
  
 

BoD Apr 2017: Agenda (PUM) 

A MEETING OF THE BOARD OF DIRECTORS 
WILL TAKE PLACE ON 06 APRIL 2017, 9AM  

ROOM 10, IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL 

AGENDA 

No Item   Sponsor Ref 

1.  Apologies and Welcome     

S Wragg, 
Chairman 

 

2.  To receive any declarations of interests  

3.  To approve the Minutes of the meeting of the Board of 
Directors held in public on 2nd March 2017 17/04/P-03 

4.  
To approve the Action Log in relation to progress to date  
and review any outstanding actions 17/04/P-04 

Strategic Aim: Patients will experience safe care 

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

R Moore, 
Quality & Governance 

Committee Chair 
17/04/P-05 

6.  To note the quarterly review on the Trust’s Mortality Ratios Mr J J  Bannister 
Deputy Medical Director 17/04/P-06 

7.  To review and endorse proposals for the 2017/18 Quality 
Account Goals and Priorities   

H McNair 
Dir of Nursing & Quality 

17/04/P-07 

8.  To approve annual review of compliance against the Code 
of Governance 17/04/P-08 

9.  To endorse year end review of the Board Assurance 
Framework 2016/17 17/04/P-09 

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

Dr R Jenkins 
Interim Chief Executive Verbal 

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

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

F Patton 
Committee Chair 17/04/P-11 

12.  To review the integrated performance report (month 11) Executive Team 17/04/P-112 

13.  To approve objectives for the 2017/18 Business/Annual Plan  
B Kirton,  

Dir of Strategy & 
Business Development  

16/04/P-13 

Strategic Aim: Partnership will be our strength 

14.  To note and endorse the monthly report from the Chairman  S Wragg 
Chairman 17/04/P-14 

15.  To note the monthly report from the Chief Executive Dr R Jenkins 
Interim Chief Executive 17/04/P-15 

Cont/…  
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No Item   Sponsor Ref 

16.  To receive and review the quarterly report on marketing and 
communications E Parkes 

Director of Marketing & 
Communications 

17/04/P-16 

17.  To receive and review monthly Horizon Scanning report 17/04/P-17 

18. In accordance with the Trust’s Standing Orders and Constitution, to resolve that 
representatives of the press and other members of the public be excluded from the remainder 
of the meeting, having regard to the confidential nature of the business to be transacted. 
Date of next meeting: 4th May 2017, 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: 17/04/P-03 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT  
 

MINUTES OF A MEETING OF THE 
BOARD OF DIRECTORS 

HELD ON 2ND MARCH 2017  
IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL NHSFT 

PRESENT: 
Ms J Dean Non Executive Director  
Mrs K Firth Non Executive Director 
Mr P Hudson Non Executive Director 
Dr R Jenkins Medical Director 
Ms K Kelly Director of Operations  
Mr R Kirton Director of Strategy & Business Development 
Mr N Mapstone Non Executive Director 
Mrs H McNair Director of Nursing & Quality 
Ms R Moore Non Executive Director 
Mr F Patton Non Executive Director 
Ms D Wake Chief Executive  
Mr S Wragg Chairman  
Mr M Wright Director of Finance  
 

IN ATTENDANCE: 
Dr R Atkinson Clinical Director, CBU1 (Medical Services) 
Mr J J Bannister Deputy Medical Director 
Mrs L Christopher Director of Estates & Facilities  
Ms M Cooper Lead Nurse, Inpatient Surgery Unit* 
Miss M Dass Clinical Director, CBU3 (Women, Children & Clinical Support) 
Mr T Davidson Director of ICT 
Ms C E Dudley Secretary to the Board & Governors 
Mrs E Lavery Joint Associate Director of HR&OD 
Mr S Mitchell Clinical Director, CBU2 (Surgical Services) 
Ms J Murphy Sister/Charge Nurse, General Surgery * 
Ms E Parkes Director of Marketing & Communications 
 (*  attended for Minute 17/38 – Patients’ Story) 

 
17/34  APOLOGIES & WELCOME 

Members and attendees were welcomed; several Governors and members of 
the public attending to observe the meeting were also welcomed.  
 

 

17/35  DECLARATION OF INTERESTS  
None received, although it was noted that the outcomes of the latest 
Excellence Based Awards (EBA) were on the agenda (in private) and that two 
of the Clinical Directors had submitted applications.  The Clinical Directors had 
not received the EBA report.  
 

 

17/36  MINUTES OF LAST MEETING (17/03/P-03) 
The Minutes of the meeting of the Board of Directors held in public on 2nd 
February 2017 were received and approved as a true record.   
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17/37  ACTION LOG (17/03/P-04) 
The action log showing progress on matters arising from the last and previous 
meetings held in public was reviewed and noted.  Two items were updated 
further: 

• Minute 17/10 – Breast Symptomatic Services 
Mrs Kelly confirmed that good work had progressed and the new 
Consultant on radiology was considering more options to deliver further 
improvements.  Arrangements for presenting update reports to the Quality 
& Governance Committee (Q&G) and the Council of Governors would be 
confirmed shortly. 

• Minute 16/171 – Ambassador’s Pack for directors  
Ms Parkes confirmed that work was ongoing; more details would be 
available for the next meeting.  
  

 
 
 
 
 
 
 
 

KK 
 
 
 
 

EP 

17/38  PATIENT’S STORY 
Ms Murphy and Ms Cooper, Lead Nurses from the Inpatient Surgical Unit (ISU) 
presented a very moving account of a patient who attended the Emergency 
Department (ED) in November. The patient had had a long history of severe 
and complex illnesses, including cancer; on admission he was quickly 
diagnosed as suffering from a number of co-morbidities and was acutely ill.  
Despite considerable interventional treatment, his condition worsened and 
following discussion with the patient, it was agreed that he would receive ward 
based active treatment only and recorded that he did not wish to be 
resuscitated in the event of a collapse.  His family were kept fully aware of the 
situation and were advised that the patient was in the last hours of his life. 
The patient’s wife, who was also critically ill and suffered from dementia, was 
on the same unit.  Staff were aware that the couple had been very close 
throughout their married life and, following discussion with the family, it was 
agreed that the couple should be put into the same side room.  Their bedsides 
were removed and a pillow placed in the middle to bridge the gap between the 
two beds.   The staff explained the move to the patient’s wife to ensure she 
was aware of her husband’s presence.  The family were given privacy over the 
next few hours, during which the patient passed away peacefully; his wife died 
two days later. 
The family were so touched by the care and compassion shown to their 
parents that shared their story with the national press.   
Although the team had done all they could to care for the patient during his last 
few hours and had taken additional actions to enable them to be spent with his 
wife as he would have wished, some learning had been identified by the team: 

• at one point the patient had been seen by a different consultant, who had 
wanted to continue intervention treatment.  This had been challenged by the 
nursing staff as it would have been contrary to the patient’s wishes and 
previous clinical agreement.  The Consultant had appreciated and agreed 
with the challenge but the team acknowledged that such agreements should 
be made clearer in patients’ notes 

• with more forethought, the family might have been brought together earlier 

• after the patient’s death, his family had approached staff to request that their 
mother be moved back into her own room.  The situation was new to both 
staff and the family; on reflection staff believe it might have been better to 
discuss this aspect with the family earlier.   
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In response to a question from the Chairman, Ms Murphy confirmed that the 
feedback from the whole episode for care for this patient had been shared at a 
number of ward meetings and it would be documented and cascaded more 
widely for future reference too. 
Before they left the meeting, the Board thanked Ms Murphy and Ms Cooper for 
the care and compassion shown to the patient, his wife and the whole family, 
particularly during a time of intense demands on services across the Trust.  
The Chairman asked that the Board’s sincere thanks be shared with all the 
team.  The Board also greatly appreciated the fact that on reflection the team 
had still identified areas for further improvement; this spoke volumes for their 
commitment to the people they cared for every day. 
Members were reminded that patients’ stories were intended to set the tone for 
the Board’s meeting each time.  There was consensus that the latest story 
truly reflected the standards of care and compassion that the Trust strived to 
deliver regularly.  
 

17/39  QUALITY & GOVERNANCE COMMITTEE (Q&G)  (17/03/P-06) 
– CHAIR’S LOG 
Ms Moore, as Chair of Q&G, presented the Chair’s Log following the meeting 
held in February.  It had been a full and varied meeting as illustrated by the 
key issues reported via the Chair’s Log as well as regular reviews of nursing, 
midwifery and medical staffing levels and arrangements for midwifery 
supervisions after withdrawal of the statutory model later in the year.  The 
Committee had also received a presentation on the Model Hospital – a 
national, web-based tool intended to look at productivity and provide 
benchmark data against a range of key criteria.  The Model was at a very early 
stage of development at present but would be a massive data source in the 
longer term. 
The Committee had looked at the impact of the continued service pressures on 
staff and quality too and had sought assurance that everything possible was 
being done to ensure staffing remained safe, if not optimal, and that patients 
on escalation wards or outlier beds were receiving the same quality of care as 
others.  The Board Assurance Framework (BAF) and Corporate Risk Register 
(CRR) had been updated to reflect the current position.   The assurance given 
to the Committee was supported by latest reporting on complaints, falls and 
incidents and also by the reported compliance on VTE (venous 
thromboembolism) assessment and use of prophylatics, the latest review of 
which had shown a more positive situation than indicated by the previous 
audit.  It was intended for VTE compliance to be added to the VitalPAC system 
shortly, to enable more accurate and timely reporting. 
Ms Moore briefly expanded on some of the key items reviewed by the 
Committee, including: 

• the Trust’s response to the national audit (2012/13) on bowel cancer.  
Internal analysis had not identified any concerns in relation to care and had 
highlighted the different practices, staff and service improvements 
introduced in the intervening period; 

• the annual declaration for Elimination of Mixed Sex Accommodation 
(EMSA/MSA), which the Committee recommended to the Board for 
approval on the basis that, with the exception of areas where MSA was 
permissible under nationally agreed criteria, no cases of MSA had arisen in 
2016/17despite the high demands on service; 
Dr Atkinson pointed out the continued good infection rates, particularly for 
Clostridium difficile and MRSA, which was supported by the good 
management of EMSA and effective infection prevention & controls (IP&C).   
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The Board was pleased to approved the annual declaration of compliance 
and would like to see this, and the related good performance on IP&C, 
promoted more widely 

• the Committee’s review and endorsement of the projected outcome 
for the Information Governance Toolkit (IG Toolkit), expected to attain 
Level 2 compliance before the submission date - see next agenda item   

• overall ‘green’ compliance with the NHS self-assessment tool (Self 
Review Tool/SRT).  The Committee had agreed that the SRT provided a 
fair assessment of the Trust’s security management work for 2016/17.  
Only one ‘red’ area had been identified where the Trust does not yet use 
the Security Incident Reporting System (SIRS) but this had been mitigated 
by use of the Datix system, prior to SIRS being introduced in 2017/18  

• two Policies updated with minor amends: the Raising Concerns Policy and 
the Electrical Safety Policy. 

The Chair’s log was noted; the EMSA Compliance Statement and the SRT 
were approved, and the updated policies were ratified.  
 

 
 
 
 
 
 
 
 
 
 

17/40  INFORMATION GOVERNANCE TOOLKIT (17/03/07) 
The IG Toolkit (as referenced in the Q&G Chair’s Log) was received and 
reviewed.  Dr Jenkins confirmed the team’s confidence that full compliance 
would be achieved by the submission date at the end of March. 
The Chairman enquired if development of the Accountable Care Organisation 
(ACO) and Sustainability & Transformation Plan (STP) were likely to impact on 
the Toolkit in future.  Dr Jenkins advised that some elements of IG 
development were already being progressed through STP groups (and the 
Working Together Partnership/WTP) and would be factored into the Trust’s 
work in this area. 
The IG Toolkit submission (subject to finalisation) was approved, based on the 
report presented and the recommendation from Q&G. 
 

 

17/41  EXECUTIVE TEAM  
Ms Wake advised that a small number of issues had been escalated from 
Executive Team (ET) discussions to the Finance & Performance Committee 
(F&P). These had included the continued high number of escalation beds in 
use and the deteriorating performance against the <4 hours emergency 
access target, more information on which had been provided in the Integrated 
Performance Report (IPR).  
 

