This would result in
failure of KPI, penalties
and jeopardise access
to Improvement
monies. Additionally
extended pathways
lead to poor patient
experience and
outcomes.

Focused pathway work
and improvement
plans.
Network approach to
improving pathway
performance.

Kelly, 
Karen -
Director of
Operations

Corporate Major Almost
certain

20 Extreme
Risk (15-25)

High Risk
(8-12)

11/05/2016 April 2016 - Risk added
to DATIX.

1791 23/11/2015 Finance
including
claims

Risk regarding cash
flow.  Details and
impact as follows;
Issue associated with
deficit position and
availability of
distressed funding
limited to the revised
deficit target given to
the Trust.

Micro manage
cashflow
Recovery of financial
position - delivery of
key actions
Work closely with CCG
and the Distressed
Funding Team at
Monitor.

Wright, 
Michael -
Director of
Finance

Director of
Finance

Major Almost
certain

20 Extreme
Risk (15-25)

Moderate
Risk (4-6)

05/05/2016 April 2016 - Working
capital funds received
from Department of
Health in March of
£2.9.
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Corporate Red Risk Register

ID Opened
(date risk
identified)

Domain Description Mitigation Handler Service unit Consequen
ce (current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Risk level
(Target)

Next
review date

Progress Notes

1846 06/04/2016 Finance
including
claims

Risk identified
regarding the
mandatory
Apprenticeship levy to
be introduced April
2017 causing a
significant cost
pressure to the Trust

To ensure that the
Trust accesses
sufficient virtual funding
from the e voucher
shceme to support
apprenticeship training.
Workforce strategy,
Ongoing successful
apprenticeship
scheme, monitoring
currently via Health
Education England,
future monitoring will
be conducted
nationally

Fernandez, 
Jose -

Director of
Human
Resources

Major Likely 16 Extreme
Risk (15-25)

Moderate
Risk (4-6)

06/05/2016
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/05/P-15  
 

BoD May 2016: Chairman  
 

SUBJECT: CHAIRMAN’S REPORT 

DATE: MAY 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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BoD May 2016: Chairman  
 

Subject: CHAIRMAN’S REPORT Ref: 16/05/P-15 
 
1.  INTRODUCTION  

1.1 This report is intended to give a brief outline of some of the work and activities 
undertaken as Trust Chairman over the past month and highlight a number of items of 
interest. 

1.2 The items reported are not shown in any order of priority. 

2.  TRUST POSITION 
2.1 Our financial position continues to be an issue that we are addressing, along with 

almost every other provider in the NHS, however we are confident that we have hit our 
control total for the financial year. Next year will be as challenging as this financially, 
but we must make real progress with our deficit so we can continue to contribute to the 
overall NHS savings. Through our records on patient safety we can 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. Tribute also needs to be paid to those 
staff who worked tirelessly to plan our services around the junior doctors strike to 
minimise the effect that has had on the public, and those that gave extra to ensure our 
patients were cared for and safe on these days. 

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 13th April I attended the Council of Governors Quality and Governance sub-group, 

alongside Ros Moore, Suzy Brain-England and Janet Dean, where they went through 
the outcome of the quality account and heard a presentation on pressure ulcers and 
tissue viability.  

3.2 The following Wednesday on 20 April I chaired the Council of Governors general 
meeting, where we had presentations from Bob Kirton and Michael Wright on our 
business plan for 2016/17, Janet Dean on her role as a Non Executive Director (NED), 
and Richard Jenkins deputising for the Chief Executive gave his report.  

3.3 Council of Governors also agreed to remove the 10 year term of service for NEDs in 
the Terms of Reference for the Nominations Committee, and agreed to a constitutional 
review, which will come to the Board of Directors in due course. 
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4. NEWS & EVENTS 
4.1 On Saturday 2nd April, alongside Dickie Bird OBE I started the Pram Push organised to 

raise money for the Tiny Hearts fund. It was a horrible day, wet and windy, yet over 40 
families turned out to give support to the hospital and have raised significant amounts of 
money for the fund.   

4.2 Also on 4 April I attended the Chairs and Chief Executives working group for the 
Working Together programme where we discussed the Sustainability and 
Transformation Plan (STP).  

4.3 On 5 April along with Non Executive Director (NED) colleagues I attended a bed 
management meeting and then I went to the follow up meeting to see how our staff are 
coping with the daily issues thrown up in the Trust. We were impressed to see the team 
in action and learn how they deal with the constant flow of patients through the Trust.   

4.4 Also on 5 April I joined Heather McNair and Karen Kelly at the local authority Overview 
and Scrutiny Committee to present and answer questions about our Care Quality 
Commission (CQC) report.  

4.5 On 5 April I joined our Medical Director at the Barnsley Health and Wellbeing Board in 
an effort to step up our partnership attendance at borough wide boards.  

4.6 On 15 April I hosted a visit by Michael Dugher MP to our A&E department; Michael then 
went on to look at Dementia Services in the Trust.  

4.7 Also on 15 April I attended a charity “rock” concert at Gawber Working Men’s Club, 
where they were raising money for the Tiny Hearts appeal.  

4.8 On 20 April I was pleased to be invited to be on the judging panel by DCH2016 for 
innovative solutions to issues in the NHS. A project jointly worked on by Tracey 
Helliwell and HMA Digital was judged to be the winner for their idea of digitising the 
passport that people with learning difficulties carry. 

4.9 22 April marked the nomination ceremony for the Heart Awards where I presented 
certificates to all of the staff who had been nominated and announced the final shortlist 
in each category. 

4.10 On 25 April, with colleagues from the Trust, I attended the Sustainability and 
Transformation Plan event in Rotherham, where we were given an update on progress 
from the leaders and worked up some priorities in different workstreams.  The next 
event for this will be on 10 June, just before the plan needs to be submitted. 

4.11 On 26 April I visited the Gawber Road Church Hall to receive a cheque for £250 raised 
by the play group. 
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5. BARNSLEY HOSPITAL CHARITY  

5.1 The generosity of local people and the support for our Charity continues to grow. 
These are the latest figures for this financial year up to the latest balance at the time of 
writing. 

5.2 Donations      £13,260.35 

 Legacies        -  

 Other Income     -  

 TOTAL         £13,260.35 

 Tiny Hearts    £185,518.18 
 

 
 
 
Stephen Wragg 
CHAIRMAN 
May 2016 
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REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: BoD 16/05/P-16 
 

SUBJECT: CHIEF EXECUTIVE’S REPORT 

DATE: MAY 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: D Wake, Chief Executive 

STRATEGIC CONTEXT  

To report particular events, meetings or publications that the Chief Executive would like 
to bring to the Board’s attention. 

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 16/05/P-16 

 

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

as Chief Executive and Deputy 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. ANNUAL REPORT 
2.1 The Trust’s Annual Report for the period 1st April 2016 to March 2016 is in preparation 

and is on schedule.  Auditors, PWC have inputted into the production process.  The 
Board is receiving draft versions of the report external to the formal Board meeting to 
ensure the very latest versions are circulated for comment in preparation for the final 
sign off at the Extraordinary Board meeting on 24th May 2016. 

3. SUSTAINABILITY AND TRANSFORMATION PLAN 
3.1 The various workgroups are starting to develop ideas but these remain embryonic.  A 

workshop for involved organisations and patients groups was held on Monday 15th 
April 2016 with the Trust being represented by the Chairman, the Director of Strategy 
& Business Planning and the Medical Director.   

3.2 A number of round table discussions occurred and further work will be undertaken in 
line with the national timetable submission date 30th June 2016.   

3.3 As plans and options become clearer, these will be shared with the Board of Directors. 
4. JUNIOR DOCTOR’S STRIKE 26TH- 27TH APRIL 2016 

4.1 The two full day strikes passed without any immediate safety issues for patients.  A 
well ordered picket was in place on both days.  About 20% of the junior doctors 
attended for work. 

4.2 The total impact on patients was 256 cancelled clinic appointments and 11 operations 
cancelled.  Medical Staff, Advanced Nurse Practitioners, Managers, Pharmacists and 
many other staff groups provided fantastic support to ensure the strike passed off 
uneventfully. 

4.3 A debrief will be held in the near future and scenario planning undertaken given the 
likelihood of further industrial action. 

4.4 Resilience planning is underway to plan for any further strikes that may occur. 
5. MONITOR RETURN 

5.1 The return to Monitor for the fourth quarter of 2015/16 (Q4) was approved for 
submission on 28th April 2016.  It reflected compliance against most targets with the 
exception of A&E and breast screening/cancer, and ongoing work in response to the 
Care Quality Commission. 
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6. CONSULTANT APPOINTMENTS 
6.1 I would like the Board of Directors to note the progress on the following Consultant 

appointments:- 

• The post for two new consultants in Paediatrics have been advertised with a closing 
date of 1st May 2016.  The interview date has been scheduled for 25th May 2016 

• The post for a new consultant for Care of the Elderly has been advertised with a 
closing date of 1st May 2016.  The shortlisting and interview dates have yet to be 
confirmed. 

 
Diane Wake 
CHIEF EXECUTIVE 
May 2016 
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REPORT TO THE BOARD OF  
BARNSLEY HOSPITAL NHSFT REF: BoD 16/05/P-17 

 

BoD May 2016:CoG  

SUBJECT: COUNCIL OF GOVERNORS 

DATE: MAY 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: Stephen Wragg, Chairman 
PRESENTED BY: Stephen Wragg, Chairman 
STRATEGIC CONTEXT  

The role and responsibilities of the Council of Governors and the Board’s responsibilities of 
working with and providing support to the Council. 

EXECUTIVE SUMMARY  

The attached papers from the Council of Governors illustrate a small part of how the Council of 
Governors continues to hold the Non Executive Directors to account. 
 
The meeting agenda and Minutes evidence information provided by the Board to the 
Governors, and the Board’s listening and responding to questions and comments from the 
Governors. 

CONCLUSION AND RECOMMENDATION(S)  
 
The latest agenda (from General Meeting held in April 2016) and approved minutes (February 
2016) are attached, to illustrate how the Board and Governors continue to work together to 
support development of services to patients.  They also reflect some – but not all – of the ways 
in which the Governors and Board meet the requirements: 

- for the Board of Directors to listen to and take account of the view of the Council of 
Governors 

- to provide both information and training to governors 
- for the Council of Governors to hold the Non Executive Directors to account 
- Governors’ responsibilities for appointment on Non Executive Directors 

 
The Board is asked to receive and note this report. 
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GENERAL MEETING OF THE COUNCIL OF GOVERNORS 
OF BARNSLEY HOSPITAL NHS FOUNDATION TRUST 

5.30-7.30PM, WEDNESDAY 20 APRIL 2016 
IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL 

AGENDA 

1. Apologies & Welcome 

2. To invite comments from members of the public 

3. To receive any declaration of interests  

4. To approve Minutes of the General Meeting held on 17th February 2016 ENC 04 

5. To consider any matters arising from the Minutes of the last General Meeting 

6. To receive an overview on the Trust’s 2016/17 business plan ENC 06 
–  Mr R Kirton, Director of Strategy & Business Development and  
    Mr M Wright, Director of Finance 

7. To receive and review update on the 2015/16 Quality Account  ENC 07 
and preparation for 2016/17 – Ms G Feerick, Head of Clinical Governance 

8. To receive a personal perspective on the role of the Non Executive Director Verbal 
–  Ms J Dean, Non Executive Director   

9. To receive a report from the Trust’s Chairman, Mr S Wragg ENC 09 

10. To receive a report from the Lead Governor, Mr J Unsworth  ENC 10 

11. To receive an update report from the Trust’s Chief Executive ENC 11 
–  presented by Dr R Jenkins, Medical Director/Deputy CEO 

12. To receive latest update report from the Council of Governors’ sub-groups ENC 12 
 – Mr D Brannan (Chair, Finance & Performance) and Mr T Smith (Vice Chair, 
   Quality & Governance) 

13. To receive latest report from the Nominations Committee ENC 13 
–  S Wragg, Chairman    

14. To receive and note reports from the Board of Directors ENC 14 
–  latest Board agenda and Minutes (meetings held in public)  
–   latest monthly integrated performance report  
–  Horizon Scanning report 

15. To consider issues raised by Governors  
–  items highlighted in pre-meeting  

16. Any other business, including  
–  matters raised by the public  
–   date of the next General Meeting: Wednesday 15th June 2016, 5.30-7.30pm 

 

 
 
Signed:  …………………..  
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COUNCIL OF GOVERNORS – APRIL 2016 REF: CG/16/04/04 
 

MINUTES OF A GENERAL MEETING OF THE COUNCIL OF GOVERNORS 
HELD ON 17 FEBRUARY 2016, 5.30PM 

IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL 

Present: Mr P Ardron Partner Governor, Sheffield Universities 
Ms K Armitage Public Governor, Barnsley Public Constituency 
Mr D Brannan Partner Governor, Voluntary Action Barnsley 
Ms G Cockerline Staff Governor, Non Clinical Support 
Mr A Conway Staff Governor, Volunteers 
Mr A Dobell Public Governor, Barnsley Public Constituency 
Mr A Grierson Public Governor, Barnsley Public Constituency 
Mr B F Leabeater Public Governor, Barnsley Public Constituency 
Mr C Millington Partner Governor, Barnsley Clinical Commissioning Group 
Ms A Moody Public Governor, Barnsley Public Constituency 
Cllr J Platts Partner Governor, Barnsley MBC 
Mrs L Sanderson Staff Governor, Nursing & Midwifery 
Mr R Slater Public Governor, Barnsley Public Constituency 
Mr T Smith Public Governor, Barnsley Public Constituency 
Mr J Unsworth Lead & Public Governor, Barnsley Public Constituency  
Mr S Wragg Trust Chairman 

In attendance:   
 Mrs S Brain England OBE Non Executive Director 
 Ms J Dean Non Executive Director 
 Ms C Dudley Secretary to the Board 
 Mr T Davidson  Director of ICT (Information & Communication Technology) 
 Ms R Moore Non Executive Director 

Ms D Wake Chief Executive  
Apologies:  
  Ms J Bleasdale Co-opted Governor 

Mrs P Buttling Public Governor, Barnsley Public Constituency 
 Mrs J Gaines Public Governor, Barnsley Public Constituency 

Ms R Hewitt Staff Governor, Clinical Support Services 
Mr M Jackson Partner Governor, Joint Trade Unions Committee 
Mr P Lleshi Partner Governor, Barnsley Together 
Mr S Long Public Governor, Barnsley Public Constituency 
Ms G Morritt Staff Governor, Nursing & Midwifery 
Mrs J O’Brien Public Governor, Barnsley Public Constituency 
Mr H Patel Public Governor, Barnsley Public Constituency 
Mr L Pryor Partner Governor, Barnsley College 
Mr F Skorrow Public Governor, Barnsley Public Constituency 
Mr L Steenson Public Governor, Public Constituency O (out of area) 
Mr R Raychaudhuri Staff Governor, Medical & Dental 
Mrs C Robb Public Governor, Barnsley Public Constituency 

 
CG/16 01  APOLOGIES & WELCOME 

The Chairman welcomed Governors, Directors and senior managers to the 
meeting.  Particular welcome was extended to new Governors Ms Armitage 

Action 
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and Mr Slater, to Mr Davidson and Mrs Dean, attending for the first time 
since joining the Trust, and to Ms Sanderson on her return after a lengthy 
period of sickness absence.  Apologies were noted as above.  
 

CG/16 02  COMMENTS FROM THE PUBLIC 
None.  
 

 

CG/16 03  REGISTER OF INTERESTS & (Enc 3) 
DECLARATIONS OF INTEREST 
The meeting received and reviewed the latest Register of Interests for the 
Council of Governors.  Since being issued, further updates had been 
received from Mr Grierson and Mr Smith, and Ms Armitage had also 
reported some information for inclusion in the Register. Any further changes 
were requested to be reported to the Secretary to the Board & Governors 
direct.  Governors were reminded of their responsibility to ensure any 
interests were declared in a timely manner. 
No declarations were received in relation to the business of the meeting.  
 

 
 
 
 
 
 
 

ALL 

CG/16 04  MINUTES OF LAST MEETING (Enc 4) 

The Minutes of the General Meeting held on 3rd December 2015 were 
reviewed and accepted as a true record.  
 

 

CG/16 05  MATTERS ARISING 
The Chairman reported on a number of matters arising from the December 
Minutes: 

• Minute 15/85: Welcome/Christmas message  
As requested by the Governors, visitors’ parking charges had been 
waived on Christmas Day. 

• Minute 15/91: Constitution  
Review of the Constitution had been completed as approved by the 
Council of Governors and Board of Directors, and was now available on 
both Monitor and the Trust’s websites. 

• Minute 15/93: Election outcomes  
As reported before Christmas and in several of the meeting papers, three 
new Public Governors (Ms Kathryn Armitage, Mr Stephen Long and 
Mr Robert Slater) and one new Staff Governor (Ms Gilly Cockerline) had 
been appointed follow the annual elections and taken up post from 1st 
January 2016.   
Two governors seeking reappointment had been unsuccessful on this 
occasion - Mr Ramsey and Mr Warraich.  The Chairman had written to 
both of them on behalf of the Council to thank them for their commitment 
and valued contribution to the Council to date. 

• Minute 15/98: Any Other Business – Quality & Safety (Q&S) visits  
Governors’ concerns regarding the structure of the Q&G visits towards 
the end of 2015 had been addressed, more detail on which had been 
shared at the Governors’ Quality & Governance sub-group (QGSG) 
meeting on 10th February.  Following training, the Q&S visit schedule 
would resume shortly. 
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• Minute 15/100: Non Executive Director appointment  
As confirmed by her presence at the meeting, following formal approval 
by the Council of Governors in December, Ms Janet Dean had been 
offered and had accepted appointment as Non Executive Director, with 
effect from 1st January 2016.  
 

CG/16 06  TRUST’S RESPONSE TO THE     
CARE QUALITY COMMISSION (CQC) REPORT 
Ms Wake shared the presentation made to the CQC at the Quality Summit 
held in January.  The summit had been convened to discuss the CQC’s 
findings, outline the Trust’s response (including work already progressed 
before and since the inspection visit in July) and agree further actions both 
internally and with stakeholders from across the community. 
Ms Wake advised that the inspection had been welcomed by staff and 
management at the Trust as an opportunity to showcase the good work 
ongoing across the hospital and provide a platform for improvement, building 
on existing achievements.  At the time of the visit, the Trust had been under 
two breaches against licence, which would have prevented it from receiving 
the highest rating of ‘outstanding’: of the 39 areas inspected, 29 had been 
rated as good, one outstanding, nine for improvement and none as 
inadequate. Today only one breach against remained in place against the 
Trust’s Licence, for finance.  Ms Wake affirmed that the Trust was hopeful of 
a return visit from the CQC in the Autumn to show them the progress made 
and improve the ratings to more fully reflect the hospital’s high standards.  
The re-inspection would focus on those areas not previously rated as green. 
Two regulations had been deemed not met: one in terms of registered sick 
children’s nurses in A&E.  Ms Wake explained that at the time of the 
inspection three shifts were not filled by these specialist nurses but 
appointments had since been made to the vacancies and the Trust was now 
fully staffed with no gaps in that area.  Children’s services was always a  
challenge for any district general hospital (DGH) as staff trained in this field 
were strongly attracted to specialist units, such as Sheffield Children’s 
Hospital.  The Trust was currently looking at how to manage its children’s 
services differently to promote better alignment between elective and non-
elective, which would also guard against any recurrence of the gaps.  The 
second regulation related to medicines reconciliation not being completed 
within 24 hours of admission.  Work since the visit had improved this to 
nearly 84% compliance and the team expected to meet the 95% target 
before the financial year end.  Ms Wake also outlined the work on the other 
areas noted for improvement, building and expanding on existing services. 
Ms Wake was pleased to confirm that, with one exception, none of the areas 
identified for improvement in the visit had been unknown to the Trust and 
work/plans to redress issues had already been underway.  The single 
exception had been oxygen prescription, which had been ongoing but 
needed to be better supported with more robust and clearer policies and 
protocols, which were now underway.  The Chairman and Ms Wake affirmed 
that the proposed service improvements needed to be supported by external 
stakeholders too to fit with planned community-wide developments.  
Stakeholder representation at the quality summit had been limited, possibly 
reflecting the reported good outcomes and thus low level of concerns by  
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stakeholders, and discussions around stakeholder support for key drivers for 
the future such as bed reconfiguration plans and repatriation of elective 
work, were already ongoing.   
In response to Governors questions and comments on the CQC report, 
further feedback from Ms Wake included:  
• confirmation that, when compared to the ratings from other neighbouring 

Trusts, BHNFT had been alone in achieving an ‘outstanding’ rating 
against any service area; 

• confirmation that BHNFT had been recorded as the sixth highest incident 
reporting trust, which was a good reflection on the ethos of openness and 
transparency across the organisation, as had also been evidenced in the 
positive feedback from the latest staff survey (to be shared with 
Governors after more analysis); 

• an outline of progress to date on key areas, including analysis carried out 
to support repatriation of elective work; the preliminary work progressed 
around issues such as “choose and book” to ensure earlier appointments 
were available for first appointments without impacting detrimentally on 
the overall treatment pathway times; improvements in Trauma & 
Orthopaedics, which had already driven down waiting times, and 
engagement with GPs to promote awareness of expanded urology and 
laparoscopic services; 

• sincere thanks for the Governors’ recognition of the ’outstanding’ rating 
achieved for End of Life Care; 

• an overview of the wide range of methodologies being applied to recruit 
more consultants, the success of which had been evidenced by recent 
appointments.  Some difficulties remained in certain specialties, which 
reflected the national position 

Ms Sanderson commented that she had spent a lot of time in hospitals 
recently and, as a nurse, had been surprised and disappointed by the lapse 
in some standards of nursing, with a range of basic tasks delegated to 
health care auxiliaries.  Ms Wake agreed; maintaining core standards was 
something the Trust strove to protect at all times.  She was pleased to report 
on the recent introduction of an HCA (Healthcare Assistant) certificate in the 
past 12 months, to promote training and development as well as recognising 
their input too.  This had been well received by the staff involved. 
Governors welcomed the largely positive feedback from the report and 
congratulated the Trust on its achievement.  Governors asked that their 
congratulations be sent to all the staff who had contributed to the good 
outcome overall from the inspection. 
Governors had noted that the inspection and proposed responses had not 
referenced the Trust’s financial situation.  The Chairman and Ms Wake 
agreed that this remained an ongoing challenge for the Trust, as it was for 
an increasing number of trusts, many in a far worse position than BHNFT.  
The Board was committed to returning the Trust to a surplus position as 
soon as possible, supported by many of the actions outlined in the briefing 
provided by Ms Wake, alongside other plans incorporated in the business 
planning for the future.  The Chairman emphasised that delivery against the 
2016/17 business plan would be vital in order to achieve against the Control 
Target (CT) issued by Monitor.  Whilst the CT for BHNFT would be a deficit 
position, failure against the CT for any trust would prohibit access to any 
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additional funding, which would be something that BHNFT would be reliant 
upon for the year.  Ms Wake advised that the CTs and the Sustainability & 
Transformation Plans were part of the Department of Health’s programme to 
draw the NHS overall back into financial balance. The Chairman and 
Ms Wake suggested, and it was agreed, that it would be useful for the 
Director of Finance to attend the next meeting to explain the CT further.   
Ms Wake was conscious that she had focussed on areas for improvement in 
her briefing to the meeting.  Access to the full CQC report had been 
provided to Governors previously and Ms Wake urged everyone to read it 
again to note the extensive list of good things identified from the inspection 
too.  
 

CG/16 07  QUALITY ACCOUNTS 2015/16 PROGRESS &  (Enc 07) 
2016/17 DEVELOPMENT 
The meeting received and reviewed the report prepared by the Head of 
Quality & Governance, setting out progress against the 2015/16 priorities 
and indicators and proposals for 2016/17.  The Chairman advised that it was 
largely the same report as had been discussed at length at the recent 
Quality & Governance sub-group (QGSG) meeting, which had been well 
attended by Governors.  The key outcomes from those discussions are 
shown below. 
a) Assurance that any targets not fully achieved in 2015/16 would be 

continued in 2016/17, including issues such as Falls and Hospital 
Standardised Mortality Rates (HSMR), albeit not necessarily as part of 
the Quality Account.  

b) A recommendation from the QGSG for the Council of Governors to 
endorse the group’s decision to adopt pressure ulcers as the local 
indicator selected by Governors, as set out in the report (final section).  
This was unanimously approved. 

Mr Millington also referred to an invitation raised at the QGSG meeting for a 
Governor to attend the Trust’s Patient Experience Group (PEG) as a regular 
observer.  He was pleased to note that several expressions of interest had 
been received.  
 

 

CG/16 08  ROLE OF THE DIRECTOR OF ICT  
(INFORMATION & COMMUNICATION TECHNOLOGY)  
Mr Davidson was pleased to introduce himself and outlined his background 
before joining the Trust at the start of 2016.  He gave a brief overview of his 
core responsibilities as Director of ICT at BHNFT, which included ultimate 
responsibility for the technology used to support the Trust’s high quality 
clinical care in terms of supporting patient services and robust record 
keeping, data reporting and analysis as required both internally and 
externally.  His overall remit was to help move the organisation forward in 
terms of best use of technology.  The work focussed on four key areas: 
patients, professionals, data sharing and paper: 
• Patients: giving them more access to the data available to them (eg care 

plans) and exploring options for virtual clinic sessions where appropriate. 
• Professionals: ensuring the Trust’s systems were easy to use, fast, 

intuitive and would help to support clinical decisions, with access to 
internal, local and national guidance and directives quickly and easily.   
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• Sharing: building interoperability of systems, making sure information 
was available wherever needed for the patient, internally and across the 
health community, and working collaboratively to reduce duplication. 

• Paperless: facilitating more effective data access and transfer; reducing 
spend on paper and storage, releasing funds to support facilities, staff, 
estates and patient services.   

In response to a query from Mr Smith, Mr Davidson gave assurance that all 
current or future systems would have planning for major disasters built into 
them in line with the Trust’s business continuity and resilience planning. 
Although Mr Davidson had only joined the Trust in January, a lot of work was 
already underway. He was planning to host a series of workshops in March/ 
April to invite input from patients and staff to help inform and develop a new 
ICT Strategy and explore how they could be more involved in its delivery. 
Mr Dobell observed that the more he learned about the Trust, the more he 
was aware of its willingness and ability to adapt and change in order to 
deliver a good idea; this view was widely supported by other Governors.  
Mr Dobell also enquired about plans for expanding e-prescribing, building on 
the pharmacy robot systems.  Mr Davidson acknowledged that this was a 
challenge for most trusts: in his last Trust, e-prescribing had been 
implemented across a majority of the wards – taking up to 5 years to do so, 
with some tough learning en route, but it would certainly be on the schedule 
for BHNFT.  His first priority at Barnsley, however, would be to fully embed 
the new centralised computer system and he was working hard on this, to 
optimise and utilise it to the best of its ability.   Mrs Brain England was 
conscious that Governors had received anecdotal reports about a number of 
issues with the new system and sought further assurance on these aspects.  
Mr Davidson confirmed that he had quickly picked up and explored the key 
areas of concern, some of which he had already taken up with the national 
centre where they had been linked to the system’s performance, others he 
was addressing internally to ensure staff had a better understanding of the 
system and were able to make best use of it. 
Mr Grierson enquired about wider access to Wi-Fi across the site.  
Mr Davidson advised that his team was developing ways to enable staff and 
members of the public to link their own devices to the Trust’s network when 
on site – but it was imperative that this could be done safely, without 
impacting on the Trust’s capacity or security of data.  The Chairman 
confirmed that this was also a national directive.  Additionally he advised 
that, whilst there was no on site public Wi-Fi access currently, Governors 
were able to download and read/annotate papers issued received by email 
on their own systems, using free apps.   
Mr Millington referred back to Mr Davidson’s comments on plans to enable 
data sharing across the health community and enquired about the 
implications of MIG (Medical Interoperability Gateway) and use of bar 
coding.  Mr Davidson acknowledged that working in silos was frustrating for 
staff using clinical systems and not being able to benefit from interlinked 
systems, which could enhance information flows. The Trust would be looking 
more closely at MIG (a national scheme for linking GP patient records 
across the NHS) to get a better understanding its benefits, alongside plans 
to establish an internal development programme too, to bring local 
enablement across the organisation.  In terms of bar coding, the Chairman 
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advised that this was already being used in some areas but could and would 
be expanded as part of the development plans. 
Mr Davidson was thanked for a comprehensive and interesting overview.  
 

CG/16 09  ANNUAL DEVELOPMENT SESSION (Enc 9) 
As Lead Governor, Mr Unsworth presented the report which outlined how 
the Governors’ Annual Development Session (ADS) had run in January 
2016 and key outcomes.  Governors who had attended agreed that the 
report was a fair reflection and that it had been a good session, with lively 
and useful discussions and interaction.   The ADS had been facilitated by 
Ms Kerry Gillott, from the Trust’s Learning & Development team. She had 
since draft a trained programme for Governors, building on the issues 
identified at the session ADS. 
The proposed training programme was approved.  A note of thanks for 
recorded for Ms Gillott’s work, both at the ADS and in developing the 
programme.  
 

 

CG/16 10  CODE OF CONDUCT (Enc 10) 
As agreed, the Governors’ Code of Conduct was presented for annual 
review.  The Chairman highlighted the changes (shown in tracked changes 
in the report): (i) mirroring the requirements for “Fit and Proper Persons”, to 
be equally applicable to Governors as it was for the Trust’s Directors as 
requested by the Council of Governors when reviewing the Constitution in 
October 2015, and (ii) minor amendments to reflect internal changes over 
the past year. 
Mr Unsworth queried the reference to Regulation 5 of the Health & Social 
Care Act in terms of the FPPR but accepted assurance that this was the 
formal reference required.  The Act was accessible on line if any Governors 
wished to read it.  Ms Wake advised that the CQC had checked and 
confirmed Directors’ compliance to FPPR as part of their inspection visit last 
July. 
The revised Code was approved and would be applicable to all Governors 
with immediate effect.  
  

 

CG/16 11  CHAIRMAN’S REPORT (Enc 11) 
The Chairman’s report was received and noted.  It provided commentary 
and updates on a range of activities, items of interest and Board discussions 
since the last General Meeting.   
The Chairman drew attention to section 5, in which a system for updating 
Governors’ Disclosure and Barring Service (DBS) checks was outlined.  It 
was proposed that any Governors whose DBS check was dated earlier than 
1st January 2014 should undertake a new DBS and that annual self-
declarations be required of all Governors thereafter, mirroring the Trust’s 
internal system for staff. 
The Council of Governors supported the system, which would be actioned 
shortly. 
The Chairman also briefly expanded on the Hospital’s Charity and 
highlighted the fantastic response to the incubator collection unit situated at 
the hospital’s main reception.  Donations in this unit alone had reached 
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nearly £10,000 by the end of January.  The report also flagged some of the 
fundraising schemes undertaken by staff to make a contribution to the 
Charity, all of which were greatly appreciated.  A fundraising group had been 
established to support more innovative ideas throughout the year – from 
charity balls to fun runs and amateur dramatics.   
The Chairman also reported on the Charity’s new Statements of 
Recommended Practice (SORP), which would be applied to the Charity’s 
year end accounts in 2015/16 for the first time.  To support this, additional 
work would be required by the external auditors, PriceWaterhouse Coopers 
(PwC), who had quoted an additional fee of £750.  Whilst this would be 
clearly linked to the regular audit work and was thus not ‘non-core work’, the 
Charity’s Board of Trustees had thought it appropriate to raise with the 
Council for transparency.  The Council approved the additional work by PwC 
at the agreed fee. 
On a separate issue, Mr Unsworth enquired about the Trust’s response to 
the Junior Doctors’ contract recently imposed by the Secretary of State for 
Health.  Ms Wake advised that all trusts had been advised that compliance 
was mandatory in order to retain training staff.  She and the Chairman 
acknowledged, however, that it was a difficult position with risks associated, 
including further industrial action.  
 

CG/16 12  LEAD GOVERNOR’S REPORT (Enc 12) 
The Lead Governor’s report on activities since the last meeting and items of 
interest for the Council was received and noted.  Mr Unsworth drew attention 
to the national Governwell training programme; anyone interested was 
asked to liaise with the Secretary of the Board & Governors for more 
information.  He also added thanks for Mr Smith, Ms Moody and 
Mr Brannan for their support with the preparation work for the ADS and 
development of the 2016 training programme for Governors.  
 

 

CG/16 13  CHIEF EXECUTIVE’S REPORT (Enc 13) 
The Chief Executive’s report was received and noted.  As usual, Ms Wake 
offered to expand on or answer Governors’ questions on any items in the 
report. 
In relation to the agency spend cap, the Chairman confirmed that the cap, 
and the systems established internally to control expenditure against the 
restrictions, had helped to reduce some of the spend against agency staff.  
The Trust would continue to adhere to the cap as much as possible although 
there had been a small number of breaches at peak times, to maintain safe 
staffing. Some other trusts in the region had adhered to the cap less 
stringently and this could adversely impact on the Trust in the future.  The 
situation would continue to be closely monitored.  
   

 

CG/16 14  SUB-GROUP REPORTS (Enc 14) 
The submitted report provided by Mr Brannan, for Finance & Performance 
(F&P), and Mr Smith, for Quality & Governance (Q&G), was received and 
noted.  Governors were reminded of forthcoming meeting dates. 
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CG/16 15  BOARD OF DIRECTORS (Enc 15) 
The agenda (February), Minutes (January) and latest Integrated 
Performance and Horizon Scanning reports as presented to the Board of 
Directors meeting held in public in February 2016, were received and noted.  
Questions on any of the Board’s papers were welcomed and key issues from 
the IPR continued to be reviewed at Governors’ sub-group meetings 
regularly.  
 

 

CG/16 16  ISSUES RAISED BY GOVERNORS 
None – all issues covered in earlier discussions.  
 

 

CG/16 17  ANY OTHER BUSINESS 
There being no further business, the meeting ended at 7.15pm.  The date of 
the Council of Governors’ next General Meeting was confirmed for 5.30-
7.30pm on Wednesday 20th April 2016.  
 

 
 
 
 
 

  

 

Pack pg 118



F&P May 2016: F&P Chair Log (Apr) 

   

REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/05/P-18 
 

SUBJECT: FINANCE & PERFORMANCE ASSURANCE REPORT 

DATE: MAY 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&P) 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 
This meeting was not only looking at March figures but also the year end position in all areas and 
therefore everything was looked at in detail. Included in that review process were the 2016/17 
business plan, the strategic initiatives annual report, a paper on the apprenticeship levy and 
business cases for vital signs and two additional Paediatric Consultants (more information 
presented in private session, prior to contract). Key points for Board to note were as follows.   
The Trust achieved  the revised consolidated outturn of -£16.24 million (unaudited).  Within that 
agency spend continues to be well managed, although the month 12 position is skewed by the 
release of EPR (electronic patient record) agency spend that is offset by income.  Delivery of 
slightly above the expected CIP was also noted; this good outcome was helped by a number of 
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non-recurrent schemes that were added in, resulting in a recurrent to non-recurrent ratio of 
38:62, with recurrent savings valued at £4.718 million.   
The impact of delivering a £16.24 million deficit but with a higher level of non-recurrent CIPs 
places more pressure on next year and in reviewing the 2016/17 plan it should be noted that the 
contingency planned in has now largely been removed.  The revisions keep us on track to deliver 
the plan agreed at Board but make it increasingly difficult and success will be contingent on 
adhering to the national agency caps, achieving CIP and not incurring contractual penalties.  
Board should also therefore note that the CIP plan for 2016/17 stands at £5,745,429 against a 
required target of £7 million (£500,000 of that is from some work by external consultants which 
still needs validation).  Currently there is significant risk attached to schemes at low maturity 
(56% at level 1) as experience has shown that original scheme values often drop at the financial 
validation stage but work is ongoing to validate schemes to level 4 maturity quickly and identify 
more plans throughout the year. 
A number of activity targets continue to give concern. The 4 hour performance for quarter 4 was 
87.2%, giving a full year performance of 92%. The aim is to get back to 95% by the end of May 
and with three days remaining in April performance is at 92.51%. The breach position for breast 
symptomatic and 2 week cancer has continued and is impacting on both targets.  The issue is 
largely due to limited availability of the clinic - one day per week.  With extra capacity identified by 
the team, support from Doncaster and the newly appointed Consultant Radiologist offering 
additional support on a part time basis  before taking up his substantive post later in the year, this 
is being redressed and the service is expected to return to target by end of June.  
Sickness absence has fallen in month and the yearend outturn is 3.9% which, whilst not 
achieving target of 3.5%, is the best performance the Trust has ever had and is below last year’s 
outturn of 4.4%.  
The Strategic Initiatives Annual Report was received and showed steady progress against all 
objectives. That said the Trust needs to review this and prioritise key areas, the report also needs 
“SMARTer” measurement against those objectives which will be added in for the next iteration. 
A paper was received on the changes to Apprenticeships. Key points were that the levy was 
compulsory and would be charged whether or not apprentices were employed, additionally the 
Trust was expected to have 2.3% of its headcount as apprentices. The legislation/guidance is still 
being developed so HR will work with operations to determine the best way forward. 
The Committee reviewed the Board Assurance Framework and had no amendments to make.  