 

17/42  FINANCE & PERFORMANCE COMMITTEE (F&P) (17/03/P-09)  
- CHAIR’S LOG 
Mr Patton, Chair of F&P, presented and expanded upon the Chair’s Log from 
the latest meeting.  The Committee had noted the reasonably good outcome 
for month 10: £12,000 favourable to plan in month and £19,000 favourable 
year to date, nevertheless Mr Patton stressed that the position for the year 
would be extremely tight. He affirmed that the achievement to date was a 
credit to the teams across the hospital but robust cost controls remained in 
place to support delivery.  Cash also remained challenging but the Trust’s 
major creditor had paid off part of its outstanding debt in February with the 
remainder promised by the end of March.  This should enable the Trust to go 
forward without calling on any further borrowings for the year.   
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It was confirmed that the Trust had appealed against the Quarter 3 (Q3) 
<4 hours emergency indicator, the success of which would be critical to receipt 
of Sustainability & Transformation Funding (STF).  The Trust would be 
appealing Q4 too. 
Mr Wright highlighted the continued good controls on agency spend: £4 million 
at month 10, compared to £8.8 million at the same point last year.  As pointed 
out by the Chairman, this was a significant achievement, particularly in view of 
the number of escalation beds opened.   
In response to a query from Ms Dean, Ms Wake affirmed that the Trust was 
doing well in terms of maintaining a good balance overall despite the 
pressures.  The Board and ET had been increasingly concerned regarding the 
pressures on staff in view of the continued demands; considerable effort was 
now being focused to re-establish sustainability levels, ensuring timely review 
of patients and avoiding higher bed levels becoming normalised.   The first 
step would be to de-escalate ward 23, which had already been closed one 
night prior to the Board meeting. Ms Wake and Dr Jenkins affirmed that other 
trusts across the country were facing the same pressures.   
Dr Atkinson outlined some of the initiatives being explored to improve and 
maintain patient flow in the ED; a root cause analysis had been initiated for the 
latest peaks experienced to try to identify any underlying causes of the variable 
demands. Interviews were scheduled for later in the day for a new ED 
consultant, with four strong candidates - indicative of the Trust’s growing 
reputation.  The Clinical Business Unit (CBU) was also considering minimising 
agency spend by recruiting additional cover; this would be revisited after the 
aforementioned interviews.  Ms Wake believed that the eventual aim should be 
to eliminate all agency spend.  She also highlighted continued efforts to secure 
more primary care co-located in the ED.  The Chairman reported on recent 
comments from NHSI, intimating that GPs might be mandated to support EDs 
in future although this would be challenging in view of the pressures already 
facing primary care. 
The Cost Improvement Plan (CIP) had been delivered for the period and was 
on plan for the year but the high levels of non recurrency remained problematic 
and would impact on plans for 2017/18.  The teams were revisiting this with 
the aim of improving recurrency rates going forward.  Progress on the 2017/18 
CIP was highlighted and it was also noted that it had been increased to 
mitigate the gap in 7-day services funding.  To date £4 million of schemes for 
2017/18 had been identified but currently all at low maturity. 
In terms of performance, the demands on the ED and the <4 hours emergency 
access target continued to be difficult.  The pressures fluctuated significantly, 
leading to the need for 70-90 escalation beds.  The ability for discharge into 
the community remained mixed, with primary care services also facing 
significant and challenging demands.  Cancer pathways were green overall.  
The 18 weeks Referral to Treatment Times (RTT) remained on target.  
Ophthalmology was currently excluded from RTT reporting, pending resolution 
of the outstanding pathways at the time of service handover (expected to be 
completed mid-March).   Of the cases reviewed to date, most looked as if they 
should have been closed previously; 200 had been identified as complex 
cases and were being resolved in liaison with the patients and Rotherham FT, 
and two 52 week breaches had been identified (the delays on both had related 
to patient’s choices).  Ms Wake referred to the cancer pathways and advised 
the Board of some continued challenges in the 62 day pathways, work on 
which was ongoing.  
 

 
Pack pg 7



BoD Apr 2017: Mar Minutes PUM (p6 of 10) 

As expected, sickness absence levels had risen in January – largely due to flu 
– but Mr Patton also reported on the 100% attendance achieved in the past 
year by over 800 staff, each of whom would receive a letter of thanks from the 
Board shortly.  The continuing high level of commitment from staff was a credit 
to the Trust. 
The Committee had also reviewed the first benefits realisation on the new 
theatres system (largely positive but more to be done), an update on  
e-prescribing (which the Trust was trying to delay until later in the year, due to 
staffing needs) and the latest iteration of the BAF (agreed without amend) and 
had endorsed the updated Home of Choice Policy.  With regard to the latter, 
the Chairman queried the reduced timings introduced.  Assurance was given 
that the change had been agreed following discussions with partner 
organisations and that the Trust would continue to consider patients’ individual 
needs, acknowledging that not all patients would be suitable for transfer within 
the revised timeline.  In relation to the staffing needs for implementation of the 
e-prescribing project, Ms Moore enquired if the gap in staffing to support this 
project would affect any other part of the e-health agenda.  Mr Davidson 
advised that the later implementation date would allow the Trust to give greater 
attention to related governance and systems, which would be beneficial.  The 
Trust would be going out to advert shortly for more staff to support the work. 
As a general observation, Ms Dean enquired if funding in Barnsley was 
reasonable; she lived in a different borough in which the pressures were not as 
noticeable.  The Chairman confirmed that underfunding in Barnsley was a 
longstanding position despite the Borough being 34th in the socio-economic 
scale of deprivation.   
Mr Patton made a general observation on the discussions held at the Board 
and Committee meetings, which he believed were now much more informed 
and open and benefitted from the improved input to critical discussions from 
the CBU leads.  This was widely endorsed.  
In conclusion the Board received and noted the Chair’s Log and endorsed the 
updated Home of Choice Policy.    
 

17/43  INTEGRATED PERFORMANCE REPORT (IPR) (17/03/P-10) 
The month 10 IPR was received and reviewed.  Whilst many of the key points 
had been reported in the F&P and Q&G Chairs’ Logs and subsequent 
discussions, further information was provided on a several issues: 
Quality  
Mrs McNair highlighted the grade 4 pressure ulcer recorded in February, within 
Trauma & Orthopaedics.  This had been an unusual case (on an elbow) but 
there had been some learning for the Trust as the patient had not had capacity 
to flag their discomfort. One case of harm from a fall had also been recorded; it 
too was unusual, involving a patient with issues of substance misuse.  The fall 
had not been not due to any lapse of care.  The IPR also captured the three 12 
hour trolley breaches reported previously and a medication incident in ED 
involving a child; the error had been quickly recognised and remedied and 
there had been no harm to the patient.  Mr Hudson sought more information on 
the latter and was assured that the case had been fully investigated to ensure 
the risk of any recurrence was minimised. 
In relation to mortality ratios, Dr Jenkins confirmed that, as reported previously, 
Summary Hospital Mortality Indicators (SHMI) had increased slightly and 
reminded members that the SHMI data lagged behind the Hospital 
Standardised Mortality Ratio (HSMR) data, which was lower for subsequent 
months. SHMI was expected to reflect this trend in later reports. There had, 
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however, been a significant increase in mortality nationally with winter ailments 
(particularly flu) and this too would show through at some point. 
Workforce  
Ms Lavery confirmed that, as reported earlier, sickness absence levels had 
increased largely due to flu but they remained slightly lower than the same 
period year on year.   As reported above, the letters of appreciation for those 
staff who had achieved 100% attendance in year would be issued shortly. 
Mandatory training remained at amber (87%). Standardisation of six 
mandatory training products had recently been approved across the WTP, with 
effect from 1st April 2017.  Appraisal compliance remained good and 
preparations had commenced for the next round of appraisals starting from 1st 
April. 
Activity  
Mrs Kelly reiterated earlier reports on the continued achievement for RTT 
albeit she did flag issues within two specialities (Urology and General 
Surgery), which had needed manual validation in January. DNAs (did not 
attend) continued to be below the national average and work was now 
focussing on re-bookings to deliver further improvements. The Trust had also 
continued to deliver across most elective pathways throughout the winter and 
had been one of the few organisations to do so.   Some activity had been lost 
due to recent flooding on site, which would impact on performance but the loss 
of clinics had been a rare occurrence.  The teams were still working hard to 
keep elective pathways running effectively. 
As mentioned earlier, cancer pathways had been compliant for Q3 but there 
were pressures in some areas, including the new 38 days target (part of the 62 
days pathway), work on which was ongoing.  Mrs Kelly advised that the Trust 
was currently seeking a new cancer lead.  She also flagged a potential risk to 
the Trust’s dermatology services, following recent changes in the consultant 
workforce; work was ongoing with the team for recovery and recruitment plans. 
As discussed, the ED continued to face significant pressure and the Trust was 
building on current work to de-escalate and re-energise systems, whilst 
continuing to support staff as much as possible.  Patients’ feedback had 
indicated that the current high demands were not being felt on the wards as 
any reduction in care, which was encouraging, but management remained 
conscious of the pressures on staff.   
Mr Kirton highlighted the need to improve intermediate care across the 
borough, which would be key to future developments over the next 12 months.  
All partners shared a common desire to change the model but delivery would 
be challenging.  The Trust had escalated related issues and would be 
progressing discussion on these at a forthcoming meeting with partner 
organisations. Mrs Firth supported the approach outlined but also requested 
assurance to be reported back to the Board on any changes agreed, to ensure 
that the Trust – and other partners – had the capacity and ability to deliver 
them. 
Finance  
In addition to the earlier reporting on financial matters, Mr Wright pointed out 
that all of the CBUs had overtraded on clinical income, which could be an 
upside on receivables albeit the position was expected to reduce in March.  As 
stated previously, it was not anticipated that any further borrowings would be 
needed this year although cash remained tight.  Mr Wright also flagged that 
the outcomes of the appeal for Q3 against the <4 hours emergency access 
trajectory would not be known immediately but trusts had been advised to 
accrue for it at any rate (and for any Q4 appeals, which would not be finalised 
until May).  He would expect any such accruals to be reflected in the ISA 260 
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issued by the External Auditors.  Ms Wake advised that information received 
recently had confirmed the Trust’s trajectory for Q4 at 90%; the year end 
position was not yet clarified. 
Mr Kirton reiterated the progress of the CIP to date and in terms of planning for 
2017/18, which now reflected the highest CIP target to date.  
 

17/44  SUSTAINABILITY & TRANSFORMATION PLAN (STP)  
& BARNSLEY INTEGRATED PLACE BASED PLAN 
As agreed, Mr Kirton provided a brief update on progress on the STP and 
Place plan since the last meeting. With regard to the latter, the Trust remained 
committed to the plan, which was intended to bridge the financial gap in 
Barnsley.  Within the feedback submitted from the Board and Governors’ 
discussion of the Place plan, the Trust had requested more detail around the 
implications for BHNFT.  A fuller version of the plan had been drafted, citing 50 
priorities, initial challenges to which had been raised from the Borough-wide 
Senior Strategy Development Group (SSDG) around the lack of timescales 
and understanding regarding the impact on both quality and finance.   
Ms Wake read out the key points from a recent letter about the direction of 
travel for STPs.  There were concerns that it seemed to indicate powers to be 
given to STP leads, which seemed contrary to FT status but more details were 
awaited and it was likely the letter reflected concerns around STP 
implementation known to be experienced in other regions rather than locally. 
Dr Jenkins would be attending a timeout session shortly on behalf of the Trust 
and hoped to receive more information then.  It was reiterated that the Trust 
remained committed to delivery of the STP but equally committed to ensuring 
that the best interests of Barnsley patients were protected.  
 

 

17/45  CHAIRMAN’S REPORT (17/03/P-12) 
The Chairman’s report was received and noted, providing an overview on a 
number of activities undertaken by the Chairman since the last Board meeting 
and items of interest, including feedback from national and local events and 
the continuing work of the Council of Governors.  The Chairman drew 
particular attention to the proposed change of Responsible Officer (RO) for the 
Trust.  The role of RO usually rested with the Medical Director but in view of 
Dr Jenkins’ appointment as interim CEO with effect from 3rd April, and 
Mr Bannister’s training on and knowledge of the RO requirements, it was 
agreed that it would be sensible to transfer the responsibility of the RO to 
Mr Bannister for the interim period. 
The Chairman also flagged the continued good performance of the Hospital’s 
Charity and the current total receipts for the Tiny Hearts Appeal – now over 
£500,000, excluding Gift Aid and outgoings.  It was noted that the first bid 
against the appeal was expected shortly, to enable the building works to begin.  
Reports were invited from other members of the Non Executive team. 
Mr Mapstone reported on the recent Quality Day Event, which he and several 
of the team had attended.  It had been an excellent event and he looked 
forward to seeing the outcomes in the next iteration of the Quality Strategy.  
Mrs Firth advised that she had been involved in a recent ward visit, which she 
had found to be very informative.  
  

 
 
 
 
 
 
 
 
 

17/46  CHIEF EXECUTIVE’S REPORT (17/03/P-13) 
The Chief Executive’s report was received and noted, providing information on 
a number of internal, regional and national matters.  Ms Wake drew attention 
to the section on consultant appointments, which reflected well on the Trust as 
an attractive employer.    
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17/47  COUNCIL OF GOVERNORS (17/03/P-14) 
The Agenda for the Council of Governors’ latest meeting (held in February 
2017) and the approved Minutes from the previous meeting (December 2016) 
were received and noted.  
 