RECOMMENDATIONS  

This report therefore recommends the following:- 
- that the Board notes the year end outturn of a deficit of £16.24m (unaudited) 
- that the Board notes the over delivery of the Cost Improvement Plan but with a higher 

than expected non-recurrent element. 
- that the Board notes the extra pressure this places on the 16/17 plan with the loss of 

the majority of the contingency monies.  
- that the Board records its support for the effort to date but continues to push for 

improvements in performance in A&E and outpatients to ensure good outcomes for 
our patients 

- that the Board continues to push for a full Cost Improvement Programme for 2016/17 of 
£7m with a stretch target of £9m and for that to be agreed and in place by the end of 
quarter one at the very latest. 
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Subject: Finance & Performance Committee Assurance Report Ref: BoD 16/05/P--- 

 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
 
Committee / Group Date Chair 
Finance and Performance Committee 28 April 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  

The consolidated financial outcome for 2015/16 has achieved the 
revised plan at -£16.24 million (subject to audit).  The outcome 
also confirmed delivery slightly above the projected Cost 
Improvement Programme (CIP).  The year end cash position was 
favourable against plan too, supported by external funding and a 
slight increase in creditor days. The latter has subsequently been 
reduced by c £500,000 through focussed work in April.   
Delivery against the 2016/17 will be challenging, with pressures 
around the agency cap, external factors such as the NHSLA 
premium and increased costs impacting on income generation. 
Introduction of new processes around waiting list initiatives, 
closure of escalation beds (as at 28 April) and plans to develop a 
more flexible bed base over the coming year will be key steps.  
Lead Officer: Director of Finance 

Board of Directors For assurance 

2.  

Cost 
Improvement 
Programme 
(CIP) 

The CIP over-achieved against plan in month 12 and, as indicated 
above, delivered above projection for the year with actual savings 
of £6,927,239 which is an excellent achievement.  It should be 
noted, however, that a number of non-recurrent schemes were 
added in, resulting in a recurrency to non-recurrent ratio of 38:62, 
with recurrent savings valued at £4.718 million.   
Plans to the value of £5,745,429 have been identified to date 
against a required target of £7 million for 2016/17 and £500,000 of 
that is from some work by external consultant which still needs 
validation.  Currently there is significant risk attached to schemes 
at low maturity (56% a level 1) as experience has shown that 
original scheme values often drop at the financial validation stage 
but work is ongoing to validate schemes to level 4 maturity quickly 
and identify more plans throughout the year.  The Executive Team 
is committed to delivering the plan to full value. 
Lead officer: Director of Strategy & Business Development 

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 

3.  Annual Plan 
2016/17 

The submitted plan was revised to reflect the impact of the 
increase in non-recurrent 2015/16 CIPs.  This has not resulted in 
any change to the projected outcome but only because it has been 
offset by a reduction in interest costs (following further review of 
the previous worse case scenario) and removal of the major part 
of the contingency. 
The contract with our main commissioners was signed off earlier in 
the month.  
Lead Officer: Director of Finance 

Board of Directors For assurance and to note 

4. 
Integrated 
Performance 
Report (IPR) 

Activity  
The Trust continues to perform well generally albeit with breaches 
recorded in the following areas: 
• <4 hours: At 87.2% for Q4 and 92% cumulative for the year end 

the outcome is disappointing but the Trust has a good 
understanding of the pressures and the work ahead.  A phased 
trajectory to return to compliance has been set, to achieve 95% 
by the end of June.  With April at 92.51% (with 3 more days 
remaining in the month at time of writing) good progress is being 
made but more is still required. 

• Breast Symptomatic & 2 week cancer: the breach position for 
breast symptomatic has continued and is impacting on both 
targets.  The issue is largely due to limited availability of the 
clinic - one day per week.  With extra capacity identified by the 
team, support from Doncaster and the newly appointed 
Consultant Radiologist offering additional support on a part time 
basis  before taking up his substantive post later in the year, this 
is being redressed and the service is expected to return to 
target by end of June.  

• Elective diagnostics – data validation for endoscopy and 
gastroscopy continues to make progress, with plans to ensure 
access below target in future.  This should be completed by the 
end of the month, with plans to get to a sustainable <4 weeks 
position. 

Lead Officer; Director of Operations 

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 

5. Workforce  

Sickness Absence: achieved  3.9% for the year.  Whilst this is just 
above the target of 3.55% it is a good improvement year on year 
(4.4% 2014/15) and the lowest ever position for the Trust.  
Mandatory training: at 87.2% was also a good outcome - however 
the Committee is keen to explore options for a 100% target for 
2016/17 but based upon staff available for training. 
Appraisals are above 90% and doing well despite continued 
pressures on staff. Again we need to ensure that the 
measurement is only based upon staff available for appraisal.  It 
was also reported that no issues had been identified for the first 
cohort of nurse revalidation. 
Nurse Recruitment had also done well recently, with a small 
caveat against the student appointments as the market remains 
very competitive and some may not take up post with Barnsley.  
The Trust is working hard to retain their interest. 
Lead Officer: Assoc Director of HR&OD  

Board of Directors For assurance 

6 Apprenticeship 
Levy 

An overview of the new Government scheme for apprenticeships 
was received. The financial impact for the Trust is estimated at 
£400,000 pa for training (plus salaries), based on a levy against 
the PAYE bill.  There is also a target for appointments, based on 
2.3% of headcount.  Further information is due in June and later in 
the Autumn prior to the scheme going live in 2017.   
The levy will be mandatory and it cannot be reduced, whether or 
not apprentices are appointed at the target level or the full funding 
drawn down by the training providers.   
The HR team will continue to assess the options and the fuller 
implications for the Trust and will keep F&P updated.  
Lead Officer: Assoc Director of HR&OD 

Board of Directors To note 

7 ICT 

Continuing concerns around the central computer system were 
noted.  The providers are about to announce a new plan for 
‘splitting the instance’ (ie providing more than one server), which 
should speed up performance. This is encouraging but more is still 
required. 
The team has run a series of successful strategic sessions 
throughout April, feedback from which will inform the new ICT 
Strategy due in May/June.  
Lead Officer: Director of ICT 

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 

8 
Board 
Assurance 
Framework 

The latest iteration was reviewed and has been updated to reflect 
the Apprenticeship Levy (also added to the Corporate Risk 
Register).  
Lead Officer: Assoc Director of HR&OD 

Board of Directors For assurance 
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: BoD 16/05/P-19 
 
SUBJECT:   INTEGRATED PERFORMANCE REPORT 
DATE:          MAY 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 Mach.  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. 
 
 

Pack pg 125



Created by: Management Information Services

Title of report: Integrated Performance Report

Executive Lead: Karen Kelly

March 2016

Integrated Performance Report 

Pack pg 126



Contents

Executive Summary……………………………… 3

Summary…………………………………………….. 9

Patients will experience Safe Care………. 11

Partnerships will be our Strength………. 25

People will be proud to work for us…… 26

Performance Matters………………………… 30

a) Key Performance Indicators……………… 31

b) Data Quality……………………………………… 40

c) Activity……………………………………………… 44

d) Financial Overview……………………………. 46

Pack pg 127



Executive Summary by Exception

RAG Key Messages

YTD 1 Patients will experience safe care Committee: Q&G Page: 11-24

Quality & Patient Experience:-

Falls

Falls resulting in moderate harm

MRSA

In March there was a notable increase in the total number of falls incidents across the Trust. In the main this rise was due to a significant in month increase in 

falls incidents and repeat falls incidents on wards 19 and 20 (the elderly care wards) and an increase in ward 28 falls incidents. The detail behind this is that 

March was a particularly challenging month for wards 19 and 20, both in terms of case mix of patients (high numbers of patients with dementia, DoL’s, etc) and 

low staffing issues. The elderly care team are reporting an improvement in April with a reduction in acuity and an enhancement in staffing and the introduction 

of falls sensors all contributing to an improvement.

It is worth noting the improvement in numbers of falls incidents in other areas such as AMU, wards 17 and 18 has been maintained. The focus of attention 

remains aimed at those high risk areas AMU, wards 18, 19, 20, 23 and 28 and ensuring good multifactorial falls assessment with appropriate care planning 

which now includes the use of falls sensors and promoting the multidisciplinary implementation of safety huddles in these areas.

• Patient on ward 20 had an observed fall from a commode resulting in multiple fractured ribs (DTX 26665).  

• Patient on ward 23 had an unobserved fall resulting in a fractured radius; repeat fall (DTX 25993).  

• Patient on AMU had an unobserved fall from a commode resulting in a fractured humerus (DTX 26141).  

This month we have had one MRSA bacteraemia reported from ward 20. Following a RCA this result is most likely to be a contaminate. This has been discussed 

with the CCG in a post infection review and we are awaiting confirmation that they agree with our assessment. 

During March the Trust received 29 new formal complaints bringing the year to date total to 236.   We closed 11 complaints in March and of this number 4 

were closed within the agreed timeframe.

The % of complaints closed within target for March is 36% bringing the year end figure to 69% against an annual target of 90%.   This is a notable increase on 

the year-end position for the previous year which stood at 35%.

We had 3 re-opened cases in March.

Of the 29 new complaints received in March 14 were allocated to CBU 1, 6 allocated to CBU 3, 4 to CBU 4, 1 to CBU 5 and 4 to CBU 6.       The primary subjects 

of the complaints received in March were (1) clinical care and treatment and (2) issues relating to access, appointment, admission or discharge.      The Trust 

currently has 83 open complaints under investigation, following an increase in complaints received in February and March.   Wider operational pressures have 

impacted on investigation timeframes leading to a dip in performance in March. The majority of complaints are now within the agreed timeframe for 

investigation (92%).  Collaborative working  between the Complaints Team and CBUs continues with close performance management of both quality and 

timeliness of responses.

Complaints

Patients Partnerships People Performance 

Pack pg 128



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

Grade 3

Pressure Ulcers 

 There were 2 hospital acquired avoidable grade 3 pressure ulcers in March

A patient on ward 20 developed a grade 3 pressure ulcer to the ear, as a potential consequence of the elastic from the Venturi mask being applied too tightly. The Trust is currently 

sourcing an alternative to the current oxygen mask called an EcoLife mask, which is designed to reduce the risk of pressure damage occurring.

 

A patient was admitted to BHNFT with documented evidence of pressure damage on admission. However, there was no description or grading and this pressure damage was not referred 

to again throughout the in-patient stay on AMU or ward 31. Prior to the patient being transferred to MVH, grade 3 pressure damage was noted to the heel.  The patient had lower leg 

dressings in place due to leg ulcers, and there were several missed opportunities to assess and document the pressure damage to the heel. The pressure damage was deemed attributable 

to ward 31. 

There were 2 avoidable grade 2 pressure ulcers in March - attributed to ward 14 and theatres.

 

A grade 2 pressure ulcer developed to a patient's sacrum, whilst being nursed as a medical outlier on ward 14 - pressure areas were not accurately assessed on transfer and preventative 

measures were not utilised. The importance of prompt and accurate assessment has been reiterated to staff with the advice to refer to Tissue Viability team if unsure.

 

A grade 2 pressure ulcer developed to a patients sacrum following a surgical procedure in theatres. The Orthotec theatre table routinely has gel pads utilised to prevent pressure damage; 

however, the use of this preventative device was not documented. The pressure damage was therefore attributed to the lack of preventative measures utilised throughout the surgical 

procedure. 

Patients Partnerships People Performance 
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RAG Key Messages

YTD 1 Patients will experience safe care cont. Committee: Q&G Page: 11-24

Safety

Incident resulting in servere harm

Incident resulting in death

1 incidents resulting in severe harm

• Patient was discharged from ward 33 following a fractured hip without any thrombo prophylactic anticoagulants.  Two weeks later patient developed a deep vein 

thrombosis. (DTX 26744) – medication incident resulting in harm

1 incidents resulting in death

• CT scan undertaken in medical imaging showing a thrombus in the superior mesenteric artery and vein resulting in an ischaemic/infarcted small bowel.  Findings were not 

mentioned in the report.  Abnormalities were detected the following week when the radiologist was requested to review the examination following a deterioration in the 

patient’s clinical condition (DTX 26271)

1 incidents resulting in severe harm

• Patient was discharged from ward 33 following a fractured hip without any thrombo prophylactic anticoagulants.  Two weeks later patient developed a deep vein thrombosis. 

(DTX 26744)

Including December 2015, rolling 12 month HSMR is 106.7 (previously 107.9) and YTD HSMR 103.7 (previously 103.0). SHMI for the 12 months to September 2015 

is 97.8 (previously 98.7). An action plan will be reviewed at Q&GC on 27/4/16.

Medication incidents resulting in harm

Mortality HSMR

Serious Incidents
Serious Incidents

• 2016/8632 – VTE following discharge from ward 33 without thrombo prophylactic treatment; incident occurred in March 2016 (DTX 26744)

• 2016/8288 – avoidable grade 3 pressure ulcer on ward 20; this incident occurred in February 2016 (DTX 26059)

• 2016/8391 – avoidable grade 3 pressure ulcer on ward 31; this incident occurred in March 2016 (DTX 26218)

• 2016/7624 – delayed diagnosis of a thrombus resulting in a ischaemic/ infarcted small bowel in medical imaging;  incident occurred in March 2016 (DTX 26271

• 2016/6572 – avoidable grade 3 pressure ulcer on ward 19; this incident occurred in February 2016 (DTX 25518)

• 2016/6589 – avoidable grade 3 pressure ulcer on ward 20; this incident occurred in March 2016 (DTX 26053)

• 2016/6164 – confidentiality breach on ward 37; this incident occurred in February 2016 (DTX 25398)

Patients Partnerships People Performance 

Pack pg 130



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

Staff Turnover - is within the expected range at 9.34%. An annual recruitment and retention report will be presented at the May Finance and Performance 

Committee including details of leavers numbers and reasons analysis. 

Mandatory Training – overall compliance for March 2016 is 87.2% and therefore leaves the Trust in an amber position at year end against a 90% annual target. 

IG mandatory training compliance fully achieved in line with the IG toolkit standards requirements. Training delivery for some courses (IG and Fire, H&S) now 

offered by way of condensed drop in sessions is proving successful to help increase numbers.   

Sickness Absence - sickness fell across the Trust to 3.85% and the Trust has an annual sickness rate of 3.9% which has put us within amber for the year. In 

terms of a breakdown: 7/12 months of the year were between 3.58% (June 2015) and 3.98%. The highest month reached 4.56% (January 2016). By CBU, the 

lowest monthly figure - 0.24% (Estates and Facilities) highest monthly figure - 6.43% (CBU2). All CBUs had at least one month in the red - above 4% - however 

Corporate Services and CBU1 had 1 and 2 MThs respectively only

Appraisals – overall compliance for March 2016 is 91% and therefore met the annual target of 90%. Compliance achieved in all CBUs with the exception of 

Corporate Services due to low compliance in Bank Nursing.
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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

Outpatient DNA Rates
DNA Rates for March are slightly above the 10% target at 10.4%

YTD Qtr Breast Screening

YTD Qtr Cancer Reporting
2 Week Wait

Breast symptomatic 2WW

Quarter 4 performance for 2015/16 achieved 87.6% with a year end outturn of 92.2% 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 8% 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%.

As stated last month, our Breast Screening and Symptomatic targets continue to be missed due to staffing and equipment challenges.

From April we would expect to see improvements thanks to additional evening clinics being run. We have appointed a new trainee Mammographer who will 

be able to boost our screening capacity before the end of 2016 and we will shortly be advertising the Advanced Practice Mammography post that received 

approval from ET at the start of April 2016. On the equipment front, some of the preparatory estates work has now been completed and installation of the 

new equipment will commence in May 2016. We continue to push NHS England for their approval of our Fuji Innovality Tomosynthesis machine for screening 

patients, an undertaking that is long overdue and has been repeatedly highlighted in contract meetings.

In March there was a failure to achieve the ‘2ww breast symptomatic' target. This has not been compliant since October 2015. Once again, this relates to a 

combination of patient choice and capacity issues. Issues relating to overall 2ww capacity (both GP and Breast) have predominantly affected CBU4 with 

capacity challenges over the Easter period playing a significant role. 

In March there was a failure to achieve the GP ‘2ww’ target. This was the third consecutive month that the 2ww target has failed. Once again, this relates to a 

combination of patient choice and capacity issues. 
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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 £16.2m that is £5.1m adverse to the plan. This is driven by several key factors:- risks, adjustments and penalties 

incurred of £1.m, a favourable position on 2015/16 CIP achievement of £0.2m, but offset by 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 £1.4m 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 7 21 22 23 24 25 26 27 28 29 30 31 32

Domain KPI Target Set By
Current 

Qtr

Financial Year 

to Date
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Trend

FFT Positivity Rates - ED
G >85%, A >=80%-

85%, R <80%
BHNFT 89.1% 89.0% 78.3% 70.6% 81.4% 85.4% 93.8% 92.1% 90.3% 87.8% 91.4% 85.1% 85.8%

FFT Positivity Rates - IP
G >85%, A >=80%-

85%, R <80%
BHNFT 97.3% 96.7% 97.8% 96.5% 97.5% 98.2% 97.9% 97.8% 96.5% 96.3% 98.4% 97.9% 96.7%

FFT Positivity Rates - OP
G >85%, A >=80%-

85%, R <80%
BHNFT 94.3% 98.9% 90.0% 91.5% 90.7% 95.3% 92.5% 92.8% 93.3% 94.8% 95.6% 95.1% 98.0%

FFT Positivity Rates - MAT
G >85%, A >=80%-

85%, R <80%
BHNFT 97.5% 97.1% 99.0% 96.5% 98.7% 96.0% 96.4% 97.9% 97.4% 96.6% 98.2% 96.4% 98.3%

Complaints closed within target
G >90%, A >=70%-

90%, R <70%
BHNFT 68.5% 55.0% 63.0% 88.9% 76.5% 78.9% 66.7% 41.7% 65.2% 71.4% 55.6% 89.5% 36.4%

Dementia - Find/Assess 90% National 95.0% 91.3% 97.5% 95.0% 94.3% 94.3% 95.2% 95.5% 96.4% 95.5% 95.4% 93.1% 94.5%

Dementia - Investigate 90% National 100% 100.0% 100.0% 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% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Falls 515 BHNFT 872 68 67 71 82 76 73 77 70 63 71 70 84

Multiple Falls 128 BHNFT 191 16 15 12 18 16 22 21 17 12 6 16 20

Falls resulting in moderate harm or above 20 BHNFT 24 2 3 6 1 0 2 0 4 1 1 1 3

Hand washing 95% National 99.1% 99.6% 99.6% 98.2% 96.3% 98.6% 99.6% 99.5% 99.4% 99.8% 99.9% 99.6% 99.5%

Pressure Ulcers Grade 3 & 4 (Avoidable) 0 BHNFT 14 0 1 2 3 2 0 0 1 0 1 2 2

Pressure Ulcers Grade 2 (Avoidable) 0 BHNFT 21 n/a n/a n/a 2 2 2 2 0 2 2 7 2

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 0 1 1 4 2 0 0 0 3 1 0

MRSA Bacteraemia 0 NHSE 1 0 0 0 0 0 0 0 0 0 0 0 1

VTE Screening Compliance 95% NHSE 95.4% 95.1% 95.3% 95.8% 96.1% 95.5% 95.6% 95.5% 95.3% 95.4% 95.3% 95.3% 95.0%

Incidence of Medication Errors - All 400 National 394 34 28 28 40 36 40 52 31 31 23 28 23

Incidence of Medication Errors - No adverse outcome 241 National 267 23 18 19 23 27 25 41 21 20 15 18 17

Incidence of Medication Errors - Near misses 63 National 111 8 9 8 14 8 14 11 9 11 6 8 5

Incidence of Medication Errors - Causing harm 10 National 16 3 1 1 3 1 1 0 1 0 2 2 1

Never Events - Occurred in Month 3 2 0 0 0 0 0 0 0 1 0 0 0

Never Events - Reported in Month 3 2 0 0 0 0 0 0 0 1 0 0 0

Serious Incidents 66 NHSE 73 6 3 11 11 5 9 4 6 5 3 3 7

Death 0 National 10 1 0 4 1 0 0 2 0 0 1 0 1

Severe 0 National 21 2 4 3 1 0 1 2 4 2 1 0 1

Percentage of Incidents Causing Harm <28% BHNFT 7.3% 8.5% 5.9% 7.2% 7.2% 5.7% 7.0% 7.1% 7.3% 5.2% 9.7% 6.8% 10.1%

Total (All) 7400 National 7867 674 662 693 794 665 671 716 599 560 610 621 602

HSMR (Rolling 12 months) 100 National 107.9 102.49 103.23 104.9 105.0 106.1 105.9 107.2 107.9 106.7

SHMI (Rolling 12 months) 105 National 98.7 98.7

HSMR (Year to date) 100 103.0 94.4 87.4 94.8 98.5 101.1 100.1 102.6 103.0 103.7 0

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
Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Trend

Staff Turnover (Rolling 12 months)
G <=10%, A >10%-11%, R 

>11%
BHNFT 9.34% 9.09% 9.66% 9.85% 9.63% 9.81% 10.08% 9.88% 9.92% 10.00% 10.12% 10.10% 9.34%

Appraisals (Rolling 12 months)
G >90%, A >=70%-90%, R 

<70%
BHNFT N/A 12.60% 30.32% 83.02% 88.69% 89.27% 90.07% 89.88% 89.84% 88.47% 89.30% 88.65% N/A

Mandatory Training (Rolling 12 months)
G >90%, A >=85%-90%, R 

<85%
BHNFT 86.00% 82.24% 84.30% 86.48% 86.80% 86.91% 86.22% 85.42% 84.70% 85.20% 86.30% 86.00% 87.20%

Sickness Absence (Rolling 12 months)
G <=3.5%, A >3.5%-4%, R 

>4%
BHNFT 4.01% 3.75% 3.65% 3.58% 3.89% 3.96% 3.78% 3.97% 4.23% 4.11% 4.75% 4.44% 3.85%

RTT Admitted 90% National 89.8% 94.5% 96.9% 96.8% 94.0% 98.1% 97.6% 95.6% 94.6% 92.2% 94.6% 89.8% 89.1% 90.5%

RTT Non-Admitted 95% National 98.0% 97.7% 97.7% 97.3% 97.9% 98.3% 98.2% 94.9% 97.3% 98.6% 98.4% 97.2% 98.3% 98.2%

RTT Incomplete Pathways 92% National 95.3% 94.5% 92.2% 92.5% 94.6% 95.7% 94.5% 94.5% 95.4% 95.7% 95.1% 96.3% 95.2% 94.6%

Diagnostic patients waiting more than 6 weeks 0 National 282 2 7 3 0 12 7 6 22 119 15 11 78

Cancer 2 Week Waits 93% National 92.5% 95.8% 99.3% 98.1% 98.4% 96.9% 95.4% 96.5% 98.0% 95.8% 95.0% 92.8% 92.1% 92.8%

Symptomatic Breast 2 Week Waits 93% National 88.2% 92.1% 96.3% 93.2% 95.1% 89.2% 92.0% 98.1% 98.9% 90.4% 89.0% 91.0% 87.3% 87.2%

31 Day - 1st Definitive Treatment 96% National 98.5% 98.8% 98.8% 100.0% 100.0% 98.5% 100.0% 97.3% 100.0% 100.0% 94.9% 97.4% 100.0% 98.6%

31 Day - Subsequent Treatment (Surgery) 94% National 95.2% 99.2% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 87.5% 100.0% 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 91.0% 86.8% 88.0% 84.1% 83.2% 77.2% 91.6% 85.3% 89.2% 85.1% 85.9% 89.5% 89.9% 93.9%

62 Day - Screening Referral to Treatment 90% National 100.0% 98.9% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 85.7% 100.0% 100.0% 100.0% 100.0%

62 Day - Consultant Upgrade to Treatment 85% BHNFT 88.4% 88.5% 100.0% 92.3% 81.8% 88.9% 66.7% 92.3% 100.0% 80.0% 87.0% 81.3% 100.0% 86.7%

Emergency % Patients Waiting <4 Hours 95% National 87.6% 92.2% 91.7% 96.3% 97.2% 93.2% 95.4% 94.1% 90.9% 92.9% 92.8% 89.0% 87.2% 86.7%

Average Length of Stay - Elective
G <=2.42, A >2.42-2.67, 

R >2.67
BHNFT 2.61 2.46 3.24 2.94 2.40 2.35 2.86 2.47 2.31 3.05 2.56 2.15 2.34

Average Length of Stay - Non-Elective
G <=3.44, A >3.44-3.69, 

R >3.69
BHNFT 3.50 3.10 3.62 3.50 3.63 3.61 3.73 3.51 3.47 3.45 3.37 3.50 2.54

Cancelled Operations - Breaches of the 28 day rule 0 National 1 0 1 0 0 0 0 0 0 0 0 0 0

DNA Outpatient DNA Rates
G <=10%, A >10%-

11%, R >11%
BHNFT 10.8% 11.2% 11.6% 11.1% 11.0% 11.0% 10.7% 10.6% 10.3% 11.5% 10.4% 10.6% 10.4%

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 17 18 19 20 # 22 # 24 25 26 38 39 40 41 # #

Patients will experience safe care - "At a glance"

Target 

15/16

Target 

YTD
Mar-16

Actual 

YTD
Trend

YTD 

Status

Target 

15/16

Target 

YTD
Mar-16

Actual 

YTD
Trend

YTD 

Status

Friends & Family Test (Quality Strategy Goal 1) Mortality (Quality Strategy Goal 3)

Friends & Family Test - ED 85% 85% 85.8% 89.1% ↑ 89.1% HSMR Rolling 12 months (Latest data Dec 15) 100 101.3 106.7 106.7 ↓ 106.7

Friends & Family Test - Inpatients 85% 85% 96.7% 97.3% ↓ 97.3% SHMI Rolling 12 months (Latest data Jun 15) 105 100 0 98.7 ↓ 98.7

Friends & Family Test - Maternity 85% 85% 98.3% 97.5% ↑ 97.5% HSMR Year to date (Latest data Dec 15) 100 101.3 103.7 103.7 ↑ 103.7

Friends & Family Test - Outpatients 85% 85% 98.0% 94.3% ↑ 94.3%

VTE Screening Compliance (Quality Strategy Goal 2) 95% 95% 95.0% 95.4% ↓ 95.4%

Complaints (Quality Strategy Goal 1)

Total no. of complaints N/A N/A 29 236 ↓ Medication Incidents (Quality Strategy Goal 2)

Complaints closed within target 90% 90% 36.4% 68.5% ↓ 68.5% Incidence of medication errors - All 400 400 23 394 ↑ 1

Complaints re-opened N/A N/A 3 24 ↓ Incidence of medication errors - No adverse outcome 241 241 17 267 ↑ 0

Incidence of medication errors - Near misses 63 63 5 111 ↑ 0

Dementia (Quality Strategy Goal 1) Incidence of medication errors - Causing harm 10 10 1 16 ↑ 0

Find/Assess 90% 90% 94.5% 95.0% ↑ 95.0%

Investigate 90% 90% 100.0% 100.0% ↔ 100.0% Serious Incidents (Quality Strategy Goal 2)

Refer 90% 90% 100.0% 100.0% ↔ 100.0% Never Events Occurring in Month 0 0 0 3 ↔ 0

Never Events Reported in Month 0 0 0 3 ↔ 0

Falls (Quality Strategy Goal 2) Serious Incidents 66 11 7 73 ↓ 0

No. of Falls 515 515 84 872 ↑ 0

No. of Multiple Falls 128 128 20 191 ↑ 0 Incident Grading (Quality Strategy Goal 2)

Falls resulting in moderate harm or above 20 20 3 24 ↑ 0 Death 0 0 1 10 ↓ 0

Severe 0 0 1 21 ↓ 0

Hand washing (Quality Strategy Goal 2) 95% 95% 99.5% 99.1% ↓ 99.1% Moderate N/A N/A 12 107 ↓

Low N/A N/A 47 436 ↓

Pressure Ulcers (Quality Strategy Goal 2) No Harm N/A N/A 541 7293 ↑

Grades 3 & 4 (Avoidable) 0 0 2 14 ↔ 0 Percentage of incidents causing harm <28% 28% 10.1% 7.3% ↓ 7.3%

Grade 2 Post (Avoidable) 0 0 2 21 ↑ 0

Single Sex Breaches (Quality Strategy Goal 1) 0 0 0 0 ↔ 1 Patient Safety (Quality Strategy Goal 2)

Total Incidents 7400 7400 602 7867 ↓ 0

Infections (Quality Strategy Goal 2)

Hospital Acquired Clostridium Difficile 13 13 0 13 ↑ 1

MSSA N/A N/A 4 9 ↓

MRSA Bacteraemia 0 0 1 1 ↓ 0

Ecoli - Total hospital N/A N/A 5 26 ↔

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:

C
o
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During March the Trust received 29 new formal complaints bringing the year to date total to 236.   We closed 

11 complaints in March and of this number 4 were closed within the agreed timeframe.

The % of complaints closed within target for March is 36% bringing the year end figure to 69% against an 

annual target of 90%.   This is a notable increase on the year-end position for the previous year which stood at 

35%. We had 3 re-opened cases in March.

Of the 29 new complaints received in March 14 were allocated to CBU 1, 6 allocated to CBU 3, 4 to CBU 4, 1 to 

CBU 5 and 4 to CBU 6.       The primary subjects of the complaints received in March were (1) clinical care and 

treatment and (2) issues relating to access, appointment, admission or discharge.      The Trust currently has 83 

open complaints under investigation, following an increase in complaints received in February and March.   

Wider operational pressures have impacted on investigation timeframes leading to a dip in performance in 

March however we now have 83 open complaints, the majority of which are  within the agreed timeframe for 

investigation (92%).  Collaborative working  between the Complaints Team and CBUs continues with close 

performance management of both quality and timeliness of responses.
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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:
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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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In March there was a notable increase in the total number of falls incidents across the Trust. In the 

main this rise was due to a significant in month increase in falls incidents and repeat falls incidents 

on wards 19 and 20 (the elderly care wards) and an increase in ward 28 falls incidents. The detail 

behind this is that March was a particularly challenging month for wards 19 and 20, both in terms of 

case mix of patients (high numbers of patients with dementia, DoL’s, etc) and low staffing issues. 

The elderly care team are reporting an improvement in April with a reduction in acuity and an 

enhancement in staffing and the introduction of falls sensors all contributing to an improvement.

It is worth noting the improvement in numbers of falls incidents in other areas such as AMU, wards 

17 and 18 has been maintained. The focus of attention remains aimed at those high risk areas AMU, 

wards 18, 19, 20, 23 and 28 and ensuring good multifactorial falls assessment with appropriate care 

planning which now includes the use of falls sensors and promoting the multidisciplinary 

implementation of safety huddles in these areas.Fa
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The number of falls reported in February remains around the same number as prior 

months.  
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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

As stated 

last 

Grade 3 & 4
 

There were 2 hospital acquired avoidable grade 3 pressure ulcers in March

A patient on ward 20 developed a grade 3 pressure ulcer to the ear, as a potential consequence of 

the elastic from the Venturi mask being applied too tightly. The Trust is currently sourcing an 

alternative to the current oxygen mask called an EcoLife mask, which is designed to reduce the risk 

of pressure damage occurring.

 

A patient was admitted to BHNFT with documented evidence of pressure damage on admission. 

However, there was no description or grading and this pressure damage was not referred to again 

throughout the in-patient stay on AMU or ward 31. Prior to the patient being transferred to MVH, 

grade 3 pressure damage was noted to the heel.  The patient had lower leg dressings in place due to 

leg ulcers, and there were several missed opportunities to assess and document the pressure 

damage to the heel. The pressure damage was deemed attributable to ward 31. 

There were 2 avoidable grade 2 pressure ulcers in March - attributed to ward 14 and theatres.

 

A grade 2 pressure ulcer developed to a patient's sacrum, whilst being nursed as a medical outlier 

on ward 14 - pressure areas were not accurately assessed on transfer and preventative measures 

were not utilised. The importance of prompt and accurate assessment has been reiterated to staff 

with the advice to refer to Tissue Viability team if unsure.

 

A grade 2 pressure ulcer developed to a patients sacrum following a surgical procedure in theatres. 

The Orthotec theatre table routinely has gel pads utilised to prevent pressure damage; however, 

the use of this preventative device was not documented. The pressure damage was therefore 

attributed to the lack of preventative measures utilised throughout the surgical procedure. 
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Patients will experience safe care (Quality & Experience)

Patients Partnerships People Performance 

Infections (Quality Strategy - Goal 2: Delivering Consistently Safe Care)

Comments:
This month we have had one MRSA bacteraemia reported from ward 20. Following a RCA this 

result is most likely to be a contaminate. This has been discussed with the CCG in a post 

infection review and we are awaiting confirmation that they agree with our assessment. 

The Trust position for C Diff at the end of March 2016 was a total of 13 therefore the target 

for 2015/16 was achieved 
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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 90.0% 92.3% 100.0% 100.0% Registered Nurses

17 84.6% 102.6% 97.5% 154.8% Registered Midwives

18 87.4% 86.2% 165.7% 164.0% Unregistered health care/midwifery care assistants

19/20 78.7% 92.8% 104.8% 109.7% Unregistered nursing/midwifery auxiliaries.

AMU 73.0% 90.5% 94.5% 100.0%

Acute 

Stroke 
78.7% 101.3% 89.2% 235.5%

24 92.3% 97.4% 95.2% -

28 93.2% 91.1% 93.5% 125.8%

31 70.0% 130.2% 100.0% 88.0%

32 76.9% 123.7% 100.0% 100.0%

34 66.0% 93.3% 91.1% 92.5%

ITU 81.1% 89.7% 96.4% -

SHDU 97.6% 46.5% 100.0% -

CCU 99.4% 90.7% 104.4% -

AN/PN 98.6% 83.8% 97.1% 83.6%

Birthing 

Centre
96.9% 89.5% 96.6% 72.0%

37 96.2% 89.9% 96.4% 100.0%

15 96.2% 53.0% 99.2% 65.4%

The Trust continues to have vacancies in CBU 1 and AMU however are actively 

recruiting to these. We have attracted 41 students due to qualify in September 

2016 who have accepted offers of employment and are going through the 

recruitment process however there is a risk that these may also apply to other 

trusts so we are closely monitoring attrition and undertaking steps to maintain 

contact with those offered posts.

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

Ave fill rate 

Registered

320 - CARDIOLOGY

501 - OBSTETRICS

NightDay

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 

(%)
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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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Patients will experience safe care (Safety)

Patients Partnerships People Performance 

HSMR rolling 12 month target

Comments

HSMR

SHMI
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We have no new SHMI data to report - the latest figure is Q1 98.7

Including December 2015, rolling 12 month HSMR is 106.7 (previously 107.9) and YTD 

HSMR 103.7 (previously 103.0). SHMI for the 12 months to September 2015 is 97.8 

(previously 98.7). An action plan will be reviewed at Q&GC on 27/4/16.
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Patients will experience safe care (Safety)

Patients Partnerships People Performance 

Incidents (Quality Strategy - Goal 2: Delivering Consistently Safe Care)
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Patients will experience safe care
Heatmap Mar-16
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Trust 1 0 68 16 15 5 17 5 1 4 0 2 2 0 1 1 7 47 537

ED 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 70

CDU 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 5

ARU 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Fracture Clinic 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 6

Therapy Services 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1

Orthopaedic Outpatients 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Ward 19 0 0 8 5 2 1 1 0 0 1 0 0 0 0 9 15

Ward 20 1 0 19 1 7 0 1 0 0 2 0 1 0 0 2 2 34

Ward 23 0 0 6 1 1 1 0 1 0 0 0 0 0 1 0 25

Ward 33 0 0 4 1 0 1 0 0 1 1 0 0 1 0 3 9
Ward 34 0 0 2 0 0 0 0 0 0 0 0 0 0 0 1 3

CSSD 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Day Surgery 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 8

HDU 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1

Hospital at Night 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 4

ICU 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 10

Pre Assessment Unit 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1

SHDU 0 0 0 0 0 0 1 0 0 0 0 0 0 0 1 4

Theatres 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 19
Theatres recovery 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 2

AMU 0 0 5 2 1 0 2 0 0 0 0 0 0 1 6 71

Cardiology Department 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 3

CCU 0 0 1 0 0 0 0 0 0 0 0 0 0 0 0 4

Chemo Unit 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 1

Dermatology 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Diabetes Centre 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

DVT clinic 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1

Endoscopy 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 2

Rheumatology 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Ward 17 0 0 2 1 1 0 0 0 0 0 0 0 0 0 2 4

Ward 18 0 0 2 1 0 0 0 0 0 0 0 0 0 0 3 9

Ward 24 0 0 1 0 0 0 1 0 0 0 0 0 0 0 1 6

Ward 27 0 0 4 3 1 2 2 1 0 0 0 0 0 0 4 17
Ward 28 0 0 10 1 2 0 0 0 0 0 0 0 0 1 4 23

Audiology 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

ENT Outpatients 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Opthalmology OPD 0 0 0 0 0 0 0 1 0 0 0 0 0 0 0 1

Orthoptics OPD 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1

Oral Surgery 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Planned Investigation Unit 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

SAU 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1

SDA 0 0 2 0 0 0 0 0 0 0 0 0 0 0 0 12

Ward 29 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Ward 30 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 0

Ward 31 0 0 1 0 0 0 0 1 0 0 0 1 0 0 1 1 7
Ward 32 0 0 1 0 0 0 0 0 0 0 0 0 0 0 2 4

Appointment (call centre) 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Breast Screening 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1

Chest clinic 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1

Medical Imaging 0 0 0 0 0 0 0 0 0 0 0 1 0 1 1 2

Nuclear Medicine 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Medical Records/New Store 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Main Outpatients 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 4

Main Reception 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Medical Outpatients 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1

Pathology 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 3

Pharmacy 0 0 0 0 0 0 9 1 0 0 0 0 0 0 0 10

Phlebotomy Outpatients 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Surgical Outpatients 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Ultrasound 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1
Ultrasound (maternity) 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Antenatal Clinic 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 5

Antenatal Day Unit 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 2

Childrens Assessment Unit 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1

Colposcopy 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1

Community Midwifery 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 7

Community Paediatrics 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Early Pregnancy Assessment Unit 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Gynaecology OPD 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 5

Labour Suite 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 82

Obstetric Theatre 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1

Paediatric Outpatients 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Patient's Home 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 2

Postnatal/Antenatal Ward 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 14

Ward 14 0 0 0 0 0 0 0 0 0 0 0 1 0 0 0 2 2

Ward 15 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 3

Ward 37 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 5
Ward 38 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
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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: Mar-16

Executive lead : Heather McNair

Comments

Pressure Ulcers

1 incidents resulting in severe harm      

• Patient was discharged from ward 33 following a fractured hip without any thrombo prophylactic anticoagulants.  Two weeks later patient developed a deep vein thrombosis. (DTX 26744)

Serious Incidents

Incident resulting in severe harm

There have been 7 SIs in total reported in March 2016

• 2016/8632 – VTE following discharge from ward 33 without thrombo prophylactic treatment; incident occurred in March 2016 (DTX 26744) 

• 2016/8288 – avoidable grade 3 pressure ulcer on ward 20; this incident occurred in February 2016 (DTX 26059) 

• 2016/8391 – avoidable grade 3 pressure ulcer on ward 31; this incident occurred in March 2016 (DTX 26218) 

• 2016/7624 – delayed diagnosis of a thrombus resulting in a ischaemic/ infarcted small bowel in medical imaging;  incident occurred in March 2016 (DTX 26271 

• 2016/6572 – avoidable grade 3 pressure ulcer on ward 19; this incident occurred in February 2016 (DTX 25518) 

• 2016/6589 – avoidable grade 3 pressure ulcer on ward 20; this incident occurred in March 2016 (DTX 26053) 

• 2016/6164 – confidentiality breach on ward 37; this incident occurred in February 2016 (DTX 25398)

Incident resulting in death

1 incidents resulting in severe harm

• Patient was discharged from ward 33 following a fractured hip without any thrombo prophylactic anticoagulants.  Two weeks later patient developed a deep vein thrombosis. (DTX 26744) – medication incident resulting in harm

1 incidents resulting in death

• CT scan undertaken in medical imaging showing a thrombus in the superior mesenteric artery and vein resulting in an ischaemic/infarcted small bowel.  Findings were not mentioned in the report.  Abnormalities were detected the 

following week when the radiologist was requested to review the examination following a deterioration in the patient’s clinical condition (DTX 26271)

Grade 2

 

There were 2 avoidable grade 2 pressure ulcers in March - attributed to ward 14 and theatres.