 

17/48  ANY OTHER BUSINESS & DATE OF NEXT MEETING 
a)  Public comments  

The Chairman invited comments from the Members of the public attending 
as observers.  

i. Mr Brannan, a partner Governor, referred to the Home of Choice 
Policy and appreciated the Board’s assurance that each case would 
continue to be assessed individually.  He had recently been slightly 
involved with a patient with early dementia who could have been 
affected adversely had they needed to be moved into an interim base 
before moving to the final home of choice. 

ii.  He also reported on his own more direct experience of care given to a 
member of his family over the weekend.  Tragically the family 
member had died but the level of care provided by all the staff 
involved, to both the patient and the family throughout a very difficult 
time had been greatly appreciated.  Mr Brannan had written in more 
detail to the Chairman and CEO.  Ms Wake advised that the team had 
been put forward for the BRILLIANT Awards. 

iii.  Another partner Governor, Mr Millington, referred to Ms Wake’s 
comment regarding eliminating all agency spend.  He was conscious 
that Ms Wake would be leaving the Trust shortly and asked who 
would be driving that aim following her departure.  The Chairman 
advised that, Dr Jenkins, as Medical Director had been leading the 
work on agency reduction for clinicians, alongside other colleagues 
driving similar aims in other areas, and Dr Jenkins would continue to 
focus on this when he took up the role of interim CEO.  Dr Jenkins 
commented that complete elimination may not be possible but further 
reductions were already being progressed; he also advised that the 
NHSI had imposed a 15% reduction in agency spend on all 
organisations for 2017/18. 

iv. Mr Millington also affirmed his own support, for better out of hours 
working; he agreed it had to be changed and it would be good to see 
primary care more visible on the hospital site. 

v. Ms Moody, public and lead Governor, made a general observation on 
the meeting, which she believed had been very informative.  
Members had pre-empted and answered her questions on ED 
breaches and causality and she appreciated the focus on de-
escalation. 

b)  CEO Appointment  
The Chairman outlined the progress of the CEO recruitment process, part 
of which would include a stakeholder assessment day on 6th April prior to 
interviews on 7th April.  Governors had agreed to hold an additional General 
Meeting (in private) on 12th April to receive the recommendation for 
appointment of the new CEO. 

a)  Date of next meeting  
The next meeting of the Board of Directors to be held in public was 
scheduled for 6th April 2017.   It would be held in room 10, to accommodate 
arrangements for the CEO stakeholder assessment forum. 
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There being no further business and 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 17/04/P-04 
 

BoD Apr 2017:Action Log (PuM)   
 

SUBJECT: BOARD ACTION LOG 

DATE: APRIL 2017  

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:  
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: BoD 17/04/P-04 
 

Key to RAG status 
 Action overdue or no update provided 
 Update Provided but action not complete 
 Update provided and action complete 
BoD Apr 2017: Action Log 
 

 
ACTIONS ON AGENDA: Table 1  
Minute 

ref Meeting date Item Action Owner Due date Done 
Date Progress report RAG 

status 

--         

ACTIONS COMPLETED & CLOSED SINCE LAST MEETING: Table 2 
Minute 

ref 
Meeting 

date Item Action Owner Due date Done 
Date Progress report RAG 

status 

--         

 
ROLLING TRACKER OF OUTSTANDING ACTIONS: Table 3  red = overdue 
Minute 

ref 
Meeting 

date Item Action Owner Due date Done 
Date Progress report RAG 

status 

17/10 January 
2017 

Integrated 
Performance Report 

Presentation on 
developments in breast 
symptomatic services to be 
shared with Q&G and 
Governors. 

Dir of 
Operations 

February/
March 
2017 

 

In progress:  
Update provided to Q&G 
March meeting; will be relayed 
at Governors’ QGSG meeting 
in April. 

 

16/198 December 
2016 Patient’s Story 

Protocol to be revised/ 
developed re patients 
assessed as medically fit 
for discharge  

Medical 
Director 

March 
2017  In progress:  

draft protocol being reviewed.  

16/171 October 
2016 Chairman’s Report 

“Ambassador’s pack” to be 
developed for directors 
attending community 
events. 

Dir of 
Marketing & 

Comms 

Early 
2017  

Ongoing: further information 
will be available for next 
meeting (May) 

 

16/152 September 
2016 

Integrated 
Performance Report 
(IPR) 

Review of establishment 
post-reconfiguration of 
wards to be reported to 
Q&G and Board 

Dir of Nursing 
& Quality 

Early 
2017  Presentation to Q&G deferred 

to April 2017 and May Board.  
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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 Apr 2017 Action Log / 2  
 

 
 
  
 
 
 

 abbreviations:  
• BAF – Board Assurance Framework 
• CIP – Cost Improvement Programme 
• Comms – Communications 
• CRR – Corporate Risk Register 
• Dir – Director 
• ET – Executive Team 
• F&P – Finance & Performance Committee 
• ICT – Information & Communications Technology 
• IPR – Integrated Performance Report 
• Q&G – Quality & Governance Committee 
• QGSG – Quality & Governance Sub-Group (Governors) 
• SPC  – Statistical Process Control (or SPCC  Statistical Process Control Chart)  

 

 
Pack pg 15



BoD April 2017:  Q&G Chair’s Log Mar 2017/ p1 

  

REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 17/04/P-05 
 

SUBJECT: QUALITY & GOVERNANCE ASSURANCE REPORT 

DATE: APRIL 2017  

PURPOSE: 
 Tick as 

applicable   Tick as 
applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

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

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

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

EXECUTIVE SUMMARY 

This report provides information to assist the Board on obtaining assurance about the quality of care 
and rigour of governance.  From the Q&G Committee’s March meeting, key issues for the Board’s 
attention in the attached Chair’s Log include: 
• the increased focus on several quality related operational issues, to ensure good performance 
• the Trust’s response to the national Patient Safety Alert on nasogastric tube placement 
• review of the year end Board Assurance Framework (BAF) 2016/17 
• approval of the Infection Prevention & Control Annual action plan for 2017/18 
• review of and support for the proposed Quality Priorities for 2017/18, which will be featured in the 

2016/17 Quality Account as part of its forward look 
• a range of policies: two of which have been endorsed by the Committee and are recommended to 

the Board for final approval (full copies circulated to members under separate cover) and a 
number of updated policies with minor amends, which have been ratified by the Committee. 

Additionally the Committee carried out its regular review of several updates from the reporting 
groups, the Integrated Performance Report (focussing on quality issues), mortality ratios, the 
Corporate Risk Register (CRR), Nursing & Midwifery staffing levels.  

Members also received confirmation that the Information Governance Toolkit (IG Toolkit) continued to 
make good progress and would be on schedule for completion by the March submission date, with 
Level 2 compliance.  
 
RECOMMENDATION(S) 

The Board is asked to: 
a) review and endorse the attached Log 
b) note and approve the Trust’s response to the Patient Safety Alert on Nasogastric tubes, 

based on the Committee’s recommendation 
c) approve and/or endorse the Policies listed in section 7 
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Subject: QUALITY AND GOVERNANCE ASSURANCE REPORT Ref: BoD 17/04/P-05 
 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
 
Committee / Group:  Quality and Governance Committee (Q&G) Date: 22 March 2017 Chair: Ros Moore 

 

Ref Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation / 
Assurance/ mandate to 

receiving body 

1 Executive Team 
Log 

Several quality-linked operational issues were flagged and the Committee 
noted the ongoing work to (i) embed and improve the Ophthalmology service, 
now transferred to Barnsley Hospital, (ii) address the risk to delivery of the 
cancer pathways within target for Q4 (some vulnerability around the 38 day 
patient transfer requirements), and (iii) respond to the continuing pressures on 
the Emergency Department (ED).  The Committee was pleased to note that 
following continued work on pathways and a slight reduction in the pressures 
on ED, the Trust had been able to close a number of escalation beds. 
Lead Officer:  Director of Operations 

Board of Directors To note 

2 
Integrated 
Performance 
Report (IPR) 

The month 11 report showed continued good performance around patient 
safety overall despite the continued high demands on services.  This was 
evidenced in the good response rates on complaints and projected year end 
delivery against targets for reductions in harms from falls and infection rates (.  
The trajectory remains challenging at 13 for the full year)  
The serious incidents (SIs) reported in month were reviewed, all of which are 
currently undergoing the review process.  The SIs included several pressure 
ulcers, more focussed work on which was in progress to ensure better 
management.   
The higher than usual number of medication errors, were also explored; these 
are subject to review at the Medicines Management Committee and the 
Committee received assurance that no trends had been identified. 
Lead Officer:  Executive Team 

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 

3 
National Patient 
Safety Alerts 
(PSA)  

The Committee was pleased to receive a final report on the Trust’s response to 
the PSA received in July 2016 with regard to nasogastric (Ng) tube placement.   
Internal review had identified only five incidents involving Ng placement, none 
of which had resulted in harm from not following the guidance.   The remaining 
gaps in practice will be addressed in time to close the alert before the April 
submission date. 
To ensure a comprehensive approach, the Committee had requested an 
update on all PSAs since 2011.  Of the 32 issued, two were not relevant to the 
Trust (related to equipment not used at Barnsley), sixteen were fully 
satisfactory, two partially compliant and 11 awaiting final responses (these 
were being actively followed up).  A fuller report would be available for the May 
Q&G meeting. 
Lead Officer: Director of Nursing & Quality 

Board of Directors 

For assurance and to note 
and endorse the action 
taken in response to the 
PSA 

4 
Infection 
Prevention & 
Control (IP&C) 

The IP&C Action plan for 2017/18 was received and approved.  The team 
continues to lead excellent work across the site, ensuring the Trust maintains 
its good performance around IP&C. 
Lead Officer: Director of IP&C 

Board of Directors For assurance and to note 

5 Quality & Goal 
Priorities 

The proposed quality goals and priorities for 2017/18, as required by NHS 
Improvement and NHS England were received and discussed.  The proposals, 
which had been informed by feedback from the recent Quality Day event and 
learning from ongoing discussions around quality and patient safety, were 
supported and are also presented in a separate report for the Board’s approval. 
Lead Officer:  Medical Director 

Board of Directors 
For assurance  
and approval 
- see agenda item 7 

6 

Board Assurance 
Framework (BAF) 
and Corporate 
Risk Register 
(CRR) 

The BAF was reviewed; three risks had been added since last issue; these will 
be highlighted in the year end BAF presented to the Board separately.  
The 2017/18 BAF will be reviewed at the Q&G Committee’s next meeting, 
following agreement of the Trust Objectives.  Part of the work in developing the 
2017/18 BAF will be to review all the risks on the CRR and ensure they are 
appropriately aligned with the objectives reflected in the BAF. 
Lead Officer: Director of Nursing & Quality 

Board of Directors For assurance   
- see agenda item 9 
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Ref Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation / 
Assurance/ mandate to 

receiving body 

7 Policies 

The Venous Thromboembolism (VTE) policy has been updated through the 
Patient Safety & Harm Group (PSHG) to clarify and reinforce the process used 
for the VTE risk assessment of different patient groups and the provision of 
appropriate thromboprophylaxis for patients identified at increased risk. The 
objective is to reduce the number of patients developing VTE during their 
hospital stay and in the 90 days following discharge.  The policy was approved 
by the Committee and a full copy has been distributed for the Board’s review 
and endorsement. 
The Committee received and approved the revised Consent Policy, which had 
been updated through the Clinical Effectiveness Group (CEG) in response to 
the recent Internal Audit findings.  The changes were not fundamental but 
captured the audit input and included greater recognition of mental health 
requirements, which was welcomed. 
From the IP&C Group, it was noted that a number of policies had been 
updated: 

a) Glycopeptide Resistant Enterococcus (GRE) 
b) Tuberculosis 
c) Management of patients with BBVs (blood borne viruses) 
d) Assistance Dogs and Pets as Therapy 
e) Control of Major Outbreaks 
f) Infection Control Surveillance 
g) management of Blood and other Body Fluid Spillages 
h) principles of Care of Patients with MRGNO (Multi-resistant gram negative 

bacteria) 
A number of protocols and guidelines had also been updated by the IP&C 
group. 

Board of Directors 

 
 
 
For assurance and 
endorsement 
 
 
 
 
 
For assurance and 
endorsement 
 
 
 
 
 
 
 
 
 
For assurance and to note 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 17/04/P-06 

SUBJECT: MORTALITY REPORT 

DATE: APRIL 2017  

PURPOSE: 

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance   
For review   Governance   
For information    Strategy  

PREPARED BY: Jade Booth and Dr Kieran Baker, Head of Healthcare Information 
and Insight Service 

SPONSORED BY: Dr Richard Jenkins, Interim Chief Executive  

PRESENTED BY: Mr Jeremy Bannister, Deputy Medical Director 

STRATEGIC CONTEXT  

The Trust has a 2016/17 goal of reducing mortality rates to below 100. 

EXECUTIVE SUMMARY   
 
The report provides a range of statistics that together provide a rich picture of mortality rates in 
the Trust (BHNFT) 
 
Crude mortality: Latest analysed data is to the end of February 17 and is 28.53 in month and 
23.05 year to date. This has decreased from 30.84 in January 17. 
 
SHMI: The latest available period is July 2015-June 2016 and was 102.0.  
 
HSMR: Latest data from Dr Foster is to November 2016 and reports 97.0 for the preceding 12 
month period. The financial year-to-date HSMR is 92.8. 
 
Disease-specific mortality: A verbal update will be provided due to analytical issues with 
the data preventing this information being available by the paper submission deadline.  
 
Summary: Overall, the HSMR remains ahead of the national average and crude mortality rates 
have fallen from their winter peak. National data have shown a rise in death rates at the same 
time as local death rates increased and this likely reflects winter viral infections such as 
influenza. New guidance has been received that requires trusts to take a different approach to 
learning from deaths and reporting processes. A paper will be taken to Q&G Committee in April 
with the proposed approach to delivering these improvements.  
 