 

A grade 2 pressure ulcer developed to a patient's sacrum, whilst being nursed as a medical outlier on ward 14 - pressure areas were not accurately assessed on transfer and preventative measures were not utilised. The importance of 

prompt and accurate assessment has been reiterated to staff with the advice to refer to Tissue Viability team if unsure.

 

A grade 2 pressure ulcer developed to a patients sacrum following a surgical procedure in theatres. The Orthotec theatre table routinely has gel pads utilised to prevent pressure damage; however, the use of this preventative device was 

not documented. The pressure damage was therefore attributed to the lack of preventative measures utilised throughout the surgical procedure. 

Grade 3

 

There were 2 hospital acquired avoidable grade 3 pressure ulcers in March

 

A patient on ward 20 developed a grade 3 pressure ulcer to the ear, as a potential consequence of the elastic from the Venturi mask being applied too tightly. The Trust is currently sourcing an alternative to the current oxygen mask called 

an EcoLife mask, which is designed to reduce the risk of pressure damage occurring.

 

A patient was admitted to BHNFT with documented evidence of pressure damage on admission. However, there was no description or grading and this pressure damage was not referred to again throughout the in-patient stay on AMU or 

ward 31. Prior to the patient being transferred to MVH, grade 3 pressure damage was noted to the heel.  The patient had lower leg dressings in place due to leg ulcers, and there were several missed opportunities to assess and document 

the pressure damage to the heel. The pressure damage was deemed attributable to ward 31. 

Medication Incidents resulting in harm

Indicator Name

Patients Partnerships People Performance 
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# 1 2 3 4 5 17 18 19 20 # 22

Partnerships will be our strength - "At a glance"

Target  Target  Actual YTD  

15/16 YTD Mar-16 YTD Trend Status

Key Issues

Better Care Fund - Emergency Admissions 22302 14832 0 16291 16291

(Latest data Q3)

Partnerships

Patients Partnerships People Performance  
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0 1 2 3 4 5 18 19 20 # 22

People - "At a glance"

Target  Target  Actual YTD  

15/16 YTD YTD Trend Status

Workforce (Quality Strategy - Goal 4: Building on Capacity and Capability)

Sickness Absence Rate 3.50% 3.50% 4.01% ↑ 4.01%

Staff Turnover 10.0% 10.0% 9.3% ↑ 9.34%

Mandatory Training 90.0% 90.0% 86.0% ↑ 86.00%

Appraisal Rates - Medical 90.0% 90.0% 97.4% ↑ 97.40%

Appraisal Rates - Non Medical 90.0% 90.0% 91.0% ↑ 91.00%

Appraisal Rates - Total 90.0% 90.0% N/A ↑ N/A

Recruitment - Medical 90.0% 90.0% N/A ↔

Recruitment - Non-Medical 90.0% 90.0% 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
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Estates & Facilities

Theatres, Anaesthetics 

and Critical Care Services

102.39

327.21 286.99 12.60%

2614.64 3.99%

89.05 13.03% 1 4.23%

3.85%72

8 5.08%

Patients Partnerships People Performance  
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Staff Turnover 

Actual Target
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Non-Medical Target

Staff Turnover  
is within the expected range at 9.34%   
 
Recruitment - Medical  
No campaigns reported as completed 
  
 

CBU 2 –Vacancy level high in Theatres due to structure and rota proposed 
changes currently under consultation. 
 
Estates – Vacancy level high due to on going recruitment into posts following 
departmental  restructure 
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People will be proud to work for us
Workforce (Quality Strategy - Goal 4: Building on Capacity and Capability)

Comments

Comments
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Mandatory Training 

Actual Target

Patients Partnerships People Performance  
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Appraisals 

Total Non-Medical Medical Target

Mandatory Training  
Overall compliance for March 2016 is 87.2%.  Training compliance has been achieved by 
Estates and Facilities , Theatres Anaesthetics and Critical care and Women’s and Children's 
and GUM. The remainder are as follows; Corporate services 85.6% Emergencies, 
Orthopaedics and care 86.9% General and Specialist medicine 82.3%general and specialist 
surgery 84.9% Diagnostic and clinical support services 87.9% 
  
 

Appraisals Medical -    
CBU 1 (ED, Ortho & Care) =  100%        
CBU 2 (Theatre, Anaes & Critical)  =  100%       
CBU 3  (Gen & Spec Med) =  94.3%    
                                         
CBU 4  (Gen & Spec Surg) =  100%        
CBU 5 (Diagnostic & Clinical)  =  92.9%              
CBU 6 (Women & Child) =  100%     
 
Appraisals Non Medical -     
Overall compliance for March 2015  91.0%. Compliance has been achieved by all CBU’s with the 
exception of Corporate services. The current appraisal window  has commenced on the 1/4/16  and 
will conclude on the 30/616.  18 campaigns completed for March 2016, 3 are outside the timeline 
standard due to a requested longer advertising period by the manager and permission to recruit 
approval given without an up to date job description agreed. 
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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 

Actual Target

Sickness -  
sickness fell across the Trust to 3.85% and the Trust has an annual sickness rate of 3.9% 
which has put us within amber for the year. In terms of a breakdown: 7/12 months of the 
year were between 3.58% (June 2015) and 3.98%. The highest month reached 4.56% 
(January 2016) 
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1 2 3 4 5 17 19 20 # 22 # 24 25 26 37 39 40 41 # #

Performance - "At a glance"

Target 

15/16

Target 

YTD
Mar-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% 92.8% ↑ 92.5% 92.5% 95.8% % Cancelled Operations 1% 1% 0.3% 0.7% ↓ 0.7%

2 week wait - Breast Symptomatic 93% 93% 87.2% ↓ 88.2% 88.2% 92.1% Urgent operations - cancelled twice 0 0 0 1 ↔ 1

31 day diagnostic to 1st treatment 96% 96% 98.6% ↓ 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% ↔ 95.2% 95.2% 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% 93.9% ↑ 91.0% 91.0% 86.8% Theatre Utilisation - Day 79.2% 82.9% ↑ 82.9%

62 day screening programme 90% 90% 100.0% ↔ 100.0% 100.0% 98.9% Theatre Utilisation - Main 95.3% 93.5% ↓ 93.5%

62 day consultant upgrades 85% 85% 86.7% ↓ 88.4% 88.4% 88.5% Theatre Utilisation - Trauma 86.9% 90.1% ↑ 90.1%

Breast Screening GP Referrals

Screening to offer of 1st assessment <=3 weeks (Dec 15) 90% 90% 85.7% ↑ 85.5% GP Written Referrals - made 4528 50741 ↓ 50741

Screening to 1st assessment (Dec 15) 90% 90% 82.2% ↑ 78.0% GP Written Referrals - seen 4128 46409 ↓ 46409

Screening to issue of normal results <=2 weeks (Dec 15) 90% 90% 90.5% ↑ 91.5% Other Referrals - Made 1634 18751 ↑ 18751

GP referral rate year on year (2014/15 & 2015/16) 118 17 ↓ 17

Referral to Treatment Total referral rate year on year (2014/15 & 2015/16) 27 -5480 ↑ -5480

RTT Admitted - % treatment within 18 weeks 90% 90% 90.5% ↑ 89.8% 89.8% 94.5%

RTT Non Admitted - % treatment within 18 weeks 95% 95% 98.2% ↓ 98.0% 98.0% 97.7% DNA Rates

RTT Incomplete Pathways - % still waiting 92% 92% 94.6% ↓ 95.3% 95.3% 94.5% New outpatient appointment DNA rate 10% 10% 9.9% 10.8% ↓ 10.8%

Follow-up outpatient appointment DNA rate 10% 10% 11.0% 10.9% ↑ 10.9%

Diagnostics Total outpatient appointment DNA rate 10% 10% 10.6% 10.8% ↑ 10.8%

No. of diagnostic tests waiting over 6 weeks 0 0 78 ↓ 282

% of diagnostic tests waiting over 6 weeks 0% 0% 2.2% ↓ 0.8% 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% 86.7% ↓ 87.6% 87.6% 92.2%

Emergency Department Attendances 7426 ↑ 21010 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 60.8% ↑ 64.3%

% between 15 and 30 mins 26.4% ↓ 21.3%

% between 30 and 60 mins 1.0% ↓ 1.0%

% between 60 and 120 mins 1.0% ↑ 0.2%

Over 120 mins (SI) 0.4% ↑ 0.1%

% Not Recorded 7.6% ↓ 12.5%

Total Ambulance Handovers 2039 ↑ 22637

Performance - Key Performance Indicators Performance - Key Performance Indicators cont.

Patients Partnerships People Performance  
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Performance Matters (KPIs)
Operational Efficiency
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Data currently unavailable due to technical issues following migration to e-

Referral system
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Performance Matters (KPIs)

Patients Partnerships People Performance  

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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Performance Matters (KPIs)

Patients Partnerships People Performance  

Diagnostics

Comments:

The planned reduction in the number of breaches continues.
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - ED

A&E All Types Benchmarking (14 Mar 2016)

A&E benchmarking Attendance Breaches Daily % Quarter % YTD %
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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%.
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - 18 Week Referral to Treatment

As stated 

RTT 18 Week Performance - March 2016
Final Position

Specialty <18 >18 Total % <18 >18 Total % <18 >18 Total %

General Surgery 68 6 74 91.9% 366 10 376 97.3% 1675 142 1817 92.2%

Urology 21 7 28 75.0% 99 2 101 98.0% 704 57 761 92.5%

Trauma & Orthopaedics 129 16 145 89.0% 350 16 366 95.6% 1315 168 1483 88.7%

ENT 64 5 69 92.8% 517 6 523 98.9% 1195 93 1288 92.8%

Oral Surgery 55 6 61 90.2% 42 2 44 95.5% 675 20 695 97.1%

General Medicine 8 0 8 100.0% 6 0 6 100.0% 140 0 140 100.0%

Gastroenterology 6 0 6 100.0% 67 3 70 95.7% 771 63 834 92.4%

Cardiology 2 0 2 100.0% 136 5 141 96.5% 514 7 521 98.7%

Dermatology 8 0 8 100.0% 219 4 223 98.2% 1125 24 1149 97.9%

Respiratory 3 0 3 100.0% 137 0 137 100.0% 275 10 285 96.5%

Rheumatology 0 - 50 0 50 100.0% 245 7 252 97.2%

Geriatric Medicine 3 1 4 75.0% 88 0 88 100.0% 216 5 221 97.7%

Gynaecology 49 3 52 94.2% 376 0 376 100.0% 650 8 658 98.8%

Other 5 0 5 100.0% 198 1 199 99.5% 923 13 936 98.6%

Total 421 44 465 90.5% 2651 49 2700 98.2% 10423 617 11040 94.4%
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Non-Admitted Pathways 

Actual Target
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Incomplete Pathways 

Actual Target
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Admitted Pathways 
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Performance Matters (KPIs)
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Regulatory Performance - Cancer
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Actual Target
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31 Day Diagnostic to Treatment 

Actual Target
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31 Day Subsequent Treatment (Drugs) 

Actual Target
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31 Day Subsequent Treatment (Surgery) 

Actual Target
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - Cancer

Comments
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2 week wait - In March there was a failure to achieve the ‘2ww breast symptomatic’ and GP ‘2ww’ targets. The 

breast symptomatic target has not been compliant since October 2015; and this is the third 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 have predominantly affected CBU4 with capacity challenges over the Easter 

period playing a significant role.

 

Quarter End – Consecutive monthly failure of the 2ww and Breast Symptomatic targets rendered both targets 

non-compliant at the end of Quarter 4. Early indications in April (Q1 2016/17) suggest compliance against these 

targets is not improving and work at operational level to maximise capacity will be essential if we are to recover 

these key performance indicators. Work has also taken place with Barnsley CCG to improve the referral end of 

the pathway through better patient understanding of the pathway and an emphasis on ensuring patient 

availability before referral is made. All other targets were compliant at quarter end.

62 day – The ’62 day GP referral to treatment’ target was compliant at both month end in March and also at 

quarter end. In March there was a total of 3 accountable breaches of the GP 62 day referral to treatment target 

– these were all shared pathways with the tertiary centre in Sheffield = 6 shared breaches (3 Lung, 1 UGI and 2 

Urology). 
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62 Day - Urgent GP Referral to Treatment 

Actual Target
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62 Day - Screening Programme 

Actual Target
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62 Day - Consultant Upgrades 

Actual Target

2ww
Breast 

Symptom

First 

Treatment

Subsequent 

Treatment

GP Referral 

to Treatment
Screening

Consultant 

Upgrade

93% 93% 96% - 85% 90% 85%

Haematology 83.3% - 100.0% - 100.0% - -

Lung 96.4% - 100.0% - 62.5% - -

Skin 95.2% - 100.0% 100.0% 93.3% - 100.0%

Breast 89.0% 87.3% 100.0% 100.0% 100.0% 100.0% 100.0%

Head & Neck 96.9% - 100.0% - 100.0% - 100.0%

Lower GI 93.8% - 100.0% - 100.0% - 100.0%

Upper GI 85.8% - 100.0% - 100.0% - -

Urology 89.9% - 100.0% 100.0% 84.0% - 100.0%

CBU 6 Gynae 98.6% - 100.0% 100.0% - - -

Mar-16 92.8% 87.2% 98.6% 100.0% 93.9% 100.0% 86.7%

Feb-16 92.1% 87.3% 100.0% 100.0% 89.9% 100.0% 100.0%

Jan-16 92.8% 91.0% 97.4% 90.0% 89.5% 100.0% 81.3%

Dec-15 95.0% 89.0% 94.9% 100.0% 85.9% 100.0% 87.0%

Nov-15 95.8% 90.4% 100.0% 100.0% 85.1% 85.7% 80.0%

Oct-15 98.0% 98.9% 100.0% 100.0% 89.2% 100.0% 100.0%

Sep-15 96.5% 98.1% 97.3% 100.0% 85.3% 100.0% 92.3%

Aug-15 95.4% 92.0% 100.0% 100.0% 91.6% 100.0% 66.7%

Jul-15 96.9% 89.2% 98.5% 100.0% 77.2% 100.0% 88.9%

Jun-15 98.4% 95.1% 100.0% 100.0% 83.2% 100.0% 81.8%

May-15 98.1% 93.2% 100.0% 100.0% 84.1% 100.0% 92.3%

Apr-15 99.3% 96.3% 98.8% 100.0% 88.0% 100.0% 100.0%

2 Week 31 Day 62 Day

Feb-16

Target

Trustwide

CBU 3

CBU 4

Tumour Site
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - Cancer

December shared pathway performance = 54.5% vs. required trajectory of 67%

Comments
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Latest shared referral performance for March shows further improvement from the previous month against trajectory, with referral to Sheffield by Day 38 achieved in 67.7% of 

pathways (21/31). 

On the 1st April 2016 NHS England and NHS Improvement issued national guidance related to the re-allocation of breaches on shared pathways, with Day 38 as the optimum day of 

referral to tertiary centres for patients on shared pathways. This will enforce this date as the milestone against which reallocation of subsequent breaches with be based. In essence, any 

pathways referred from BHNFT to the tertiary centre after Day 38 and which breach will be fully reallocated to Barnsley rather the current accountability of 0.5 of the breach. Data 

analysis related to '62 Day GP referral to treatment' performance from 2015/16 post application of this principle shows the Trust would have failed the ’target at the end of every 

quarter in 2015/16. Shared referral performance is poor across the following specialties: Lung, UGI, Head and Neck and Gynaecology. Improvement in the timeliness of the lung 

pathway in particular would radically improve the situation and meetings have recommenced with all teams to address. 
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - Breast Cancer Screening

Comments:
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As stated last month, our Breast Screening and Symptomatic targets continue to be missed due to 

staffing and equipment challenges. 

From April we would expect to see improvements thanks to additional evening clinics being run. 

We have appointed a new trainee Mammographer who will be able to boost our screening capacity 

before the end of 2016 and we will shortly be advertising the Advanced Practice Mammography 

post that received approval from ET at the start of April 2016. On the equipment front, some of the 

preparatory estates work has now been completed and installation of the new equipment will 

commence in May 2016. We continue to push NHS England for their approval of our Fuji Innovality 

Tomosynthesis machine for screening patients, an undertaking that is long overdue and has been 

repeatedly highlighted in contract meetings.
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Performance Matters 
Data Quality
Uncoded Episodes (As at 13th April 2016) Missing Outcomes (Top 10 Specialties)

Treatment Specialty Dec Jan Feb Mar Total Specialty Jan Feb Mar Apr Total

ACCIDENT AND EMERGENCY 76 76 OBSTETRICS 151 99 251

BREAST SURGERY 0 0 ORTHODONTICS 2 90 129 221

CARDIOLOGY 32 32 ORAL SURGERY 5 72 142 219

CLINICAL HAEMATOLOGY 15 15 OPHTHALMOLOGY 1 34 89 124

CLINICAL ONCOLOGY 2 2 Pre-Assessment 1 1 91 93

DERMATOLOGY 61 61 TRAUMA & ORTHOPAEDICS 6 58 64

DIABETIC MEDICINE 1 1 RHEUMATOLOGY 6 54 60

ENDOCRINOLOGY 6 6 NEUROLOGY 1 58 59

ENT 8 8 ANTICOAGULANT SERVICE 53 53

GASTROENTEROLOGY 34 34 PAEDIATRICS 9 37 46

GENERAL MEDICINE 234 234

GENERAL SURGERY 1 32 33 Comments

GERIATRIC MEDICINE 2 2

GYNAECOLOGY 9 9

NEONATOLOGY 9 9

OBSTETRICS 86 86

OPHTHALMOLOGY 13 13

ORAL SURGERY 4 4

PAEDIATRIC ENT 1 1

PAEDIATRIC T&O 0 0

PAEDIATRICS 1 58 59

RESPIRATORY MEDICINE 18 18

RHEUMATOLOGY 0 0

Stroke Medicine 2 2

TRAUMA AND ORTHOPAEDICS 17 17

UROLOGY 3 3

VASCULAR SURGERY 0 0

WELL BABIES 22 22

Total 2 0 0 745 747
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Performance Matters 
Data Quality - Secondary Uses Service (SUS) Dashboard
Latest data available - February 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.

Patients Partnerships People Performance  

99.2% 99.1% 98.4% 98.0% 93.8% 
86.5% 

70.7% 

96.2% 97.8% 

0.0%

20.0%

40.0%

60.0%

80.0%

100.0%

Doncaster &
Bassetlaw

Sheffield
Children's

Sheffield
Teaching

Rotherham Barnsley RDASH St Luke's
Hospice

National
Average

Area Team

Data validity summary average of all fields in SUS Dashboard April-January 

2016 

99.8% 99.8% 99.8% 99.8% 99.8% 

99.4% 

100.0% 

99.20% 

99.60% 

98.8%

99.0%

99.2%

99.4%

99.6%

99.8%

100.0%

NHS Number 

100.0% 

99.3% 

99.8% 
99.7% 

100.0% 

99.7% 

100.0% 
99.90% 99.90% 

99.0%

99.2%

99.4%

99.6%

99.8%

100.0%

Registered GP Practice 

99.9% 

99.8% 

100.0% 

99.6% 

99.9% 

100.0% 100.0% 

99.80% 

99.70% 

99.4%

99.5%

99.6%

99.7%

99.8%

99.9%

100.0%

Postcode 

Pack pg 166



Performance Matters 
Data Quality - Secondary Uses Service (SUS) Dashboard
Latest data available - February 2016
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Performance Matters 
Data Quality - Secondary Uses Service (SUS) Dashboard
Latest data available - February 2016
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Performance Matters
Activity

14/15 15/16 15/16

Actual Plan Actual Variance %

Elective Day cases 22653 23578 23369 -209 -1%

Elective Inpatients 3883 3892 4054 162 4%

Elective Total 26536 27470 27423 -47 0%

Non Elective 35576 35283 36539 1256 4%

Maternity Pathway 6165 6184 6157 -27 0%

A&E Attendances 79055 80054 81592 1538 2%

Outpatients 245181 252926 244101 -8825 -3%

* 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

A
ct

iv
it

y

D
ay

 C
as

e
s

Obstetric outpatient attendances are excluded as they are covered by the Maternity Pathways
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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 over 

achieved but overall outpatients are under performing. Electives:- highest over performances 

against plans are Urology (46.18%), Gastro (32.54%), Cardiology (43.75%) and Paediatrics 

(95.24%). For non-electives the mains areas of over performance are in Gastroenterology, 

Cardiology, Geriatric Medicine, Neonatology and Gynaecology. 
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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
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Performance Matters - Finance

March 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.  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 favourable  variance is  driven by over-achievement of income and non pay schemes. 
 
Clinical activity based income is £1.6m favourable to plan before risks and penalties.  Other clinical activity is £1.3m favourable to plan. The main variances are non-elective income , £2.5m 
favourable to plan, and outpatient income is £1.07m adverse to plan.   
 
Business case income is £2.3m 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  to plan. 
 
Operating costs are adverse to plan. Pay is £7.2m 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 £3.4m adverse to plan, which links to activity. 
 
EBITDA is adverse to plan by £7.3m. 
 
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 £5.1m adverse to plan.  
 
Capital expenditure is £0.6m over  the original plan, although the majority of this was externally funded. 
 
Inventory is £0.4m higher than plan, due to differences to the opening position assumed in the plan. 
 
Total receivables incl. prepayments are £0.4m adverse to plan. 
 
Total payables incl. accruals are £5.8m favourable to plan . 
 
Deferred income is to plan. 
 
Cash is £1.4m 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 18.9 year to date, which is 0.9 days adverse to plan. 
 
Payable days 120.1 year to date which is 29.8 days higher than plan. 
 
The Continuity of service rating has remained at 1 at month 12. 
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Performance Matters (Financial Overview)

Actual Income Analysis Clinical Income per day

Comments:

Pay as a % of income
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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 March 2016

Clinical income per day - this is favourable to plan for March 2016
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Performance Matters (Financial Overview)

Patients Partnerships People Performance  

Agency Monthly Spend CIP achievement 

Comments:

Deficit Trend Analysis

CIP is favourable to plan at month 12.
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Agency monthly spend - Total agency spend ytd is £8.7m.  Agency expenditure is now 

being reviewed in depth

Deficit  trend analysis - this graph highlights the gap between plan and actual at month 12.  
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BoD May 16: 2015/16 objectives 

  

REPORT TO THE  
BOARD OF DIRECTORS REF: BOD 16/05/P-20 
 
SUBJECT:   2015-16 TRUST OBJECTIVES 
DATE:          MAY 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 
SPONSORED BY: Diane Wake, Chief Executive 
PRESENTED BY: Bob Kirton, Director of Strategy & Business Development 
STRATEGIC CONTEXT 

The 2015-16 annual plan outlines what will be achieved in year 2 of the 5 year strategic plan. As 
agreed at the April 2015 Board progress against the Trust objectives will  be reported to public 
Board on a quarterly basis. This is accompanied by a more in-depth report on the strategic 
initiatives which as it is commercially sensitive will be taken in the private Board. 

EXECUTIVE SUMMARY 

Overall the Trust has progressed with the objectives outlined under the strategic aims in equal 
balance. There are some challenges and risks but mitigation plans are in place to manage these. 
Progress has been poor in two areas: the bed utilisation scheme due to an increase in unplanned 
demand; and the financial recovery plan is not progressing as expected. In both cases plans 
have been reset for 2016/17 with extra actions and governance in place to take this work forward 
more positively. 
 
This summary document should be triangulated with other sources such as the reports from the 
assurance committees, the integrated performance report, the Board Assurance Framework, the 
Quarterly Update on Strategic Delivery and other related Board reports. 

RECOMMENDATIONS 

The Board is asked note progress to date and discuss any issues or concerns. 
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Green On track no issues
Amber Some issues, mitigation strategies in place
Red Major issues and delivery at risk. Escalation required
Complete Completed

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

Aim 1:Patients will experience safe care. 

Objective Lead 
Director Milestone/measure Completion 

date
RAG 

Rating
Integrate systems for patient and staff feedback and triangulate reporting. May 2015 Complete

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

June 2015 Complete

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

July 2015 Complete

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

March 2016 Green

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

April 2015 Complete

Barnsley Hospital NHS Foundation Trust
BHNFT 2015-16 Vision, Aims and Objectives

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

Heather 
McNair

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

Quarter 4 Update

Integrated systems for patient and staff feedback and triangulation of reporting at CBU level. The information is reviewed at 
monthly governance meetings.

In order to further develop opportunities for patients to give feedback on their experience of care, the national Friends and 
Family Test (FFT) has been successfully rolled out across all day case and outpatient areas. The Trust has consistently 
achieved positive response rates in excess of 85%.

Areas for service improvement and associated actions identified from patient/carer feedback from the FFT is reported via the 
Trust’s Quality and Governance committee. The FFT results are widely circulated to Heads of Nursing, Matrons and Lead 
Nurses and are used as a key indicator of patient satisfaction. Actions are taken to address negative feedback as promptly as 
possible. This data, when considered against wider patient feedback, gives an indication of areas where improvement is 
needed.   

A number of initiatives such as a new falls assessment tool, care bundles and intentional rounding have been implemented to 
further improve care. End of life pathways continue to be delivered with partners through the CCG End of Life Clinical Steering 
Group. 

The Trust is participating in a service improvement research project called PRASE (Patient Reporting and Action for a Safe 
Environment).  This is a validated and evidence based tool developed by the Bradford Institute for Health Research. The 
PRASE intervention allows patients to give feedback on their own experience of care via a patient experience questionnaire 
and the feedback is fed back to staff at ward level to facilitate location actions and improvement in patient safety and quality.

Launch of the "Listening into Action" programme has facilitated improved staff engagement and create a shared agenda for 
quality improvement. We have effected improvements through the implementation of the  Barnsley Right Care service which 
provides a comprehensive assessment and discharge support service for patients with long term conditions. We have worked 
collaboratively with partners to develop individualised care plans for patients with complex health needs and long term 
conditions who frequently have a need to access Acute hospital services.   This work hs been progressed  through 
collaboration with Social Services, Ambulance services and key health and social care partners with the aim of avoiding 
admission wherever possible. Consistently through collaboration with key partners we have worked to improve access to post 
crisis supported discharge services via Care Navigators. We have consistently achieved all targets for identifying, assessing 
and referring those patients with Dementia.
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Objective Lead 
Director Milestone/measure Completion 

date
RAG 

Rating
To reduce the number of hospital acquired avoidable Grade 2 and 3 pressure 
ulcers acquired in 2015/16 with the ultimate aim of eliminating all Grade 3 & 4 
hospital acquired avoidable pressure ulcers

March 2016 Complete

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

March 2016 Complete

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

March 2016 Green

To evidence compliance with best practice (or evidence based) including NICE 
quality standards for: 
Venous Thromboembolism Prevention March 2016 Green

Assessment & prevention of falls in older people and achieve established 
targets.                                                                                                          
Reduce falls by 50% on that recorded in 2014/15

March 2016 Amber

To deliver length of stay reduction agreed target and reduce readmission rates. March 2016 Green

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

March 2016 Green

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

March 2016 Green

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

March 2016 Green

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

April 2015 Green

Continued monitoring of benefits realisation. March 2016 Green

On-going review of assessment against Keogh standards, update to Board. July 2015 Green

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

Heather 
McNair and 
Dr Richard 
Jenkins

Heather 
McNair and 
Dr Richard 
Jenkins

2015-16 has seen a reduction in the number of hospital acquired avoidable Grade 2 and 3 pressure ulcers acquired in 
2014/15 with the ultimate aim of eliminating all Grade 3 & 4 hospital acquired avoidable pressure ulcers. This work is 
supported by a training plan and root cause analysis on all hospital acquired pressure ulcers to support continual learning.

Quarter 3 audit results has seen 93% of medicine reconciliation occurring within 24 hours of admission to our hospital.  In 
January 2016 7 Day Pharmacy/ Medicines Management services were commenced which supported the Trust in achieving 
compliance with local and NICE guidance. 
Weekly audits of compliance including ‘Team Brief’ and ‘Debrief’ Improved engagement of clinical teams in completion of 
WHO five steps to safer surgery. Monitoring of implementation of actions from Debriefs. Quarter 3 audit results evidence 85% 
compliance with the World Health Organisation (WHO) Surgical checklists including ‘Team Brief’ and ‘Debrief’ elements of the 
Five Steps to Safer Surgery. 

Dr Richard 
Jenkins and 
Karen Kelly

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

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

As above.

As above.

Rolling 12 month HSMR to Nov 2015 is 108.2 which is above trajectory to meet this years target of 100. Dr McAndrew has 
been asked to lead on this with the steering group, focusing on three main areas. A revised delivery plan is under 
development. Revised mortality action plan developed. Deteriorating Patient Group taking action on all Sepsis and NEW's. 
YTD HSMR is on target with 103.3.

End of Life Care pathways have been developed and are being implemented working as part of a district wide group.

We continue to deliver 7 day services.  We have continued to fund the essential services needed.

VTE risk assessment compliance continues to be above target (95%). The thrombosis committee have produced a gap 
analysis of Quality standards for VTE prevention which highlights some areas of non compliance. Not all patients are not 
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. Patients are not being reassessed within 24 
hours. 

Quarter 4 Update

The total number of falls incidents in quarter 3 was 259. On current trajectories we anticipate the total number of falls incidents 
for 2015/16 to be similar to 2014/15 with possibly a slight increase. This level of falls incidence is almost exactly the same as 
the national average across NHS Acute Trust providers as reported in the recent National Falls Audit. In hindsight a 50% 
reduction below the national average was an ambitious aspiration, however, a further small reduction on the 20% delivered in 
the previous would have been a reasonable target. On a positive note November's incident rate was lower than October and 
December's was lower than November's which shows a down trend and early signs we may be starting to see a small 
reduction in monthly falls totals .

 As at End February 2016 average length of stay year to date 2.99 against a target of 3.44.

The Trust aims to consistently identify all patients at risk of dehydration.  To support this, a lead for Acute Kidney Injury (AKI) 
and IV Fluids lead. In 2015 the Trust appointed a Consultant Anaesthetist as the Trust Fluid and Acute Kidney Injury (AKI) 
lead. Through the Deteriorating Patient Group a new fluid balance chart was developed. The new chart combined the fluid 
prescription and fluid balance chart.  The new chart has been piloted in the Emergency Department and on a medical and a 
surgical ward. 
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Aim 2: Partnership will be our strength. 
Objective Lead 

Director Milestone/measure Completion 
date

RAG 
Rating

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

May 2015 Complete

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

September 2015 Complete

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

April 2015 Complete

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

September 2015 Complete

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

September 2015 Complete

Delivery of key strategic plan initiatives with partners including:

Care coordination centre March 2016 Complete

Integrated diabetes care through a multispecialty community provider model March 2016 Green

Shared care pharmacy March 2016 Green

The service specification is now complete and will commence from April 2016. A governance implementation framework has 
been established to oversee the consolidated delivery of diabetes and respiratory care integration in 2016/17.    

In place. Target was admission avoidance of 4.06% of referrals - this has been exceeded week on week. 
3,914 referrals since soft launch, approx. 400 per month.  GPs remain the biggest referral in source, AMU and AMAC remain 
the most frequent outcome although referrals to community services have increased.   We are in phase 3 of the roll out which 
is the hospital and community discharge phase and is on track for completion by end of march 2016. Next evaluation is in 
February 2016.   In the original business case phase 3 was the final phase, however planning has commenced for phase 4 
which is linked to Medworxx.  

Emma 
Parkes

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

Bob Kirton 
and Dr 
Richard 
Jenkins

Approach now changed with regard to GP engagement.  Short piece of research has now been commissioned to understand 
GP engagement. Strategic approach to be determined in Q1 2016/17.

Complete.  Positive feedback received. Barnsley Chronicle reported of the 4,000 copies that were available for pick up from 
the April issue, only 361 were left after the initial two week period. This shows a pick up rate of over 90%. 

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

Annual General Public Members meeting held 24 Sept 2015, open to all current membership and general public.  Elections for 
new Governors running Oct 2015. All issues of Barnsley hospital News  (circulation c38,000) carry invite to become a 
member. 
Approach now changed with regard to GP engagement.  Short piece of research has now been commissioned to understand 
GP engagement. Strategic approach to be determined in Q1 2016/17.

Published June 26th 2015 following approval of strategy by Board (see page 6 at 
http://www.barnsleyhospital.nhs.uk/uploads/2015/06/BHNFT-Communications-and-Engagement-Strategy-2015-19-
approved.pdf)

Shared Care Pharmacy service is in place.  Additional streams to be commenced.

Quarter 4 Update
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Objective Lead 
Director Milestone/measure Completion 

date
RAG 

Rating
Delivery of key working together initiatives with  including: 
Interventional radiology proposal March 2016 Amber

Regional on-call for ophthalmology and OMFS proposal March 2016 Amber

GI Bleeds proposal March 2016 Amber

Further procurement opportunities March 2016 Green

Back office services March 2016 Green

Quarter 4 Update

March meeting postponed to May 2016. Requested prospective data received in full from 4 Trusts. MYH re-sending with 
refinements. Nil response from BHNFT, now urgent. Recognition that the hiatus needs to be used effectively – data analysis 
(as currently stands) and questions sent out to group members, response requested. Questions centre on impediments to 
reaching preferred option (with amendments to improve scheduled Out Of Hours clinics and thus reduce unscheduled 
workload), and means to overcome them.

Surgical Gloves scheme is still on-going with an e-auction planned for April 2016. Negotiations with the brand leader are 
ongoing for Anti Embolism Stockings (Mid Yorks and Barnsley have indicated an unexpected inability to participate and this 
may undermine the deal for other Trusts). Savings have been confirmed on Tissue Adhesives. Work on Adhesive Film 
Dressings is continuing; trials have resulted in concerns about the lowest-cost brand. The Shelford / NHS Supply Chain / 
Crown Commercial Services work has the potential to deliver WTP savings over 2-3 years. Plans for NHS Supply Chain will 
be in place by the end of April, with the CCS plan to follow.
Utilising Vanguard funding, PwC have been appointed to produce a report on options, costs and benefits by end July.

Consolidation and Centralisation of Payroll & HR:  Outline business case published and submitted to relevant executive 
teams for approval to proceed to final case with submission by March 16.  - There is still an opportunity for the other three 
Trusts to join the final business case process on the recommended model.

Bob Kirton 
and Dr 
Richard 
Jenkins

Ophthalmology: a plan has been agreed to take a phased approach to the project, aiming still to arrive at Option 4 but with 
checks and safety measures on the way.  Stage 1 completion delayed until May 2016. Full completion 4 stages expected by 
Nov 2016.
OMFS: Nick Lee (OMFS Consultant, Sheffield Teaching Hospitals) has been appointed Clinical Lead subject to vanguard 
funding.

Delivery on target subject to Vanguard funding. Clinical Leads (radiologist and radiographer) appointed – to be formally 
announced by WTP MD. Radiology Network Management Group dates established (for April and May, subsequent to be 
scheduled) and draft ToRs developed, membership sought via emails to MDs (4 Trusts still outstanding). Workforce strategy 
event scheduled as planned 14 April 2016, representatives sought and reasonable response. Universities invited. Discussion 
with clinical leads re agenda and supporting materials (to be circulated). Procurement advice sought and received re sharing 
solution – to be strengthened. Radiology Group meeting held as planned to discuss Vanguard and governance

c) In 2015/16 we will be  a key partner in 
the Working together programme 
(including the 7 local acute Trusts) 
supporting the delivery of  the 
programme aims and outcomes 
including to:
i) Share good practice including 
improved procurement.
ii) Support sustainable care quality and 
consistency across the region through 
shared resource.
iii) Sustainable service configuration
iv) Deliver technology projects that 
enable clinicians to work across sites
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Aim 3: People will be proud to work for us. 
Objective Lead 

Director Milestone/measure Completion 
date

RAG 
Rating

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

May 2015 Complete

Develop coaching capacity. Train a minimum of 10 new coaches by 1/9/15 March 2016 Complete

Develop a succession planning programme for aspiring mangers, complete a 
pilot programme.