 
RECOMMENDATIONS  

 
The Board is recommended to review and receive the report. 
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SUBJECT: MORTALITY RATIOS REF: BoD 17/04/P-06 
 

1 MORTALITY STATISTICS 

1.1 SUMMARY HOSPITAL MORTALITY INDICATOR 

1.2 The latest data published in December 2016 was for the period (Q1) April 2016 
– July 2016 (102.0).    

 

1.3 HOSPITAL STANDARDISED MORTALITY RATIO 
 

1.4 The latest Rolling 12 Months HSMR for Yorkshire and Humber Non Specialist 
Trusts are presented below.  The 12 Months rolling to November 2016 is 97.0  
and the Financial Year to date HSMR is 92.8.  BHNFT figures are highlighted in 
peach.  
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1.5 The monthly trend for HSMR is shown below. The Trust target for the 2016/17  
Financial year is 100. 
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1.6 CRUDE MORTALITY RATES FOR BARNSLEY HOSPITAL NHSFT 

1.7  Crude Mortality Rates (latest month January 2017) 
Financial Year No. of Deaths No. of Discharges* Crude Mortality 

Rate per 1000 
Discharges* 

Weekend Crude 
Mortality Rate per 
1000 Admissions** 

2007/08 1052 37651 27.94  

2008/09 1062 40028 26.53 31.28 

2009/10 1072 42583 25.17 31.85 

2010/11 1051 40914 25.69 30.06 

2011/12 1012 42023 24.08 28.08 

2012/13 1034 42588 24.28 29.13 

2013/14 1021 42551 23.99 31.10 

2014/15  967 41948 23.05 29.12 

2015/16 982 43062 22.80 27.84 

2016/17 YTD 859 37884 22.67 27.06 

* Excludes Day cases, unless a death ** Deaths/Admissions on a weekend 

 
1.8 Statistical Process Control (SPC) Chart, Crude Mortality Rate, BHNFT 
 

 
 
 

1.9 Crude mortality figures show a decrease in the number of deaths in the Trust 
from 110 in January 2017 to 93 in February 2017.  The crude mortality rate for 
January 2017 stands at 28.5. 
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SUBJECT: QUALITY REPORT 2017-2020;  
QUALITY IMPROVEMENT GOALS & PRIORITIES 

DATE: APRIL 2017  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

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

To provide the Board with an update on the progress for the development of the 2017-2020 
quality improvement goals and priorities. 

EXECUTIVE SUMMARY 
 
This paper outlines the progress of the Trusts development of the 2017-2018 quality 
improvement goals and priorities, as required under the remit of the annual Quality Report.   
 
The Quality Report requirements (incorporating the Quality Account requirements) are outlined 
in NHS Improvement’s Annual Reporting Manual (ARM) which is issued by NHS Improvement 
in the exercise of the statutory functions in relation to the annual accounts and reports of NHS 
foundation trusts.  
 
BHNFT are required to include within the Quality Report defined and agreed areas for 
improvement in the quality of relevant health services that the Trust intends to provide or sub-
contract in 2017-2020. 
 
RECOMMENDATIONS 
 
Following a process of engagement and consultation, this paper outlines the proposed  
2017-2020 quality improvement goals and priorities.  
 
The Board is asked to note the contents of this report and endorse the quality improvement 
goals and priorities.  
 

  

REPORT TO THE BOARD OF DIRECTORS REF: BoD 17/04/P-07 
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Subject: QUALITY REPORT 2017-2020;  
QUALITY IMPROVEMENT GOALS & PRIORITIES Ref: BoD 17/04/P-07 

 
1. STRATEGIC CONTEXT  
 

1.1 The Quality Report requirements are outlined in NHS Improvement’s Annual 
Reporting Manual (ARM). The ARM is issued by NHS Improvement in the exercise of 
the statutory functions in relation to the annual accounts and reports of NHS 
foundation trusts.  
 

1.2 NHS The quality report must contain: 
 

1.2.1 Part 1: Statement on quality from the chief executive of the NHS foundation 
trust 
 

1.2.2 Part 2: Priorities for improvement and statements of assurance from the board 
 

1.2.3 Part 3: Other information, including:  
 

•  Statements from NHS England or relevant clinical commissioning groups, 
local Healthwatch organisations, and overview and scrutiny committees 

•  a statement of directors’ responsibilities for the quality report. 
 

1.3 Part two of the Quality Report should describe areas for improvement in the quality of 
relevant health services that BHNFT intends to provide or sub-contract in 2017-2018.  
 

2. INTRODUCTION  
 

2.1 This paper outlines the progress of the Trusts development of the 2017-2020 quality 
improvement goals and priorities, as required under the remit of the annual Quality 
Report.   

 
3. QUALITY IMPROVEMENT GOALS AND PRIORITIES FOR 2017-18 

 
3.1 The Trust’s first Quality Strategy was introduced in April 2014 which focussed and 

directed the Trust’s quality improvement initiatives 2014-2017.   
 

3.2 On 24 February 2017 the Trust held the second Quality Day within the organisation 
and in conjunction with key internal and external stakeholders invited to the event, the 
proposed quality improvement goals and priorities for the Trust over the next three 
years were discussed and agreed for proposal to the Board of Directors. 

 
3.3 In identifying and agreeing the proposed 2017-2020 quality improvement goals and 

priorities consideration was given to ensuring that quality improvement plans for the 
Trust remain consistent with STPs and are defined in relation to the implementation of 
local and national initiatives which, as a minimum, and as directed by NHS 
Improvement (NHS I), include:  

 
• Compliance with national clinical audits 
• Achieving the four priority standards for 7 day hospital services 
• Ensuring safer staffing across our clinical services 
• Care hours per patient day 
• Compliance with the actions from the Better Births review 
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• Improving the quality of mortality review and serious incident investigation and 
subsequent learning and action 

• Anti-microbial resistance; improving our prescribing practice 
• Reducing hospital acquired avoidable infections 
• Reducing in-patient falls and reducing the severity of harm caused by in-patient 

falls 
• Improving compliance in the management of Sepsis 
• Reducing harm caused to patients by hospital acquired avoidable pressure ulcers 
• Improving the patient experience at end of life care 
• Seeking opportunities to improve patient experience 
• Engaging in and achieving compliance with national and locally agreed CQUINs. 

 
3.4 As a result of the Quality Day and ongoing consultation, the following three main 

priority goal areas of quality improvement have been agreed for 2017-2020: 
 
3.4.1 Goal 1: Provide care that is based on the best evidence for every patient, 

every time. 
3.4.2 Goal 2: Continuously seek out and reduce avoidable patient harm. 
3.4.3 Goal 3: To deliver good patient experience. 

 
3.5 The priorities selected against each of the three goals reflect quality improvement 

areas identified by internal and external stakeholders and take into account the 
requirements of NHS I (see section 3.3 of this paper): 
 
3.5.1 Goal 1: Provide care that is based on the best evidence for every patient, 

every time. 
• Priority 1 - Reduce unnecessary variation in patient care. 
• Priority 2 - Achieve the highest level of reliability for clinical care. 
• Priority 3 - Reduce avoidable deaths. 

 
3.5.2 Goal 2: Continuously seek out and reduce avoidable patient harm. 

• Priority 1 - Reduce harm from poor communication and  
 ineffective team working. 

• Priority 2 - Reduce patient harm from the most common known causes.   
• Priority 3 - Maintain focus on eliminating avoidable patient harm.  

 
3.5.3 Goal 3: To deliver good patient experience. 

• Priority 1 - Work with patients as partners in improvement.   
• Priority 2 - Enable patients to be in control of their own healthcare. 
• Priority 3 - Improve information and communication with patients. 
• Priority 4 - Use patient insight and feedback to improve experience. 
 

3.6 Work is ongoing in defining and agreeing key performance indicators (KPIs) which will 
be aligned to the quality improvement priority areas for 2017-2018.   
 

3.7 Through the implementation of the three year quality strategy the Trust will focus on 
the achievement of the national and local commissioning priorities together with the 
Trust’s own quality goals and priorities as defined by the Quality Strategy and the 
annual Quality Report.  
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4. CONCLUSION 
 
4.1 The development of the 2017-2020 quality improvement priorities have been directed 

by the conclusions drawn from the Trust Quality Day held on 24 February 2017 and 
by the guidance issued by NHS Improvement regarding the delivery of local and 
national quality improvement initiatives.  
 

4.2 Quality improvement goals and priorities directing the Trust’s work through to 2020 
have been identified. An annual review of the quality improvement goals and priorities 
will be undertaken to ensure the focus of the Trust’s work remains in line with current 
local and national priority areas.   

 
4.3 Under the leadership of the Medical Director and the Director of Nursing and Quality 

there will be an alignment between the 2017-2020 quality improvement goals and 
priorities and the Trust’s quality objectives and Clinical Strategy. 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 17/04/P-08 
 

SUBJECT: ANNUAL REVIEW OF COMPLIANCE  
WITH THE CODE OF GOVERNANCE 

DATE: ARPIL 2017  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY: Gill Feerick, Head of Quality and Governance 

SPONSORED BY: Heather McNair, Director of Nursing & Quality 

PRESENTED BY: Heather McNair, Director of Nursing & Quality 

STRATEGIC CONTEXT  

NHS Foundation Trusts (FTs) are required to produce an annual governance statement (AGS), 
with enhanced reporting on quality and wider governance.  Amongst other data informing the 
AGS, FTs will take cognisance of the organisation’s compliance with key guidance documents: 
Code of Governance (the Code). 
Foundation Trusts are required to report against their code each year in their Annual Report, on 
the basis of either compliance with the Code provisions, or, an explanation where they do not.  
A quarterly review is performed by the Quality and Governance Committee to ensure the code is 
updated regularly and relevant changes are made or updates provided. 

EXECUTIVE SUMMARY 
 
The Code of Governance was reviewed by the Quality & Governance Committee in January 
2017 with no changes having been made since. B.4.2 remains an exception, reflecting the 
Trust’s preferred practice. This position is declared in the Annual Report & Accounts each year. 
 

RECOMMENDATIONS  

The Board of Directors is asked to review and endorse the annual self assessments against the 
Code of Governance. 
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Subject: ANNUAL REVIEW OF COMPLIANCE WITH CODE OF 
GOVERNANCE  Ref: BoD 17/04/P-08 

 
1. STRATEGIC CONTEXT 

 
1.1 The Code of Governance identifies the best practices of the public and private sector 

in order to help NHS foundation trusts maintain good quality clinical governance.   
 

1.2 The provisions of the Code of Governance, as best practice advice, do not represent 
mandatory guidance and accordingly non-compliance is not in itself a breach of NHS 
Foundation Trust Condition 4 of the NHS provider licence (also known as the 
Governance condition).  

 
2. INTRODUCTION 

 
2.1 The 2016-17 review of the Code of Governance was approved by the Quality and 

Governance Committee in January 2017 with no changes having been made since 
this last and final review.  

 
2.2 Of note within the code of governance B.4.2 will remain an exception, reflecting the 

Trust’s preferred practice. This position is declared in the Annual Report & Accounts 
each year. 

 
Appendices: 
 

• Appendix 1 – 2016-17 Review of the Code of Governance. 
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Appendix 2UPDATED:  2017 
 
 
 
 
 
 
 
 

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

 
 
 
 
 

Editing note: Reference to Monitor throughout this document has been largely superseded by NHS Improvements (NHSI), the 
collective operating name for Monitor, NHS Trust Development Authority, Patient Safety, the National Reporting & Learning 

System, the Advancing Change Team and the Intensive Support Teams.    Published guidance and extracted text from 
guidance issued prior to 2016 remains listed as“Monitor” – not yet updated/reissued by NHSI. 
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SECTION A – LEADERSHIP 

 

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

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

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

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

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

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

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

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

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

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

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

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

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

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

 

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

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

Board Minute 12/187 refers 

Annual Report & Account 
(available on the Trust’s and 
Monitor’sNHSI’s website  – 
www.barnsleyhospital.nhs.uk 
www.monitor-
nhsft.gov.uk)www.improvement.n
hs.uk) 
2015/16 ARA to be uploaded 
following AGPMM (6/9) 

Trust’s Standing Orders, Scheme 
of Delegation and the Trust’s 
Constitution (available on the 
Trust’s website –  
…/publications and reports)  
Update overdue but in progress. 
Director of Finance leading; ET 
and Audit Committee overseeing 
(ongoing) 

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

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

 supporting documents 

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

 
Specific statement required 
  

COMPLIANT 
This information is published annually. 
Appointment of the Deputy Chair – Mr Francis Patton -  was ratified 
in January 2010 at the respective meetings of the Governing Council 
(as was – now the Council of Governors) and Board of Directors.  In 
early 2012 Mr Patton was also appointed as SID, in addition to the 
separate role of Deputy Chair.  Mr Patton’s term of office as a Non- 
Executive Director was extended from 1st January 2014, and (in 
August 2016) for a final one year term to 31st December 2017 and 
he has continued in post as Deputy Chair and SID. 
Membership and attendance records are included in the Annual 
Report and Accounts and have been expanded to include data for all 
Board Committees. 
The Annual Report & Account also reports on Directors’ attendance 
at general and sub-group meetings of the Council of Governors 

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

 
 
 
 

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

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

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

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

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

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

  

COMPLIANT 

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

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

A full performance management framework has been implemented 
across the Clinical Business Units were restructured in April 2016, to 
reduce from 6 to 3 clinical units and giving further support to 
ensuring robust processes are in place throughout the organisation. 
The governance processes are clear and aligned as reflected in the 
Assurance & Escalation Framework.  

  

 

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

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

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

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

Recommendation July 2016: 
Assurance & Escalation 
Framework to be updated to 
reflect new CBU structure.  
To be actioned by July 2017 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

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

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

 Independent reviews by internal audit and external consultants 
commissioned to support reporting as and when required: for 
example surgical site infection external reviewthrough internal audit 
and independentthe commissioned 360 Assurance review of bed 
utilisationInthe Serious Incidents management process. In addition 
some issues continue to be referred to governance committees for 
further review/actions and progress monitored through assurance 
reports.  Recommendations identified from internal or external audit 
are monitored through the internal audit tracker until completion. 

 

 

Monthly reports to the Board re 
performance, mortality ratios, 
emergency care pathway, audit 
report outcomes and monitoring 
reported via governance 
committee assurance reporting. 

Internal audit tracker regularly 
updated by the Executive Team 
and monitored by the Audit 
Committee.  Key issues from 
audits reported to relevant 
governance committee for 
action/oversight. 

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

COMPLIANT 

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

 

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

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

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

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

COMPLIANT 

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

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

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

COMPLIANT 

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

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

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

 “Your Values are our Values”: 
initiative launched in 2011 in 
response to staff survey; 
embedded in 2012-15 Business 
Plan.  Integral to Listening into 
Action workstreams in 2015/16 
and integrated into Staff 
Engagement Strategy 
implemented in 2016/17. 

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

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

Contract of employment 
(Executive Directors) 

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

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

COMPLIANT 

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

As above 

Constitution available from the 
Trust’s website 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

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

COMPLIANT  

In place for directors, via NHSLA 

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

 

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

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

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

 
RELEVANT STATUTORY REQUIREMENTS 

(per Schedule A to the Code)   

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

COMPLIANT  
- per current practice; division of responsibilities reviewed 
bienniallyevery two years. 

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

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

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

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

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

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents 

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

COMPLIANT 

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

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

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

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

 
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

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

COMPLIANT 

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

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

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

As noted earlier (A.1.2) Mr Patton’s current term of office expires as 
at 31 December 2016; a final one year extension to 31 December 
2017 was approved by the Council of Governors in August 2016. 

Council of Governors and Board 
of Director Minutes (February 
2012 and August 2016) 

Annual Report & Accounts 

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

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

 

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

 

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

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

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

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

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

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

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

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

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

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

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

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents 

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

COMPLIANT 

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

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

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

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

COMPLIANT 

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

In August and September 2016 respectively, the Council of 
Governors and Board of Directors completed and approved the 
annual review of the Constitution.  A key change was an increase in 
the membership of the Council of Governors – with one more public 
governor in the Barnsley Public Constituency and an additional 
partner governor.  The latter enabled both Sheffield Universities to 
be offered a seat on the Council (as previously), reflecting the 
valued working relations with both Sheffield Hallam University and 
the University of Sheffield. 

   

 

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

Governors’ names shown on 
posters at main reception areas 
across the hospital  
 
March and June 2013 
papers/minutes for Council of 
Governors and Board of Directors 
provide more detail on the 
rationale for the agreed changes 
(available on the website). 
August and September 2016 
Council of Governors and Board 
Minutes respectively. 

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

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

 Specific statement required 

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

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

Annual Report & Accounts 

List of constituencies/Governors 
above as above. 

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

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

COMPLIANT 

Set out in the Trust’s Constitution.   

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

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

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

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

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

COMPLIANT 

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

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

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

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

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

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

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

COMPLIANT 

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

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

The Lead Governor (elected annually) would play a key role in the 
event of any serious concern about the Board’s performance.  
  The current Lead Governor, Mr Joe Unsworth, will be stepping 
down from the Council at the end of 2016.  Following a ballot of 
Governors present and eligible to vote, Ms Annie Moody was 
appointed as Lead Governor in December 2016, with effect from 1st 
January 2017 

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

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

Joe Unsworth, public governor, 
registered with Monitor as 

The change of Lead Governor 
was notified to Monitor (NHSI) in 
January 2017. 

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

COMPLIANT 

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

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

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

COMPLIANT 

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

Various Council of Governors and 
Nominations Committee minutes 
refer. 

Code of Governance & Monitor’s 
[NHSI’s] guidance (on 
Monitor’sNHSI’s website. 
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A.5.9 The council of governors should receive and consider 
other appropriate information required to enable it to 
discharge its duties, for example, clinical and 
operational data.  

COMPLIANT 

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

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

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

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

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

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

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

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

COMPLIANT 

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

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

Constitution (available on 
website) 

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

Copy papers available on request 
from Sec to Board; held on 
central folders at Trust HQ (as 
detailed previously). 
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A.5.11 The 2006 Act, as amended, gives the council of 
governors a statutory requirement to receive the 
following documents.  These documents should be 
provided in the annual report as per the NHS 
Foundation Trust Annual reporting Manual:  
a) the annual accounts 
b) any report of the auditor on them; and 
c) the annual report 

COMPLIANT 

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

The latest AGMPMM took place on 6th September 2016. 

Minutes available in Council of 
Governors’ meeting papers on 
website 

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

COMPLIANT 

As outlined in A.5.9.   

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

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

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

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

COMPLIANT 

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

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

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

COMPLIANT 

Incorporated into the Trust’s Constitution in 2013 
Trust’s Constitution (available on 
website or on request) 
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A.5.15 Governors should use their new rights and voting 
powers from the 2012 Act to represent the interests of 
members and the public on major decisions taken by the 
board of directors.  The new voting powers require: 
• More than half of the members of the board of 

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

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

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

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

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

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

COMPLIANT 

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

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

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

Trust’s constitution 

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

enable them to discharge their respective duties and responsibilities effectively. 

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

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

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

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

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

 
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

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

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

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

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

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

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

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

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

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

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

 
Specific statement required 
 

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

COMPLIANT 
As above. As above 

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

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

Directors’Directors and 
Governors’ Registers of Interests 

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

 
 Specific statement required  

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

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

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

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

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

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

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

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

COMPLIANT: 
Integral to the Terms of Reference of both Committees – ie the 
Nominations Committee (for the appointment of non-executive 
directors) and the Remuneration & Terms of Service Committee (for 
the appointment of executive directors)). 
 
Reviews in 2016 led to the appointment of a seventh Non Executive 
and sixth Executive Director (in accordance with the Constitution), to 
enhance the skills and strength of the Board of Directors. 
 

Terms of Reference of respective 
Committees.  Available on shared 
central folder: 
SMT/Governance/TOR. 
 
Council of Governors’ Minutes 
August 2016 and Chairman’s 
report to the Board October 2016. 
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B.2.2 Directors on the board of directors and governors on the 
council of governors should meet the “fit and proper” 
person test described in the provider licence.  For the 
purpose of the licence and application criteria, “fit and 
proper” persons [FPPR] are defined as those without 
certain recent criminal convictions and director 
disqualifications, and those who are not bankrupt 
(undischarged).Trusts should also abide by the updated 
guidance from the CQC regarding appointments to 
senior posts in organisations subject to CQC 
regulations. 

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

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

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

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

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

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

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

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

Application forms, personal 
records, professional registration 
checks: held in confidence. 
 
From Trust’s website:  
Latest Constitution, revised 2015  
Governors’ Code of Conduct 
(revised 2016)  
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B.2.3 There may be one or two nominations committees. If 
there are two committees, one will be responsible for 
consideration  nominations for executive directors and 
the other for non-executive directors (including the 
chairperson)  The nominations committee(s) should 
regularly review the structure, size and composition of 
the board of directors and make recommendations for 
changes where appropriate.  In particular, the 
nominations committee(s) should evaluate, at least 
annually, the balance of skills, knowledge and 
experience on the board of directors and, in the light of 
this evaluation, prepare a description of the role and 
capabilities required for appointment of both executive 
and non-executive directors, including the chairperson. 

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

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

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

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

As above 

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

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

Terms of Reference for 
Nominations Committee (as 
above). 
Various Public Minutes of the 
Council of Governors - approving 
appointment/re-appointment, 
including December 2015 (issued 
February 2016).are available on 
the Trust’s website. 
Council of Governors’ Minutes 
August and October 2016 refer. 

 
Pack pg 53



BoD April 2015: Code of Gov April2015:Q&G Feb 2017: Code of Governance: CHECKLIST – page 25  

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

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

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

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

Terms of Reference for 
Nominations Committee (as 
above) 

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

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

Terms of Reference for 
Nominations Committee (as 
above) 
Relevant minutes Nominations 
Committee (available from 
Secretary to Board and/or central 
files, subject to Chairman’s 
sanction)).  See also 
recommendations for 
appointment as/when presented 
to Council of Governors. 

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

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

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

COMPLIANT 
Per Committees’ terms of reference 

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

 
 Specific statement required  

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

COMPLIANT  
– current practice 

Annual Report & Accounts (on 
website and available on request 
from Trust HQ) 
Terms of reference for the 
Nominations Committee with 
responsibility for non-executive 
directors is available from 
councilCouncil of 
governors’Governors’ papers 
(presented annualannually for 
review).  The Terms of reference 
for the RATS Committee are 
available on request and are held 
on central file: 
SMT/governance/TOR. 

   

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

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

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

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

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

 

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

 
As above. 
Minutes of Council of Governors 
general meetings  
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 supporting documents  

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

COMPLIANT 
See B.2.5 and B.2.7 above  
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PRINCIPLE  - B.3 COMMITMENT 
 
Main principle 
B.3.a All directors should be able to allocate sufficient time to the NHS foundation trust to discharge the responsibilities effectively.  

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  

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

 
 Specific statement required 

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

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

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

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

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

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

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

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

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

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

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

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

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

 

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

NED and Executive Director 
induction checklists (available 
from the Sec to Board and copies 
held on Directors’ personal files) 
Copy pack and induction 
programme available from Sec to 
Board (and copies held on central 
system –Council of 
Governors/Information Pack) 

B.4.2 The chairperson should regularly review and agree with 
each director their training and development needs as 
they relate to their role on the board. 

EXCEPTION  
The Chair does regularly review and agree training and development 
needs with non-executive directors and the chief executive.   
To date training and development needs for other executive 
directors have been reviewed and agreed between the chief 
executive and the director and relevant matters supported by the 
Chair and non-executive directors through the RATS Committee.   
Following external review, a development programme for the Board 
was progressed, led by the Chairman and CEO.  Board and 
individual development continues. 
This position is declared in the Annual Report & Accounts each year. 
 

Review and development needs 
identified in appraisal reports held 
on personal files. 
. 
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RELEVANT STATUTORY REQUIREMENTS 

(per Schedule A to the Code)   

B.4.3 The board has a duty to take steps to ensure that 
governors are equipped with the skills and knowledge 
they need to discharge their duties appropriately 

COMPLIANT 
In addition to the governors’ information pack and induction received 
on appointment, an internal training programme for governors was 
reinvigorated in 2015 and was well received by the full Council.  The 
programme has beenis being refreshed for 20162017, led by the 
Governors to ensure it continues to respond to their needs.  
Governors are also encouraged to attend, and have attended, the 
national training programme (Governwell) for governors.  Several 
Governors attendedcontinue to attend national and regional training 
events in 2014 and additionally the.  The Trust is exploringdid 
explore the option for a bespoke in-house training session to be 
provided by Governwell on site later in, however, the Governors 
expressed a preference to focus on the yearinternal training scheme 
in the first instance. 
As indicated elsewhere, governors are also provided with knowledge 
via sharing of board reports and briefings at governors’ meetings. 

Noted in numerous council of 
governors’ meeting papers, 
available on the Trust’s website. 
Information handbook held 
centrally (SMT/CoG/Information 
pack) and available on request 
(with some redaction for public 
requests) 
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PRINCIPLE  - B.5 INFORMATION AND SUPPORT 
 
Main principle 
B.5.a The board of directors and the council of governors should be supplied in a timely manner with relevant information in a form and of a quality appropriate to enable 

them to discharge their respective duties.   Statutory requirements on the provision of information from the board of directors to the council of governor are provided 
in “Your statutory duties: A reference guide for NHS foundation trust governors” (Monitor August 2013) 

 
Supporting principles 
B.5.b The chairperson is responsible for ensuring that the directors and governors receive accurate, timely and clear information. Management has an obligation to 

provide such information but directors and governors should seek clarification or amplification where necessary.  
B.5.c The responsibilities of the chairperson include ensuring good information flows across the board, the council of governors and their committees, between directors 

and governors, and between senior management and non-executive directors, as well as facilitating induction and assisting with professional development as 
required. 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  
B.5.1 The board of directors and the council of governors 

should be provided with high quality information 
appropriate to their respective functions and relevant to 
the decisions they have to make. The board of directors 
and the council of governors should agree their 
respective information needs with the executive 
directors through the chairperson. The information for 
the boards should be concise, objective, accurate and 
timely, and it should be accompanied by clear 
explanations of complex issues. The board of directors 
should have complete access to any information about 
the NHS foundation trust that it deems necessary to 
discharge its duties, including access to senior 
management and other employees. 

COMPLIANT 
Per current practice and reviewed on an ongoing basis through 
respective meetings of Board and Committees, Council of 
Governors (general and sub-group meetings), ) and NED reviews,. It 
is acknowledged that information flows can always be improved and 
performance reports to the boardBoard of directorsDirectors (and 
shared with governorsGovernors to help them hold the non-
executive directors to account) were reviewed and refreshed during 
the Governance Review 2014/15.  The changes were subsequently 
scrutinised and supported by independent external reviewed.review.  
Nonetheless Board and Governor requirements continue to be 
assessed regularly. 