Nov 2015 Complete

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

Nov 2015 Complete

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

May 2015 Complete

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

Sept 2015 Amber

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

March 2016 Complete

Achieve mandatory training compliance in excess of 90% Dec 2015 Amber

Delivery of the Trust recruitment and retention strategy and achievement of KPIs 
including : vacancy rates target,  56 days to recruit standard,  and all  equality 
standards.                                                                                                                                                                                                      

March 2016 Green

Review flexible working options and practices including quarterly review of 
turnover, vacancy rates, reduction in agency staff, and completion of consultant 
job plans.

March 2016 Complete

Develop  the skills and competency in the workforce to match long term demand.                                                                                                                                                                                     
Support the introduction of the national nurse revalidation process                                                                                                                                                                               
Support the creation of an impactful employer brand to augment the recruitment 
and retention process and to engender pride in the organisation.                                                                                                             

March 2016 Complete

Support the enforcement of the sickness absence policy with training and 
streamlining of reporting and recording systems and reduction in sickness 
absence to 3.5%

March 2016 Amber

Create an inclusive employee Health and Wellbeing programme to enable our 
workforce to be 'fit to care'   

March 2016 Complete

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

c) In 205/16 improve the health and 
wellbeing of our employees, preventing 
ill health and enabling employees off 
sick to return to work sooner and to a 
safe environment.

Jose 
Fernandez

Coaches are trained and are now completing their coaching practise element.

Programme is developed, pilot has commenced.

Completed and on - going .

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

Jose 
Fernandez

Awaiting end of year figures.

Awaiting end of year figures.

Objective has been completed.

Jose 
Fernandez

Objective has been completed.

Awaiting end of year figures.

Objective has been completed.

Annual staff survey is completed response rate has demonstrated an increase of 2.2%.

Actioned and incorporated into Workforce Plans for delivery.

The Trust's Listening into action year has been completed.

Unable to complete due to CBU reorganisation however plan in place for completion.

Quarter 4 Update
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Aim 4: Performance matters. 
Objective Lead 

Director Milestone/measure Completion 
date

RAG 
Rating

Delivery of key KPIs, reported monthly to Board through the integrated 
performance report.

March 2016 Green

Delivery of year 2 of the financial turnaround plan March 2016 Red

Delivery of key strategic plan initiatives including:

Bed utilisation review and action plan March 2016 Amber

Expansion of gynaecology outpatient procedures March 2016 Amber

Development and marketing of maternity services March 2016 Green

Orthopaedics development plan March 2016 Amber

Theatre utilisation plan March 2016 Amber

Urology development plan March 2016 Green

Endoscopy service development March 2016 Amber

Imaging service improvement plan March 2016 Green

Lorenzo optimisation including  paperless outpatients. March 2016 Green

Paperless requesting and reporting for imaging to be implemented April 2016 Complete

Implementation of Lorenzo phase 2,  including maternity system goes live. June 2015 Complete

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

March 2016 Amber

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

Tom 
Davidson

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

Health system schemes to reduce unplanned admissions have been ineffective to date. Some reductions have been 
implemented however there has been continued use of escalation beds. Continued bed pressures are impacting on 
implementation plans. There has been an overall 4% increase in non elective activity and Emergency Attendances to the 
Trust.  (3% in ED agreed as part of the contracting). New system wide software (Medworxx) has been purchased and will be 
implemented during 2016/17. The Trust has established a Governance Implementation framework with a Steering Group 
chaired by the CEO and with 6 different workstreams. 
Maximising capacity for existing suite of outpatient procedures. Business case for introduction of two further procedures being 
produced.
The number of births have continued to be above plan with positive financial impact to the Trust. The increase in births is 
thought to be due to word of mouth referrals and an increase in population figures. O Block redevelopment Project 
Documentation has been completed and will be presented to ET in Q1 to discuss options moving forward. 

Repatriation of Orthopaedic activity has commenced in Q4 and has been recovering the in year performance to plan.  Work is 
continuing to reduce waiting times to provide patients care closer to home and regain market share in 2016/17.  A launch 
event with local GPs to promote the service at Barnsley Hospital was scheduled to take place during Q4 following work to 
improve waiting times and choose & book access, but has been delayed to Q2 2016/17.  

Alturos phase 2 on going for Gen Surgery, Urology and OMFS and updated times implemented for phase 1 specialities. Some 
specialities have moved to 4 hours, orthopaedics are in the process and job planning in other areas continues. The master 
template is dependent on the move of urology and some gynae into the major treatment room, however this does not stop 
specialities moving to 4 hour working as soon as possible. 4 Eyes started some work within theatres also.

Karen Kelly, 
Michael 
Wright and 
the 
Executive 
Team

The Medical Imaging Modernisation Programme was approved by ET in March 2016 and is now in the early implementation 
stage. The overall programme will take between 12 and 18 months to complete depending upon capital funding, training of 
existing staff and recruitment to key positions, such as Consultant Radiologists. 

IPR fully imbedded.  CBU reports in place for performance reviews.

As agreed with Board and subsequently submitted to Monitor, the turnaround plan has been changed based on increased 
cost and tariff pressures going into 2015/16 not all of which are in the control of the Trust. Financial performance to month 12 
is adverse to revised plan at the deficit level. Both clinical revenue and costs are higher than plan. The revenue position is 
driven by clinical  activity, particularly non-elective, although out-patient activity is behind plan.
Agency costs have been a significant pressure, although the monthly run-rate  reduced during the final quarter following the 
introduction of more robust controls in relation to agency requests.   
Penalty levels adversely impacted on income.  

Work has been undertaken with the CCG to include repatriation activity in 2016/17 plans in order to build the base for 
repatriation. Work is on-going to reduce waiting times and improve patient access. A GP engagement event is planned for 
Q1. Partnership working with Mid Yorkshire Trust is well established and regular discussions are being held.  The first stone 
therapy patient received treatment using the new Holmium laser during Q4 and activity will continue to increase during Q1. 
Holmium laser prostate work will commence in Q1.

Endoscopy service developments have not achieved the maturity that was planned, however the market share continues to 
ensure that we are able to achieve a robust income stream. Initiative implementation is behind track due to reduced interest 
from neighbouring Trusts. A revised nursing model has been implemented to support full time working across three rooms. A 
revised business case was presented to ET in Feb 2016. A service stock take and review of the service's strategic plans is 
planned for April 2016.

Workstream project plan for Outpatient Access plans, PTLs and Inpatient-Outpatient Direct booking. Already seen significant 
success.
Paperless Requesting and reporting for Imaging went Live 4th April 2016.

Lorenzo Maternity was deployed to schedule in June 2015.  Lorenzo Phase 2 needs a full plan developing.

Quarter 4 Update

ePrescribing will not be available on Lorenzo until Late July 2016 demonstration arranged with key stakeholders to discuss 
viability. Vital signs business Case developed and on ET agenda for 16th April.
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Objective Lead 
Director Milestone/measure Completion 

date
RAG 

Rating
Delivery of critical backlog maintenance works, rolling programme over the year. March 2016 Green

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

March 2016 Amber

Assistive technology new office space and workshop completed. July 2015 Complete

Delivery of Trust sustainability action plan. March 2016 Green

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

Michael 
Wright

Monthly tracking of performance versus £1m target March 2016 Green

Achievement of the Trust and BHSS income target for the year through delivery 
of key strategic plan initiatives including:
Expansion of Occupational Health services through further identified 
opportunities

March 2016 Amber

Expansion of Private Health Services March 2016 Amber

Optimisation of Sterile Services. March 2016 Green

Expansion of Assistive Technology to all of Yorkshire and Humber March 2016 Green

BHSS Business Plan and income target delivered. March 2016 Green

The implementation of phase 2 is well under way for completion. Funding issues with the Barnsley CCG have been resolved 
in order to progress with the initiative. Phase 2 implementation (Hull, N & NE Lincolnshire, Wakefield) will continue into Q1. 
On target to deliver the main objective of expanding service provision in a sustainable way across the region. 

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

Lorraine 
Christopher

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

Bob Kirton

Quarter 4 Update

Works completed.  

Sustainability Development Action Plan was in place for 2015/16 and progress monitored.  Overall all actions have been 
delivered or on remain on target.  Examples of achievements include meeting the NHS 2015 carbon reduction target; the 
i l i  f li  h  d i  i   i k l  d h  i bil  i   i  ll ff j b d i iThe Trust’s programme has achieved £914,556 savings at Month 12 which is 91% of its target.

BHSS revised business plan presented to Board in August. Agreed schemes progressing for Pharmacy, Advertising and 
Commercial Partnerships. Further opportunities are being explored.

Expected in year Tenders have not been forthcoming. Work is continuing to look at opportunities for additional external 
contracts and local opportunities.

Dermatology is due to commence services in 2016/17. Other services (orthopaedics, endoscopy and ophthalmology) have 
been postponed whilst service changes are embedded. Trust wide policies have been communicated and will be embedded 
with the CBUs. Whilst income generation had been planned as part of this service, delays have occurred to ensure and 
prioritise NHS service. Plans to deliver private services are continuing to be developed for OMFS, Endoscopy, Orthopaedics 
and Ophthalmology. 
An internal options paper has been completed within the Trust. The decision was made by ET to commence tender process, 
which will now commence in Q1 due to delays. This will provide a clear picture on cost of an external on site service and 
enable an overall decision for Sterile Services. There continues to be uncertainty around the financial sustainability of BHNFT 
run service and implications on Endoscopy.   

The critical backlog programme has delivered on time and to budget.  During 2015/16 this programme has included works 
such as: the upgrading and maintaining of emergency lighting; fire stopping and fire related works; electrical infrastructure 
works, and the replacement of critical ventilation systems to ITU.  Work has also been undertaken to plan for the continuance 
of the programme over the next 5 years and beyond.  
As reported to Trust Board, there was a delay in 2015/16 of progress on the refurbishment/refresh of O Block (this is 
predominantly required for the elimination of critical backlog maintenance).  This delay was to allow time for the estates 
strategy to be aligned to with the clinical service strategy (ensuring efficiency), which has now happened.  As such, funding 
has now been included in the 2016/17 capital programme to allow the works to proceed, this first phase of work will include 
the installation of a new Neonatal unit.  However, it should be noted that during this period works to O Block electrical 
infrastructure have continued in year, with more funds for this element of work being planned in 2016/17.
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/05/P-21 
 
SUBJECT:   QUARTERLY COMMUNICATIONS REPORT 
DATE:          May 2016  

PURPOSE:  

 Tick as 
applicable   Tick as 

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

PREPARED BY: Emma Parkes, Director of Marketing & Communications 
SPONSORED BY: Diane Wake, Chief Executive 
PRESENTED BY: Emma Parkes, Director of Marketing & Communications 

 
To report on associated communications, engagement and marketing activity within the previous 
quarter.  

 
The report presents actions taken in the previous quarter within the communications and 
marketing function to build positive perceptions of the Trust internally and externally.  The report 
covers the following areas: 

 
• Strategic communications and engagement 
• Internal communications 
• External communications 
• Marketing activity 
• Barnsley Hospital Charity 

 
The Communications Dashboard is attached as Appendix 1.  

 
Actions taken by the Communications function in the last quarter have continued to build a 
positive reputation for the Trust, with positive proactive media stories being placed during the 
quarter and ensuring balanced coverage with opportunity to comment on reactive media 
requests. 
The Board is asked to note the report.   
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Subject: QUARTERLY COMMUNICATIONS REPORT Ref: BoD 16/05/P-21 
 
 
1. STRATEGIC CONTEXT 

 
1.1 This report provides the Board with an overview of communications and stakeholder 

engagement activity within quarter four of the 2015/16 financial year. 
 
2. STRATEGIC COMMUNICATIONS AND ENGAGEMENT 

 
2.1 The Communications function has continued to protect and enhance the Trust’s 

reputation through the placing of positive and balanced stories in the media as well as 
moving swiftly to rebut or provide factual statements in negative situations. 
Appendix 1 gives an overview of media engagement and activity in the quarter. In 
order to ensure a proactive, planned approach to reputation management, the 
forward planning of communication and delivery of anticipated messages and media 
interest is now shared and discussed with the Executive Team on a monthly basis. 

 
2.2.  NHS Promotional Code: Annual Declaration 
 

In accordance with the NHS Promotional Code (the Code of Practice for the 
Promotion of NHS Funded Services) the Board is required to receive notification of 
money spent on promotional advertising annually as follows:  
 
“Responsibility for appropriate promotional expenditure lies with provider 
organisations’ boards. In addition, organisations may be required to:  

• record and disclose their annual spend on buying media space for promotional 
activity;8 or 

• limit expenditure to a level determined by the secretariat and agreed by 
the members of the self-regulatory system and the Department of Health. 

The Trust did not undertake any promotional advertising (as defined by the Code) in 
the financial year 2015/16. 
 
Note 8: "The cost of buying media space for promotion, including advertorial (e.g. promotion presented as if it is editorial 
material), which has the primary purpose of influencing the choice of provider for NHS services, excluding activity such as 
creative work, research, wider public relations work, or any activity that forms part of a recruitment or health promotion 
campaign.” 

 
3. INTERNAL COMMUNICATIONS AND STAFF ENGAGEMENT  

3.1 Key activity in the quarter has included:   
 

• The seventh annual Heart Awards has been launched, with a successful pre Heart 
Award shortlisting event held in April.  Nominations were reduced to three 
shortlisted entries for each category by a panel of independent judges consisting of 
patients, partners, Governors, partner organisations and volunteers.  Following 
this, a ceremony was held to celebrate every nomination and announce the finalist 
for each category. 

 
• The Communications Team have worked alongside the industrial action planning 

committee to develop communications regarding the Junior Doctor industrial action 
to staff and partner organisations to ensure that everyone is kept up to date with 
the details of the action. 
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• The Trust’s annual objectives were launched to staff and the public in April, with 
new foamex boards installed across the site.  

 
• The Trust’s annual three month cycle of appraisals has been launched to staff, 

supported by a communications plan across the appraisal period.  
 
• A series of engagement sessions with staff have been undertaken to understand 

how best to engage with different groups of staff across the Trust.  The outcomes 
will be fed into the Trust’s approach to staff engagement following the conclusion of 
the LiA journey in April.  

 
• A series of staff feedback sessions have been held to listen to views on the Trust’s 

Intranet site.  A wide range of feedback has been received.  This will form part of a 
project to redevelop the existing Intranet site to ensure it is more user friendly and 
fit for purpose.   Following this, work will commence on the Trust’s external facing 
website.  

 
4. EXTERNAL COMMUNICATIONS / EVENTS 

4.1 To celebrate International Women’s day the Communications Team worked with the 
Equality and Diversity Manager to create a video of staff talking about the women that 
inspire them. The video was shared on the Trust’s social media sites and received 
positive comments from staff and members of the public.  
 

4.2 The latest edition of Barnsley Hospital News was issued in March with a circulation 
list of circa 38,000 people across the town. This edition included a piece about Dickie 
Bird’s donation to the Tiny Hearts appeal and a feature about the new Trust 
Governors. The magazine continues to be well received with a pick up rate of over 
90%. 
 

5. MARKETING  

5.1 The Research and Development team have conducted 10 qualitative interviews with 
GPs across the Barnsley Clinical Commissioning Group  catchment area with a view 
to gaining an understanding how the Trust is viewed by GPs.  The results are 
currently being transcribed and a final report is expected in early May. This should 
provide an excellent platform in assisting to formulate a wider GP engagement 
strategy in line with the 2016/17 Trust objectives. 
 

5.2 With support from the Clinical Commissioning Group (CCG), three consultants from 
the Trust presented at the BEST meeting on 20 April, these were: 
 

• Mr Stephen Mitchell – Urology Topics / New Services / LUTS / Renal Stones 
• Mr Khalid Mehmood – Gallstones and Perianal Problems 
• Dr Dyfrig Hughes – GP & AE Alternative Routes 

 
The meeting was very well attended with over 100 delegates from local primary care 
practices in the audience. The feedback received from the lead GP trainer with 
regards to the presentations was very positive post meeting and it is expected that 
further speakers from the Trust will be presenting at future events.  
 

5.3 As one of the first points of advertising within primary care is Choose and Book, the 
Commercial and Marketing Manager is continuing to liaise with local practice 
managers to gain an understanding of current waiting times.  Choose and Book was 
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mentioned at the last BEST meeting and no current problems were communicated by 
the audience. The Commercial and Marketing Manager will be meeting with primary 
care colleagues at the end of April to gain a month end snap shot of polling times.  
 

5.4 Following on from meeting with the Dermatology Service it is now expected that the 
self pay scheme will go live 1 July 2016.  Marketing plans have now been revised and 
a phased marketing strategy has been agreed, with phase 1 to commence June 16.  
A low key initial strategy will allow for clinical/administrative bedding in phase whilst at 
the same time generating revenue for the Trust. Phase two of the plan will see wider 
approach encompassing both digital and media marketing streams, thus in turn 
allowing exposure to wider segments, this is expected to commence in August 2016. 
  

5.5 Links are being maintained with both the local football club and local Chamber of 
Commerce.  Meetings have been arranged for May to discuss ways in which we can 
work closely together from both a Trust and Charity point of view.   

 
5.6 Extensive work continues with regards to full market analysis in support of Clinical 

Business Units  (CBU)/ Service reviews.  This includes detailed analysis of past and 
present referral trends and is focused on GP activity from Barnsley CCG and other 
local CCG’s to Barnsley Hospital and other local providers. 

 
5.7 A survey has been undertaken within the maternity patient cohort, with a focus on 

awareness of the birthing suite, overall experience and to determine potential interest 
in a number of potential private service offerings.  The survey included patients who 
had experience of maternity services and those who did not and in total 68 responses 
were received.  In brief, the vast majority of respondents rated the service as being 
excellent, however the survey showed that approximately 40% of both cohorts of 
patients stated they were unaware of the new birthing suite.  Work around increasing 
awareness will be underway over the next few weeks with assistance from midwifery 
being sought.  With regards to the interest around private initiative, a number have 
been forthcoming, these will be discussed with the CBU following the completion of 
the CBU restructure. 

 
5.8 Over the next 12 months the main focus areas for marketing will be: 

• Continued GP engagement 
• Local business engagement 
• New / current service marketing 
• Continued service specific market analysis 
• Private practice marketing (Oral Maxilliofacial Surgery (OMFS) / 

Ophthalmology). 
• Formulation of a GP / Primary Care Strategy 
• Revision of the Trust’s Directory of Services 

 
 

6. BARNSLEY HOSPITAL CHARITY 

6.1 The charity appointed a new Fundraising Co-ordinator and has begun the process of 
developing a strategic plan to grow the charities profile both internally and externally. 

 
6.2 The charity has launched its first mass participation event of the year, Rainbow Dash 

2016, which will take place on 5 June in Locke Park. Previously named the Rainbow 
Run, the event has been rebranded and is hoping to attract over 250 participants.  
A supporter of the charity has created a promotional video for the event as a gift in 
kind which has been shared on social media, through internal communications and is 
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available on the charity website. Posters and flyers have been distributed throughout 
Barnsley including to all local schools, GP’s and throughout the town centre.  