Trust’s Standing Orders – as 
above  
Terms of Reference of all 
Committees 
(accessibility as above) 
Meeting papers (board, council 
and committees) 
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B.5.2 The board of directors, and in particular non-executive 
directors, may reasonably wish to challenge assurances 
received from the executive management.  They need 
not seek to appoint a relevant adviser for each and 
every subject area that comes before the board of 
directors, although they should wherever possible 
ensure that they have sufficient information and 
understanding to take decisions on an informed basis.  
When complex or high risk issues arise the first course 
of action should normally be to encourage further and 
deeper analysis to be carried out, in a timely manner, 
within the NHS foundation trust.  On occasion, non-
executives may reasonably decide that external 
assurance is appropriate. 

COMPLIANT 
Reflects current practice and standing orders. 

Board Minutes – public (available 
on website) and private (held on 
shared SMT drive; available on 
request from Sec to board, 
subject to Chairman’s approval)  
Trust’s standing orders – 
available on website 

B.5.3 The board should ensure that directors, especially non-
executive directors, have access to independent 
professional advice, at the NHS foundation trust’s 
expense, where they judge it necessary to discharge 
their responsibilities as directors.   

   

COMPLIANT 
Per current practice and stipulated in the Trust’s Standing Orders. 

Trust’s Standing Orders   
(available on the web or on 
request from Sec to Board or 
Director or Finance.) 

B.5.4 Committees should be provided with sufficient resources 
to undertake their duties.  The board of directors should 
also ensure that the council of governors is provided 
with sufficient resources to undertake its duties with 
such arrangements agreed in advance. 

COMPLIANT 
Per current practice and stipulated in the Trust’s Standing Orders 
and Constitution as appropriate, and subject to regular review. 

Trust’s Standing Orders and 
Constitution  
(available on the web, through 
board and council meeting papers 
or on request from Sec to Board 
or Director or Finance.  

B.5.5 Non-executive directors should consider whether they 
are receiving the necessary information and feel able to 
raise appropriate challenge of recommendations or 
decisions of the board, in particular making full use of 
their skills and experience gained both as a director of 
the trust and also in other leadership roles.  They should 
expect and apply similar standards of care and quality in 
their role as a non-executive director of an NHS 
foundation trust as they would in other similar roles. 

COMPLIANT 
Evidenced in challenges and comments recorded in Board and 
Committee Minutes and, to a lesser extent, in notes of regular NED 
review meetings. 

Public minutes available on 
Trust’s website.  Private minutes 
available via the Chairman or Sec 
to Board (subject to Chairman’s 
approval)  
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B.5.6 Governors should canvass the opinion of the trust’s 
members and the public, and for appointed governors 
the body they represent, on the NHS foundation trust’s 
forward plan, including its objectives, priorities and 
strategy and their views should be communicated to the 
board of directors.  The annual report should include a 
statement as to how this requirement has been 
undertaken and satisfied. 

 
 Specific statement required 

COMPLIANT 
Supported through ad hoc engagement events, the Trust’s 
website/intranet and regular’regular newsletters.  The Trust 
circulates 38000 copies of Barnsley Hospital News as an insert to 
the local newspaper and it is also available at over 100 outlets 
throughout the Borough.  Each issue invites feedback from members 
and the wider public.  In addition Governors continue to liaise 
informally with members throughout their constituencies. 

Council of Governors minutes of 
General Meetings and sub-
groups – available on Trust’s 
website. 
Outcomes included in Council of 
Governors’ minutes 
Newsletters (available on 
website) 

B.5.7 Where appropriate, the board of directors should take 
account of the views of the council of governors on the 
forward plan in a timely manner and communicate to the 
council of governors where their views have been 
incorporated in the NHS foundation trust’s plans, and, if 
not, the reasons for this 

COMPLIANT 
Per current practice 

Council of Governors’ minutes of 
General Meetings and sub-
groups – available on Trust’s 
website. 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

B.5.8 The board of directors must have regard for the views of 
the council of governors on the NHS foundation trusts 
forward plan. 

COMPLIANT 
Per current practice 

Council of Governors’ minutes of 
General Meetings and sub-
groups – available on Trust’s 
website. 
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PRINCIPLE  - B.6 EVALUATION 
 
Main principle 
B.6.a The board of directors should undertake a formal and rigorous annual evaluation of its own performance and that of its committees and individual directors.  
B.6.b The outcomes of the evaluation of the executive directors should be reported to the board of directors. The chief executive should take the lead on the evaluation of 

the executive directors.  
B.6.c The council of governors which is responsible for the appointment and re-appointment of non-executive directors, should take the lead on agreeing a process for the 

evaluation of the chairperson and the non-executives, with the chairperson and the non-executives. The outcomes of the evaluation of the non-executive directors 
should be agreed with them by the chairperson.  The outcomes of the evaluation of the chairperson should be agreed by him or her with the senior independent 
director.  The outcomes of the evaluation of the non-executive directors and the chairperson should be reported to the governors The governors should bear in mind 
that it may be desirable to use the senior independent director to lead the evaluation of the chairperson. 

B.6.d The council of governors should assess its own collective performance and its impact in the NHS foundation trust.  
Supporting principles 
B.6.e Evaluation of the board of directors should consider the balance of skills, experience, independence and knowledge of the NHS foundation trust on the board, its 

diversity including gender, how the board works together as a unit, and other factors relevant to its effectiveness. This should be reported to the council of governors 
with a specific focus on what changes are needed for improvement. 

B.6.f Individual evaluation of directors should aim to show whether each director continues to contribute effectively, to demonstrate commitment and has the relevant 
skills for the role (including commitment of time for board and committee meetings and any other duties).  

B.6.g The chairperson should act on the results of the performance evaluation by recognising the strengths and addressing the weaknesses of the board, identifying 
individual and collective development needs and, where appropriate, proposing new members be appointed to the board or seeking the resignation of directors. 

B.6.h The focus of the chairperson’s appraisal will be his/her performance as leader of the board of directors and council of governors.  The appraisal should carefully 
consider that performance against pre-defined objectives that support the design and delivery of the NHS foundation trust’s priorities and strategy described in its 
forward plan. 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  
B.6.1 The board of directors should state in the annual report 

how evaluation of the board, its committees and its 
directors, including the chairperson, has been 
conducted bearing in mind the desirability for 
independent assessment, and the reason why the NHS 
foundation trust adopted a particular method of 
evaluation.  

 
Specific statement required  
 

COMPLIANT  
– current practice  
 

Annual Report & Accounts 
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B.6.2 Evaluation of the boards of NHS foundation trusts 
should be externally facilitated at least every three 
years.  The evaluation needs to be carried out against 
the board leadership and governance framework set out 
by Monitor. {NHSI].  The external facilitator should be 
identified in the annual report and a statement made as 
to whether they have any other connection to the trust. 

 
 Specific statement required where an external facilitator 

is used. 

COMPLIANT  
The Trust underwent an independent review during 2014-15. This 
included a formal development programme from November 2014 – 
May 2015 for the Board of Directors and members of the Executive 
Team. There are regular Board Workshops covering pertinent areas 
for development and further discussion, with guest speakers’speaker 
contributors as required.   
 

Independent review feedback to 
individual directors, chairman and 
chief executive. 
Data currently confidential. 
Work with Real World reported  
Outcomes of Non Executive 
Directors (and Chairman) reviews 
are presented to the Nominations 
Committee and IMD outcomes 
shared with auditorsCouncil of 
Governors in public (mid year and 
Monitor. year end).  

B.6.3 The senior independent director should lead the 
performance evaluation of the chairperson, within a 
framework agreed by the council of governors and 
taking into account the views of directors and governors 

COMPLIANT 
For rigour, the appraisal process for the Chairman is the 
responsibility of the SID supported by the Lead Governor and 
councilCouncil of governorsGovernors and co-ordinated by the SID 
and council of governors’ Nominations Committee with input from 
the Non-Executive directorsDirectors (led by the SID), the Board of 
Directors (co-ordinated by the Chief Executive) and Governors as 
well as the Chairman.  360 reviews are also carried out as part of 
the Chair’s performance appraisal.  Mindful of the extent of review of 
the Trust and each Board member undertaken over the past few 
years, 360 reviews for the Chair and NEDs will be stepped down to 
every three years from 2017, supported by a robust individual and 
collective appraisal process. 
 

Available from council of governor 
general meeting papers - 
presented under Nomination 
Committee reports throughout the 
year. 
Detailed appraisal outcomes and 
record of in-year training held on 
personnel files – further 
information available from the 
Chairman and Chief Executive on 
request. 

B.6.4 The chairperson, with the assistance of the board 
secretary if applicable, should use the performance 
evaluations as the basis for determining individual and 
collective professional development programmes for 
directors relevant to their duties as board members 

COMPLIANT  
– per current practice 
Led by the Chair (for NEDs individually) and the Chief Executive (for 
Executive Directors).  Collective training /development programmes 
considered and progressed with input from Chair/Chief Executive 
and full Board. 
Appraisals of the Executive Directors are carried out by the Chief 
Executive and submitted to the RATS Committee for review and 
comment.  
Appraisals of the Non-Executive Directors are carried out by the 
Chairman and reported to the Nominations Committee, for report/ 
recommendations to the Governing Council.  As with the Chairman’ 
appraisal, recent process has included 360 reviews annually for the 
NEDs. 

Appraisal outcomes and record of 
in-year training held on personnel 
files – further information 
available from the Chairman and 
Chief Executive on request. 
 
An overview of outcomes is 
presented to Council of 
Governors via Nomination 
Committee reports throughout the 
year - available on the Trust’s 
website. 
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B.6.5 Led by the chairperson, the council of governors should 
periodically assess their collective performance and they 
should regularly communicate to members details on 
how they have discharged their responsibilities, 
including their impact and effectiveness on:  
- holding the non-executive directors individually and 

collectively to account for the performance of the 
board of directors 

- communicating with their member constituencies 
and the public and transmitting their views to the 
board of directors; and 

- contributing to the development of forward plans of 
the NHS foundation trust; and  

 The council of governors should use this process to 
review its roles, structure, composition and procedures, 
taking into account emerging best practice.  Further 
information can be found in Monitor’s publication: Your 
Statutory Duties: A Reference Guide for NHS 
Foundation Trust Governors. 

COMPLIANT 
Per current practice, including 
- annual review of Governors’ performance presented at AGM 
- liaison with members via quarterly newsletters to members and 

Lead Governors’ regular report to the Council of Governors 
(public paper) As mentioned above the Trust also circulates 
38000 copies of  Barnsley Hospital News  as an insert to the 
local newspaper and it is also available at over 100 outlets 
throughout the Borough 

- regular review of the membership strategy.   
- regular review of the governors’ strategy  
- plans have been agreedwere established in 2016 to give more 

support to the governors’ collective and individual needs in 2016 

Lead Governors’ report to general 
meeting and annual review 
presented at AGMAGPMM 
(available on website or on 
request from Sec to Board) 
Latest Annual development 
session (October/November); 
agenda/papers scheduled for 25 
January 2017) – outcomes will be 
reported at February General 
meeting: paper/Minutes available 
from the Trust’s website or Sec to 
Board on request. Minutes of 
relevant General Meeting  
All of the above are also held on 
central folder at Trust HQ 
(SMT/CoG/Meetings) 

   
B.6.6 There should be a clear policy and a fair process, 

agreed and adopted by the council of governors, for the 
removal from the council of any governor that 
consistently and unjustifiably fails to attend the meetings 
of the board of governors or has an actual or potential 
conflict of interest which prevents the proper exercise of 
their duties. This should be shared with governors.  In 
addition it may be appropriate for the process to provide 
for removal from the council of governors where 
behaviours or actions by a governor or group of 
governors may be incompatible with the values and 
behaviours of the NHS foundation trust.  Where there is 
any disagreement as to whether the proposal for 
removal is justified, an independent assessor agreeable 
to both parties should be requested to consider the 
evidence and conclude whether the proposed removal is 
reasonable or otherwise. 

COMPLIANT 
- per current practice. 
Governors are also required to declare any interests on the 
Governors’ Register of interest (reviewed bi-annually, February and 
August, at a general meeting).  Governors are periodically reminded 
of their responsibility to declare any conflicts of interest. 
This has been reinforced with the introduction of the Code of 
Conduct for Governors, developed through the Constitution review 
working group and approved by the Council of Governors at its 
General Meeting in February 2013. This is reviewed and updated 
annually. 

Trust’s Constitution (available on 
the Trust’s and Monitor’sNHSI’s 
website) 
Council of Governors papers and 
minutes (February and August) 
- available on website; held on 
central folder (as advised above) 
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PRINCIPLE  -  B.7:  RE-APPOINTMENT OF DIRECTORS AND RE-ELECTION OF GOVERNORS 
 
Main principle 
B.7.a All non-executive directors and elected governors should be submitted for re-appointment or re-election at regular intervals. The performance of executive directors 

of the board should be subject to regular appraisal and review.  The council of governors should ensure planned and progressive refreshing of the non-executive 
directors.   
 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  

B.7.1 In the case of re-appointment of non-
executive directors, the chairperson should 
confirm to governors that, following formal 
performance evaluation, the performance of 
the individual proposed for re-election 
continues to be effective and to demonstrate 
commitment to the role. Any term beyond six 
years (e.g. two three-year terms) for a non-
executive director should be subject to 
particularly rigorous review, and should take 
into account the need for progressive 
refreshing of the board. Non-executive 
directors may, in exceptional circumstances, 
serve longer than six years (e.g. two three 
three-year terms following authorisation of 
the NHS foundation trust), but this should be 
subject to annual re-appointment. Serving 
more than six years could be relevant to the 
determination of a non-executive director’s 
independence   

 
 Supporting information to be made available 

to governors 

 
COMPLIANT 

As reported previously, two appointments have been extended beyond six years:  
Mr Patton (wef 01.01.2014 and extended further in August 2016 to 31.12.2017) and 
Mr Wragg (wef 01.01.2015) – for up to three years,), subject to annual review and 
renewal.  The decisions of the councilCouncil of governorsGovernors in both cases 
are recorded in general meetings’ public minutes.  In each case the governors wished 
to retain the proven skills and , leadership and corporate knowledge of the 
candidates, ensuring stability and continuity.  These exceptions are permitted under 
the Trust’s Constitution and the Nominations Committee’s terms of reference and will 
beare reported in the annual report and accounts. 