 
6.3 The Tiny Hearts Appeal has continued to receive substantial support from the 

community.  
 

• Local legend Dickie Bird presented the charity with a cheque for a very 
generous £35,000, the single largest amount donated to the Tiny Hearts Appeal 
to date.  The donation resulted in a wide range of press coverage including: 

 
Print media: A front page article and photo in Barnsley Chronicle, followed by 
a large full story piece and an additional photo inside. Additional coverage in 
the Sheffield Star and Yorkshire Post.  
TV Coverage: prime time BBC Look North and Calendar News segments 
Radio Coverage: Hourly coverage via Hallam FM & Hallam 2 stations and 
Dearne FM 

 
• Two local supporters held a sponsored Pram Walk in Barnsley in aid of the 

appeal. Around 60 walkers participated on the day and the event has to date 
raised over £3,600. The event received good publicity including coverage on 
the day from Dearne FM, online promotion through We Are Barnsley and social 
media and a large piece with a picture in Barnsley Chronicle.  

 
7. CONCLUSION  

7.1 The Communications function has had a positive quarter, continuing to proactively 
manage the Trust’s reputation by delivering timely and appropriate messaging to a 
variety of audiences.  
 

7.2 Relationships with the Barnsley Chronicle continue to be positive, with the publication 
affording the Trust the opportunity to provide comment on all related articles and 
working in partnership on the publication of the Trust’s Barnsley Hospital News.  
 

7.3 Marketing activity has made good progress with plans in place to support the 
proactive marketing of a number of key services. 
 

7.4 The charity has seen some excellent coverage in the media over the quarter and 
support continues to grow for the Tiny Hearts appeal.  
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APPENDIX 1 - COMMUNICATIONS AND MEDIA DASHBOARD  
 
The Communications Team has worked to sustain a steady stream of positive and balanced 
stories in the media. This section gives an overview of the Trust’s media coverage in the quarter: 
 
1.  Press activity 
 
The chart shows press releases and press statements issued to the media each month of the 
quarter. The Team aims to produce four or more positive press releases per month and over the 
last quarter has averaged seven per month.  
 
We have issued eleven reactive press statements over the quarter including statements in 
response to media enquires about the number of operations and appointments rearranged due 
to the industrial action periods. 
 

 
 
The chart represents purely the number of different press releases sent, not the number of 
publications they were sent to, which varies. Statements are quotes given from a member of 
staff, not simply information given in response to direct questions. 
 
Media coverage by tone 
 
Over the last quarter the majority of the stories about the Trust in the media have been positive, 
with the number of positive articles steadily increasing throughout the period.  
 
The majority of the positive coverage in March relates to the generous donation Dickie Bird OBE 
made to the Tiny Hearts Appeal.  
 
The chart below shows media coverage by tone for Q4. 
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Coverage by publication 
 
As would be expected, the Barnsley Chronicle makes up the majority of coverage. However, the 
Trust does see coverage in the Sheffield Star and Yorkshire Post although this quarter we have 
seen less coverage in the Yorkshire Post than in previous quarters.  The chart below shows the 
print coverage by the top three publications, both print and online, over the quarter, plus figures 
from the online newspaper We Are Barnsley and a combination of other publications.  

 
 
 
Opportunities to view – print  
 
Total Opportunities to view in print are up on the previous quarter with a total of 4,068,040. 
 
Jan 2016 

Publication Number of articles OTV 
Barnsley Chronicle 13 991,276 
Total Opportunities to View in Jan = 991,276 

 
Feb 2016 

Publication Number of articles OTV 
Barnsley Chronicle 20 1,525,040 
Sheffield Star  4 255,440 
Total Opportunities to View in Feb = 1,780,480 

 
Mar 2016 

Publication Number of articles OTV 
Barnsley Chronicle 17 1,296,284 
Total Opportunities to View in March = 1,296,284 

 
Opportunities to hear – radio 
 
Feb 2016 

Radio Station Number of items OTH 
Dearne FM 1 110,000 
Total Opportunities to Hear in Feb = 110000 

 
Mar 2016 

Radio Station  Number of items OTH 
Dearne FM 1 110,000 
Radio Sheffield  1 255,000 
Total Opportunities to Hear in Mar = 365,000 
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Social Media  
 
Facebook reach continues to be variable, depending heavily on the types of stories available to 
post. In January a post about our CQC report reached over 6,000 people and in March a post 
about Dickie Bird’s cheque presentation reached over 12,500 people. 
 
Facebook reach Q4 2015/16 
 

 
 
Our social media following continues to grow steadily. Social media is something the team will 
be focussing on over the coming months to continue to grow the Trust social media network. 
 

 
 

Online activity 

Website hits 

Visits to the Trust’s website totalled 184,647 in the quarter. This is up on the previous quarter.  
The top five most popular pages in the quarter were: 
 

Page Number of hits 
Home page  6,496 
Contact us  4,709 
Current vacancies  4,171 
A-Z 1,927 
Maternity Services  1,686 

 
The top five pages represent the consistently most popular pages on the website and the order 
has remained the same as last quarter.  
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/05/P-22 
 
SUBJECT:   HORIZON SCANNER  
DATE:          May 2016 PRIVATE & CONFIDENTIAL 

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 & 
COMMUNCATIONS 

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 for April 2016:  
 

• MY NHS/NHS Choices 
• Junior Doctors Action – Latest position  
• NHS England publish GP Strategy 
• HSJ Award Shortlist 
• HSCIC to change its name to NHS Digital 
• NHS Improvement refuses to answer FOI request on agency cap breaches 
• £4 billion to be spent on Technology within the NHS 
• ‘Right Care, Right Time, Right Place’ Calderdale & Huddersfield consultation on 

proposed changes 
 

The Board of Directors is asked to receive the contents of this report for information. 
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Subject: INTELLIGENCE MONITORING/HORIZON 
SCANNING MAY 2016 Ref: BoD 16/05/P-22 

 
*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 
 
Excellent service! Oral and Maxillofacial Surgery  
 
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 
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 
 
Avoid ...Avoid ... Avoid ..... 
 
6 hours to be told nothing broken with a 3 year old. Absolute 
joke with no information from the staff. We got there just after 
9pm and left at 3pm, not one person took the time to inform us 
why or how long we would be. To busy slagging the 
management off. We spent the whole time either standing or 
sitting on the mucky floor as there were no seats available.  
As we checked in the receptionist lost it, the receptionist started 
shouting at my partner and demanding the paper work back, it 
took me hours to calm her down. The aggression the 
receptionist showed was a disgrace and I will never set foot in 
the hospital again after this visit.  
So don not go unless you are desperate ... Drive straight past 
and go to another hospital. 
Visited in April 2016. Posted on 15 April 2016 
 

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? 

National  
release 

NHS England publish GP Strategy - General Practice 
Forward View - a multi-billion pound plan designed to get 
improve patient care and access to primary care and invest in 
new ways of providing primary care. 
 
Simon Stevens said the NHS would now earmark an extra £2.4 
billion a year for general practice services by 2020/21. This 
means spending will rise from £9.6 billion in 2016/17 to over £12 
billion by 2021 – a 14 percent real terms increase. This 
investment will be supplemented by a £500 million national 
‘turnaround’ package to support GP practices, and additional 
funds from local clinical commissioning groups (CCGs). 
 
The plan also contains specific, practical and funded steps to 
strengthen workforce, drive efficiencies in workload, modernise 
infrastructure and technology, and redesign the way modern 
primary care is offered to patients. 
 
The full release can be accessed here: 
https://www.england.nhs.uk/2016/04/gpfv/ 
 
More details about the GP Forward View are here: 
https://www.england.nhs.uk/ourwork/gpfv/ 
 

Board to note 

National 
Awards / 
HSJ 

HSJ Award Shortlist  
 
The Hospital’s Procurement Team have reached the shortlist for 
the 2016 HSJ Value in Healthcare Awards. The awards 
recognise and reward outstanding efficiency and improvement 
by the NHS across the 20 categories. They also seek out 
examples of demonstrable improvement in outcomes, both 
within back office functions and clinical initiatives. Finalists 
demonstrated that they are striving to improve value and 
efficiency in healthcare and have been judged to be leading the 
way in this increasingly important area. 
 
The shortlisted organisations will now be assessed by a judging 
panel made up of senior and influential figures from the health 
sector. The winners will be announced at a ceremony on 24 May 
in Manchester. 
 
Barnsley CCG is also a shortlisted nominee in the Clinical 
Support Services Category.  
 

Board to note 

National 
health 
executive 

HSCIC to change its name to NHS Digital 
 
The Health and Social Care Information Centre (HSCIC) will be 
renamed NHS Digital from July, reflecting the increased role of 
digitalisation in healthcare information. 
NHS Digital will continue HSCIC’s work of providing information, 
data and IT systems for commissioners, analysts and clinicians 
in health and social care. 
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Date / 
publication 

Detail Impact/ Action/ 
Owner / Will 
Board be 
involved? 

National 
health 
Executive 

NHS Improvement refuses to answer FOI request on agency cap 
breaches 
 
NHS Improvement has refused to answer an FoI request for the 
names of trusts that have breached the cap on agency staff. 
The person making the request, whose details are withheld, 
made two requests to Monitor, as NHS Improvement was then 
known, on 28 January and 19 February for a list of all trusts 
breaching the cap for every week since it was introduced on 23 
November. 
 
The response from Chris Mullin, economics director at the newly 
formed regulator, which he says was delayed beyond the 20 
working days timeframe for answering FoI requests was 
because of “an administrative oversight”, and would be 
withholding the information under sections 31 and 33 of the 
Freedom of Information Act 2000. Section 31 says that 
information can be exempt from disclosure if it would prejudice 
the work of a public authority, in this case NHS Improvement. 
Section 33 allows a similar exemption for disclosures which 
would prejudice a public body’s ability to audit other public 
bodies. Public interest exemptions apply to both clauses, but 
Mullin’s letter says that NHS Improvement has warned that the 
public interest argument in favour of releasing the information is 
outweighed by the potential damage to NHS Improvement’s 
work. 
 

Board to note 

National 
release 

£4 billion to be spent on Technology within the NHS 
 
£4billion will be spent on improving the use of technology within 
the NHS over the next five years to help to realise the 
Government’s vision of a paperless NHS, improving the speed 
of diagnoses and enhancing services across the country. 
 
Full details of the funding are still being agreed between the 
Department of Health and NHS England, but are expected to 
include: 

• £1.8billion to create a paper-free NHS and remove 
outdated technology like fax machines 

• £1billion on cyber security and data consent 
• £750m to transform out-of-hospital care, medicines and 

digitise social care and emergency care 
• About £400m to build a new website - nhs.uk - develop 

apps and provide free Wi-Fi. 
 

As part of its digital drive, the government wants at least 10% of 
patients to use computers, tablets or smartphones to access GP 
services by March 2017. At the end of last year, Hunt said free 
Wi-Fi would also be provided in all NHS buildings in England, 
but a deadline has still not been set. 
 
 

Director of IT 
to monitor and 
feedback as 
appropriate 
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Date / 
publication 

Detail Impact/ Action/ 
Owner / Will 
Board be 
involved? 

Local/ 
Regional 
coverage / 
briefings   

‘Right Care, Right Time, Right Place’ Calderdale & 
Huddersfield Consultation Dates on Proposed Changes 
 
Calderdale CCG and NHS Greater Huddersfield CCG are 
inviting local residents to attend a public meeting to learn about 
proposed changes to hospital and community health services, 
ask questions and find out how they can give their views. Under 
the proposed changes, there would be two Urgent Care Centres 
– one at Calderdale Royal Hospital and one on the Acre Mills 
site, Huddersfield. All emergency, acute and high risk planned 
care would be brought together at Calderdale Royal Hospital 
(CRH) and the Acre Mills, Huddersfield, site would be developed 
as a hospital dedicated to planned care. The proposed new 
model of care is supported by further strengthening community 
services. 
Future dates can be found at: 
https://www.rightcaretimeplace.co.uk/news/dates-of-public-
meetings-and-information-sessions-to-discuss-proposed-
changes-to-hospital-services/  

Board to note 
and monitor.  
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SCHEDULE OF ACRONYMS 

Additional acronyms may be added as appropriate/on request 

A  
A&E Accident and Emergency 
A4C / AfC Agenda for Change 

ACCEA Awards Committee for Clinical 
Excellence Awards  

ACE Acute Care of the Elderly 
ACP Advance Clinical Practitioners 
ACS Additional Clinical Services 
ADS Annual Development Session 
AEC  Ambulatory Emergency Care 
AHP Allied Health Professions 
AHSN Academic Health Science Network 
AKI Acute Kidney Injury 
AMAC Ambulatory Medical Assessment Clinic 
AMU Acute Medical Unit 
AN Ante Natal 
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 
BFI Baby Friend Initiative  

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 
C.diff Clostridium Difficile 
CD Clinical Director 
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 
CoE Care of Elderly 
COG Council of Governors 
Comms Communications 
COO Chief Operating Officer 
COPD Chronic Obstructive Pulmonary Disease 

COSHH Control of Substances Hazardous to 
Health 

CPA Clinical Pathology Accreditation 
CPD Continuing Professional Development 
CPE Clinical Performance & Effectiveness 

CPEC Clinical Performance & Effectiveness 
Committee   

CPMS Central Portfolio Management System 
CPT Capital Planning Team   
CQC Care Quality Commission 

CQUIN Commissioning for Quality and 
Innovation 

CRR Corporate Risk Register 
CRS Commissioner Requested Services 
CSSD Central Sterile Services Department 
CSU Clinical Service Units 
CT Control Target 
CWT Cancer Waiting Times 
D  
D1 Discharge Form 
DB Designated Body 
DBS Disclosure & Barring Service 
DDA Disability Discrimination Act 
Do ICT Director of ICT 
DoH Department of Health  
DoN&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 Do Not Attempt Resuscitation 
DOC Duty Of Candour 
DPM Department of Psychological Medicine 
DNR Do Not Resuscitate 
DSEU Day Surgery & Endoscopy Unit 
E  
EBA Employer Based Awards 

EBITDA Earnings before interest, taxes, 
depreciation and amortisation 

ECIST Emergency Care Intensive Support 
Team 
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ECN Emergency Care Network 
ED Emergency Department 
EDD Estimated Date of Discharge 
EDS2 Equality Delivery System 
ENT Ear, Nose & Throat 
EOL End of Life 
EPAP Emergency Pathway Action Plan 
EPR Electronic Patient Records 
EqIA Equality Impact Assessment 
ESR Electronic Staff Record  
ET Executive Team 
EWS Early Warning Score 
EWTR European Working Time Regulation 
F  
F&P Finance & Performance 

FABULOS Fluids, Antibiotics, Blood Cultures, 
Urine, Lactate, Oxygen, Sepsis Six 

FBC Full Business Case 
FCE/FCSE Finished Consultant Episode 
FFCE First Finished Consultant Episode 
FFT Friends and Family Testing 
FPPR Fit & Proper Persons Requirement 
FPSG Finance & Performance Sub-Group 
FT Foundation Trust 
FTN Foundation Trust Network 
FQA Framework of Quality Assurance 
G  
GMC General Medical Council 
GP General Practitioner 
GUM /  
GU Med Genito-Urinary Medicine 

H  
H&S Health & Safety 
H&WB Health & Well Being 

HAPPY Harmonised Approval Process Pan 
Yorkshire 

HCA Health Care Assistant 
HES Hospital Episode Statistics 
HSE Health & Safety Executive 
HDU High Dependency Unit 
HR Human Resources 
HRG Health Resource Group (finance) 
HSC Health Service Circular 
HSMR Hospital Standardised Mortality Ratio 
I  
I&E Income and Expenditure 
ICU  Intensive Care Unit (also known as ITU) 

IFRS International Financial Reporting 
Standards 

IG Information Governance 
IP In Patients  
IIP Investors in People 
IHP Improving Hospital Partnerships 
IPC Infection Prevention & Controls 
IPR Integrated Performance Report 
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  
K 000s (thousands) 
KPI Key Performance Indicator 
LA Local Authority 
LAC Local Awards Committee   
LCRN Local Clinical Research Network 
LDP Local Development Plan 
LHC Local Health Community 
LIA Listening into Action 
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 Million(s) 
M&S Medical & Surgical  
MAG Model Appraisal Guide 
MAJEX Major Incident / Major Exercise 
MAT Maternity  
MDA Medical Devices Agency 
MDT Multi-Disciplinary Team  

MHRA Medicines &Medical Healthcare 
Regulatory Agency 

MIG Medical Interoperability Gateway 

MINAP Myocardial Infarction National Audit 
Programme 

MRI Magnetic Resonance Imaging 
MTAS Medical Training Application Service 
MYH Mid Yorkshire Hopsitals 
N  

NCEPOD National Confidential Enquiry into 
Perioperative Deaths 

NED Non Executive Director 
NEL Non-Elective 
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 
ODP Operating Department Practitioners 
OH Occupational Health 
OHW Occupational Health & Wellbeing 

OJEC Official Journal of the European 
Communities 

OMFS Oral & Maxillofacial Surgery 
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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 
PEG Patient Experience Group 
PGME Post Graduate Medical Education 
PIU Planned Investigation Unit 

PLACE Patient Led Assessment of the Care 
Environment 

PLICs Patient level Information & Costing 
systems 

PN Post Natal 
PPI Public & Patient Involvement 
PR Public Relations 
PRASE Patient Reporting & Action for a Safe 

Envrioment 
PROMS Patient Reported Outcome Measures 
PSB Patient Safety Board 
PSM Patient Services Manager 
PTS Patient transport services 

QA Quality Assurance  
or Quality Account 

QGSG Quality & Governance Sub-Group 

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 (risk ratings) 

RATS Remuneration and Terms of Service
  

RCA Route Cause Analysis  
RCN Royal College of Nursing 

RCPCH Royal College of Paediatrics and Child 
Health 

RCP Royal College of Physicians 
RFF NHS Trust identification code (Barnsley) 

RFT Rotherham Hospital NHS Foundation 
Trust 

RHQ NHS Trust Identification Code 
(Sheffield) 

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-level Mortality 
Indicators 

SHO Senior House Officer 
SI Serious Incident 
SID Senior Independent Director 
SIFT Service Increment for Training 
SLA / 
SLAM 

Service Level Agreements / Service 
Level Agreement Monitoring 

SLR Service Line Reporting 
SOA Strategic Options Analysis 
SORP Statement of Recommendation Practice 
SoS Secretary of State  
SPA Supporting Professional Activities 
SPC Statistical Process Control 
SpR Specialist Registrar 
SRG System Resilience Group 
SSD Sterile Services Department 
SSDG Senior Strategic Development Group 
SSR Strategic Services Review 

STH Sheffield Teaching Hospitals NHS 
Foundation Trust 

STEIS Strategic Health Authority Executive 
Information System 

SUI Serious Untoward Incident 

SWYPFT South West Yorkshire Partnership 
Foundation Trust 

TUV  
T&C Terms & Conditions 

TIGER The Information Governance Education 
Recognition Award 

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 whole time equivalent 

WTP Working Together Programme/  
Working Together Partnership 

Y&H Yorkshire & the Humber  
YTD Year to Date 
YE Year End 
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