Whilst compliant with the Code, these extended appointments will continue to be 
reported in the Annual Report & Accounts. 

All non executive and executive director appointments/re-appointments to the board 
are subject to rigorous process.  With respect to non-executives, the councilCouncil 
of governorsGovernors takes careful consideration on the Trust’s strengths and the 
challenges ahead, the mix of skills and experience on the board and the need for 
refreshing of the board –- all of which are demonstrated in the above appointments 
and in the ongoing appointment process for a new (additional) NED, with clinical 
background/experience. 

 

 

 
 
 
Outcomes reported publicly 
in Council of Governors’ 
Minutes of General Meeting, 
2013 and 2016 (Mr Patton), 
2014 (Mr Wragg) - and on-
going annual reviews.  
Supporting information is 
provided to governors.  
Copies are held centrally 
(SMT/CoG/Meetings). 
 
 
Trust’s Constitution (on 
Trust’s and Monitor’sNHSI’s 
website) 
Nominations Committees 
Terms of Reference  
(accessibility as above) 
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B.7.2 Elected governors must be subject to re-
election by the members of their 
constituency at regular intervals not 
exceeding three years.  The names of 
governors submitted for election or re-
election should be accompanied by sufficient 
biographical details and any other relevant 
information to enable members to take an 
informed decision on their election. This 
should include prior performance information 
Supporting information to be made available 
to governors 

COMPLIANT 
Current practice, per Constitution.  In 2013 the Trust went to re-tender for its 
elections.  The 2015 elections (for governors’ appointment from 1st January -2016   
) were managed by UK-Engage.  Latest contract appointed (following open tender) in 
2013).  The contract has been extended for a further year and will be subject to 
tender in 20162017. 
 

Trust’s Constitution (on 
Trust’s website)  
Election materials (issued to 
voting members and copies 
available on website and on 
request) 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

B.7.3 Approval by the council of governors of the 
appointment of a chief executive should be a 
subject of the first general meeting after the 
appointment by a committee of the chairman 
and non-executive directors.  All other 
executive directors should be appointed by a 
committee of the chief executive, the 
chairperson and non-executive directors. 

COMPLIANT  
In accordance with current practice and statutory and regulatory requirements and 
guidance. 

 
Recorded in Minutes of 
Council of Governors’ 
General Meetings – 
available on Trust’s website 
 

B.7.4 Non-executive directors, including the 
chairperson should be appointed by the 
council of governors for the specified terms 
subject to re-appointment thereafter at 
intervals of no more than three years and 
subject to the 2006 Act provisions relating to 
removal of a director 

COMPLIANT 
As reported above As above 

B.7.5 Elected governors must be subject to re-
election by the members of their 
constituency at regular intervals not 
exceeding three years 

COMPLIANT 
As reported above As above 
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PRINCIPLE  -  B.8  RESIGNATION OF DIRECTORS 
 
Main principle 
B.8.a The board of directors is responsible for ensuring ongoing compliance by the NHS foundation trust with its licence, its constitution, mandatory guidance issued by 

Monitor, [NHSI], relevant statutory requirements and contractual obligations.  In so doing, it should ensure it retains the necessary skills within its board of directors 
and works with the council of governors to ensure they is appropriate succession planning.   
 

 
CODE PROVISION 

& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE Cross reference / 
 supporting documents  

B.8.1 The remuneration committee should not agree to an 
executive member of the board leaving the employment 
of an NHS foundation trust, except in accordance with 
the terms of their contract of employment, including but 
not limited to service of their full notice period and/or 
material reductions in their time commitment to the role, 
with the board first having completed and approved a 
full risk assessment. 

COMPLIANT 
In accordance with the Trust’s HR policies and procedures and 
requirements of the RATS Committee.   
 

Terms of Reference and Minutes 
of RATS Committee refer. 
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SECTION C: ACCOUNTABILITY 
 
PRINCIPLE  - C.1:  FINANCIAL, QUALITY AND OPERATIONAL REPORTING 
 
Main principle 
C.1.a The board of directors should present a fair, balanced and understandable assessment of the NHS foundation trust’s position and prospects 

 
Supporting Principles 
C.1.b The responsibility of the board of directors to present a fair, balanced and understandable assessment extends to all public statements and reports to regulators and 

inspectors, as well as information required to be presented by statutory requirements. 
C.1.c The board of directors should establish arrangements that will enable it to ensure that the information presented is fair, balance and understandable. 

 

CODE PROVISION BOARD RESPONSE Cross reference  
/ supporting documents 

C.1.1 The directors should explain in the annual report their 
responsibility for preparing the accounts and state that 
they consider the annual report and accounts taken as a 
whole, are fair, balanced and understandable and 
provide the information necessary for patients, 
regulators and other stakeholders to assess the NHS 
foundation trust’s performance, business model and 
strategy.   There should be a statement by the external 
auditor about their reporting responsibilities.  Directors 
should also explain their approach to quality governance 
in the Annual Governance Statement (within the annual 
report) 

 
 Specific statement required 
 

COMPLIANT  
- per current practice.  

Annual Report & Accounts 
(available on Trust’s website and 
on request) 

C.1.2 The directors should report that the NHS foundation 
trust is a going concern, with supporting assumptions or 
qualifications as necessary 

COMPLIANT 
Subject to regular review by Finance & Performance Committee, 
Audit Committee and Board 

Annual Report & Accounts 
(available as above) 
Relevant Board/Committee 
assurance reports available 
through Board meeting papers on 
Trust’s website.  Also held on 
central files: SMT/Board or 
SMT/Governance/Finance & 
Performance Committee 
respectively) 
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CODE PROVISION BOARD RESPONSE Cross reference  
/ supporting documents 

C.1.3 At least annually, and in a timely manner, the board of 
directors should set out clearly its financial, quality and 
operating objectives for the NHS foundation trust and 
disclose sufficient information, both quantitative and 
qualitative, of the NHS foundation trust’s business and 
operations, including clinical outcome data, to allow 
members and governors to evaluate its performance.  
Further requirements are included in the NHS 
Foundation Trust Annual Reporting Manual. 

COMPLIANT – per current practice 

 
 
 
Annual Report & Accounts 
(available as above) and reflected 
in the annual business plan 
available on the NHS 
Improvement and the Trust’s 
website.  See also reports on 
progress against the Plan’s 
objectives in Board papers issues 
quarterly, available on the Trust’s 
website or on request from Sec to 
Board. 
 

C.1.4 (a) The board of directors must notify Monitor [NHSI] 
and the council of governors without delay, and should 
consider whether it is in the public interest to bring to the 
public attention, any major new developments in the 
NHS foundation trust’s sphere of activity which are not 
public knowledge, which it is able to disclose and which 
may lead by virtue of their effect on its assets and 
liabilities or financial position or on the general course of 
its business, to a substantial change to the financial 
wellbeing, healthcare delivery performance or reputation 
and standing of the NHS foundation trust.  

 (b) The board of directors must notify Monitor [NHSI] 
and the council of governors without delay and should 
consider whether it is in the public interest to bring to 
public attention all relevant information which is not 
public knowledge concerning a change:  
- in the NHS foundation trust’s financial condition;  
- in the performance of its business; and/or  
- in the NHS foundation trust’s expectations as to its 

performance which, if made public, would be likely 
to lead to a substantial change to the financial 
wellbeing, healthcare delivery performance or 
reputation and standing of the NHS foundation trust 

COMPLIANT 
MonitorNHSI kept informed via Director of Finance and/or Chief 
Executive liaison with Relationship Manager 
 
Council of Governors kept informed of any issues via public reports 
or confidential briefing from the Chairman, and access to the Board 
Minutes (public and private) 

 
 
 
 
 
 
Provider Licence 
 
Standing Orders (available on 
website or on request from Sec to 
Board or Director of Finance & 
Information) 
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PRINCIPLE  - C.2:  RISK MANAGEMENT AND INTERNAL CONTROL 
 
Main principle 
C.2.a The board of directors is responsible for determining the nature and extent of the significant risks it is willing to take in achieving its strategic objectives.  The board 

should maintain sound risk management systems 
C.2.b The board of directors should maintain a sound system of internal control to safeguard patient safety, public and private investment, the NHS foundation trust’s 

assets and service quality.   The board should report on internal control through the Annual Governance Statement (formerly the Statement on Internal Control) in 
the annual report. 

 
Supporting Principles 
C.2.c An internal audit function can assist a trust to accomplish its objectives by bringing a systematic, disciplined approach to evaluating and continually improving the 

effectiveness of its risk management and internal control processes. 
C.2.d If a trust has an internal audit function, the head of that function should have a direct reporting line to the board or to the audit committee to bring the requisite 

degree of independence and objectivity to the role. 
 

CODE PROVISION BOARD RESPONSE Cross reference  
/ supporting documents 

C.2.1 The board of directors should maintain continuous 
oversight of the effectiveness of the NHS foundation 
trust’s risk management and internal control systems 
and should report to members and governors that they 
have done so in the annual report.  A regular review 
should cover all material controls, including financial, 
operational and compliance controls. 

  
 Specific statement required affirming that the board has 

conducted a review of the effectiveness of its system of 
internal controls 

COMPLIANT  
Per current practice, reviewed via the Audit Committee and 
presentation of the Annual Governance Statement  to the Board for 
approval and subsequent signature by the Chief Executive as 
Accounting Officer 

Annual Report & Accounts 
(available on Trust’s website) 
Annual Governance Statement 
(published in Annual Report) 
Trust’s Scheme of Delegation 
(available on Trust’s website and 
on request from Sec to Board or 
Director of Finance) 
Board reports and Audit 
Committee Chair’s Logs 
(available on request via the Sec 
to Board or Chair of Audit 
Committee; copies held on central 
folder at Trust HQ – 
SMT/Governance/Meetings/Audit 
and/or SMT/Meetings/Board 
respectively) 
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CODE PROVISION BOARD RESPONSE Cross reference  

/ supporting documents 
C.2.2 A trust should disclose in the annual report: 

(a) if it has an internal audit function, how the function Is 
structured and what role it performs; or 
(b) if it does not have an internal audit function, that fact 
and the processes it employs for evaluating and 
continually improving the effectiveness of its risk 
management and internal control processes. 

Specific statement required 

COMPLIANT 
The Trust does have an internal audit function - 360 
assurancesAssurance – which reports to the audit committeeAudit 
Committee and has direct access to the Chair of the Audit 
Committee and appropriate executive directors. 

Audit committee assurance report 
(public board papers – available 
on website) 
 
Annual Report & Accounts 
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PRINCIPLE  - C.3:  AUDIT COMMITTEE AND AUDITORS 
 
Main principle 
C.3.a The board should establish formal and transparent arrangements for considering how they should apply the corporate reporting and risk management and internal 

control principles and for maintaining an appropriate relationship with the NHS foundation trust’s auditors.  
Monitor’s [NHSI] publications Audit Code for NHS Foundation Trusts and Your Statutory Duties: A Reference Guide for NHS Foundation Trust Governors give 
further guidance. 

Supporting Principles 
None 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  

C.3.1 The board of directors should establish an audit 
committee composed of at least three members who are 
all independent non-executive directors. The board 
should satisfy itself that the membership of the audit 
committee has sufficient skills to discharge its 
responsibilities effectively, including ensuring that at 
least one member of the audit committee has recent and 
relevant financial experience. The chairperson of the 
trust should not chair or be a member of the audit 
committee.  He can, however, attend meetings by 
invitation as appropriate. 

COMPLIANT  
– per current practice and reflected in the Committee’s assurance 
and annual reports to the Board. 
 
The Trust chairperson (and the Chief Executive) attends the audit 
committee by invitation at least once annually. 
 
.  A new Chair was appointed, wef September 2016. 

Annual Report & Accounts 
Trust’s Standing Orders (as 
above) 
Audit Committee Terms of 
Reference – published in public  
Audit Committee annual report 
available via public Board reports 
online 
Board reports on integrated 
governance; available on request 
from Sec to Board (and held on 
central folder at Trust HQ – 
SMT/Governance/TOR) 

C.3.2 The main role and responsibilities of the audit committee 
should be set out in publicly available written terms of 
reference.  The council of governors should be 
consulted on the terms of reference, which should be 
reviewed and refreshed regularly.   It should include 
details of how it will:  
• monitor the integrity of the financial statements of 

the NHS foundation trust and any formal 
announcements relating to the trust’s financial 
performance, reviewing significant financial 
reporting judgments contained in them;  

• review the NHS foundation trust’s internal financial 
controls and, unless expressly addressed by a 
separate board risk committee composed of 
independent directors, or by the board itself, review 
the trust’s internal control and risk management 
systems;  

COMPLIANT  

 

Governors receivedreceive the Audit Committee’s annual report in 
2015August, which includedincludes the Committee’s Terms of 
Reference, for review and comment.  In addition the Governors have 
a representative governor who attends the Audit Committee 
regularly and receives all relevant papers.  An overview of the 
Committee’s work is also presented annually at the Governors’ 
Finance & Performance sub-group for both information and 
discussion. 

 

Annual Report & Accounts 
(available on Trust’s website) 
Trust’s Scheme of Delegation 
(available on Trust’s website and 
on request from Sec to Board or 
Director of Finance) 
Audit Committee Terms of 
Reference – published in public 
Board reports on integrated 
governance; available on request 
from Sec to Board (and held on 
central folder at Trust HQ – 
SMT/Governance/TOR) 
Board reports and Audit 
Committee Chair’s Logs  
presented in public; available on 
request via the Sec to Board or 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

• monitor and review the effectiveness of the NHS 
foundation trust’s internal audit function, taking into 
consideration relevant UK professional and 
regulatory requirements;  

• review and monitor the external auditor’s 
independence and objectivity and the effectiveness 
of the audit process, taking into consideration 
relevant UK professional and regulatory 
requirements;  

• develop and implement policy on the engagement of 
the external auditor to supply non-audit services, 
taking into account relevant ethical guidance 
regarding the provision of non-audit services by the 
external audit firm; and  

• report to the council of governors, identifying any 
matters in respect of which it considers that action 
or improvement is needed and making 
recommendations as to the steps to be taken 

 
Main roles and responsibilities and TOR to be made 
publicly available (on website or on request). 
 

Chair of Audit Committee; copies 
held on central folder at Trust HQ) 
Minutes of Council of Governors’ 
Finance & Performance sub-
group and précised in Council of 
Governors’ General Meeting 
papers 
 

C.3.3 The council of governors should take the lead in 
agreeing with the audit committee the criteria for 
appointing, reappointing and removing external auditors.  
The council of governors will need to work hard to 
ensure they have the skills and knowledge to choose 
the right external auditor and monitor their performance.  
However, they should be supported in this task by the 
audit committee, which provides information to the 
governors on the external auditor’s performance as well 
as overseeing the NHS foundation trust’s internal 
financial reporting and internal reporting. 

COMPLIANT 
 
Per the Trust’s Constitution, Standing Orders and current practice. 
and as above. 
 
Appointment for External Auditors currently out to tender and was 
completed in June 2016.  The Audit Liaison Governor was a full 
member of the evaluation panel. and was also supported by a 
deputy (another public governor) to ensure continued governor 
involvement throughout the process. 

As above 
 
Approval of the External Auditors 
was discussed in private session 
but recorded in publically issues 
Minutes for the Council of 
Governors – available on the 
Trust’s website. 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

C.3.4 The audit committee should make a report to the council 
of governors, in relation to the performance of the 
external auditor, including details such as the quality 
and value of the work, and the timeliness of reporting 
and fees to enable the council of governors to consider 
whether or not to reappoint them.  The audit committee 
should also make recommendations to the council of 
governors about the appointment, re-appointment and 
removal of the external auditor and approve the 
remuneration and terms of engagement of the external 
auditor. 

 

COMPLIANT 
 
In addition to providing recommendations to the councilCouncil of 
Governors with regard to the appointment etc of the external 
auditors (and ensure direct governor involvement with underpinning 
processes, as observer), the Chair provides at least annual reports 
on the work of the audit committeeAudit Committee – including that 
of the external auditors -  to the Council of Governors via the 
StrategyFinance & Performance sub-group.  
 
 

Minutes of sub-group and Council 
of Governor General meetings – 
available on the Trust’s website or 
on request. 
 
Annual review of Code of 
Governance compliance - public 
Board meeting papers; available 
on website or on request (copies 
held on central folders at Trust 
HQ – SMT/Board/Meetings) 

C.3.5 If the council of governors does not accept the audit 
committee’s recommendation, the board of directors 
should include in the annual report a statement from the 
audit committee explaining the recommendation and 
should set out reasons why the council of governors has 
taken a different position. 

 
 Specific statement required 

COMPLIANT 
Whilst this has not been applicable to date, the Board supports this 
approach as a point of principle and agrees to the provision of such 
a statement if required in the future or to provide a rationale for not 
doing so. 
In the event that any reportable issues arose relating to the auditors, 
the Board agrees that it should involve input from  the Council of 
Governors as well as the Audit Committee 

Annual report & accounts 

C.3.6 The NHS foundation trust should appoint an external 
auditor for a period of time which allows the auditor to 
develop a strong understanding of the finances, 
operations and forward plans of the NHS foundation 
trust.  The current best practice is for a three to five year 
period of appointment. 

COMPLIANT 
Per current practice 

Council of Governor Minutes (as 
above) and tendering process 
documentation (available on 
request via the Director of 
Finance & Information or Supplies 
ManagerHead of Procurement – 
subject to limitations of any 
commercial/in confidence 
sensitivity) 

C.3.7 When the council of governors ends an external 
auditor’s appointment in disputed circumstances, the 
chairperson should write to Monitor [NHSI] informing it 
of the reasons behind the decisions. 

COMPLIANT 
Not yet required since authorisation as an FT but Audit Committee 
would be aware of and give guidance to Chairman as/when 
appropriate 

Trust’s Standing Orders and 
Scheme of Delegation (integral to 
duties to MonitorNHSI by Board, 
and Audit Committee’s 
responsibilities for management 
of eternal audit/eternal auditors). 
Available on website or on 
request from Director of Finance. 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

C.3.8 The audit committee should review arrangements that 
allow staff of the NHS foundation trust and other 
individuals where relevant, to raise, in confidence, 
concerns about possible improprieties in matters of 
financial reporting and control, clinical quality, patient 
safety or other matters. The audit committee’s objective 
should be to ensure that arrangements are in place for 
the proportionate and independent investigation of such 
matters and for appropriate follow-up action. This should 
include ensuring safeguards for those who raise 
concerns are in place and operating effectively.  Such 
processes should enable individuals or groups to draw 
formal attention to practices that are unethical or violate 
internal or external policies, rules or regulations and to 
ensure that valid concerns are promptly addressed.  The 
process should also reassure individuals raising 
concerns that they will be protected from potential 
negative repercussions. 

 
 
In 2014 the Board identified a need to promote greater confidence in 
the process to ensure individuals are more sure about the 
safeguards built in to protect their positions when bringing forward 
any issue under this policy.  An interim review and update of the 
Policy was completed. Further clarification following the national 
consultation is awaited. The organisation has nominated an 
Executive Director, Director of Nursing & Quality, as Executive lead 
and has also appointed two Freedom to Speak Guardians.  Review 
of the Policy’s effectiveness was also part of the Internal Audit 
workstream for 2015/16. 
 
Further update on work in 2016/17 required. 

Whistleblower’s Policy (available 
on Trust’s policy warehouse) or 
on request from Secretary to 
Board or Director of HR&OD 
 
Reference to biennialregular 
review included in Board papers 
(available on website) 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

C.3.9 A separate section of the annual report should describe 
the work of the committee in discharging its 
responsibilities.  The report should include:  
• the significant issues that the committee considered 

in relation to financial statements, operations and 
compliance, and how these issues were addressed; 

• an explanation of how it has assessed the 
effectiveness of the external audit process and the 
approach taken to the appointment or re-
appointment of the external auditor, the value of 
external audit services and information non the 
length of tenure of the current audit firm and when a 
tender was last conducted; and  

• if the external auditor provides non-audit services, the 
value of the non-audit services provided and an 
explanation of how auditor objectivity and independence 
are safeguarded 

 Specific statement required  

COMPLIANT 
 
The work of the Committee is reported in the Annual Report & 
Accounts as required. 

As above 
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Section D: REMUNERATION 
 
PRINCIPLE  - D.1:  LEVEL AND MAKE-UP OF REMUNERATIONS 
 
Main principle 
D.1.a Levels of remuneration should be sufficient to attract, retain and motivate directors of quality, and with the skills and experience required to lead the NHS foundation 

trust successfully, but an NHS foundation trust should avoid paying more than is necessary for this purpose and should consider all relevant and current directions 
relation to contractual benefits such as pay and redundancy entitlements. 
 

Supporting Principles 
D.1.b Any performance related elements of executive directors’ remuneration should be stretching and designed to promote the long term sustainability of the NHS 

foundation trust.   They should also take as a baseline for performance any competencies required and specified within the job description for the post. 
D.1.c The remuneration committee should decide if a proportion of executive directors’ remuneration should be structured so as to link reward to corporate and individual 

performance. The remuneration committee should judge where to position its NHS foundation trust relative to other NHS foundation trusts and comparable 
organisations. Such comparisons, however, should be used with caution to avoid the risk of an increase in remuneration levels with no corresponding improvement 
in performance. 

D.1.d The remuneration committee should also be sensitive to pay and employment conditions elsewhere in the NHS foundation trust, especially when determining annual 
salary increases. 

 
CODE PROVISION BOARD RESPONSE Cross reference / 

 supporting documents  
D.1.1 Any performance-related elements of the remuneration 

of executive directors should be designed to align their 
interests with those of patients, service users and 
taxpayers and to give these directors keen incentives to 
perform at the highest levels. In designing schemes of 
performance-related remuneration, the remuneration 
committee should follow the following provisions:  
(i)  The remuneration committee should consider 

whether the directors should be eligible for annual 
bonuses. If so, performance conditions should be 
relevant, stretching and designed to match the long 
term interests of the public.  

(ii)  Payouts or grants under all incentive schemes 
should be subject to challenging performance 
criteria reflecting the objectives of the NHS 
foundation trust. Consideration should be given to 
criteria which reflect the performance of the NHS 
foundation trust relative to a group of comparator 
trusts in some key indicators and the taking of 

COMPLIANT 
The RATS Committee is conscious of the advantages and 
disadvantages of performance related pay, and periodically 
considers options as and when appropriate in light of national 
guidance, good practice and financial viability 

Terms of Reference of RATS 
Committee, past minutes 
(confidential – available on 
Chair’s approval)).  Directors’ pay 
is reported in Annual Report & 
Accounts and would reflect any 
additional payments of this 
nature. 
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CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

independent and expert advice where appropriate.  
 (iii) Performance criteria and any upper limits for 

annual bonuses and incentive schemes should be 
set and disclosed. 

(iv)  The remuneration committee should consider the 
pension consequences and associated costs to the 
NHS foundation trust of basic salary increases and 
any other changes in pensionable remuneration, 
especially for directors close to retirement.    

D.1.2  Levels of remuneration for the chairperson and other 
non-executive directors should reflect the time 
commitment and responsibilities of their roles.  

COMPLIANT  
– in light of current local and national pressures 
Monitored and reviewed by the Council of Governors’ Nominations 
Committee (and subsequently the wider Council of Governors), 
albeit members are conscious of the Trust’s position against national 
comparators. 

Nominations Committee minutes  
(confidential – available on 
Chairman’s approval) and Council 
of Governors’ minutes (public 
reports, available on Trust’s 
website) 

D.1.3 Where an NHS foundation trust releases an executive 
director, for example to serve as a non-executive 
director elsewhere, the remuneration disclosures of the 
annual report should include a statement on whether or 
not the director will retain such earnings. 

 
 Specific statement required 

COMPLIANT 
Per current practice and subject to monitoring via RATS Committee. 
This is not applicable to any of the current executive directors but 
the Board supports this stance in principle for any potential future 
needs. 
The Trust’s Medical Director was appointed as Secondary Care 
Clinician, North Kirklees Clinical Commissioning Group in June 
2016; he is not retaining the earnings from this role. 
 

Annual Report & Accounts 
(on website).  Any such posts 
would are also be reflected in the 
Directors’ Register of Interest 
(includeincluded in public Board 
papers at least twice annually and 
available on request from Sec to 
Board; held centrally – SMT/Corp 
Masters/Registers) 
 

D.1.4 The remuneration committee should carefully consider 
what compensation commitments (including pension 
contributions and all other elements) their directors’ 
terms of appointment would give rise to in the event of 
early termination. The aim should be to avoid rewarding 
poor performance. Contracts should allow for 
compensation to be reduced to reflect a departing 
director’s obligation to mitigate loss.  Appropriate claw-
back provisions should be considered in case of a 
director returning to the NHS within the period of any 
putative notice. 

COMPLIANT 
Per current practice and subject to monitoring via RATS Committee.   
Need for clawback has not arisen to date but would be actioned 
through the remuneration committee processes if/when required. 

RATS Terms of Reference and 
Minutes 
(as above) 
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PRINCIPLE  - D.2:  PROCEDURE 
 
Main principle 
D.2.a There should be a formal and transparent procedure for developing policy on executive remuneration and for fixing the remuneration packages of individual 

directors.  No director should be involved in deciding his or her own remuneration 
 
Supporting Principles 
D.2.b The remuneration committee should consult the chairperson and/or chief executive about its proposals relating to the remuneration of other executive directors.  
D.2.c The remuneration committee should also be responsible for appointing any independent consultants in respect of executive director remuneration.  
D.2.d Where executive directors or senior management are involved in advising or supporting the remuneration committee, care should be taken to recognise and avoid 

conflicts of interest. 
 

CODE PROVISION BOARD RESPONSE Cross reference / 
 supporting documents  

D.2.1 The board of directors must establish a remuneration 
committee composed of non-executive directors which 
should include at least three independent non-executive 
directors. The remuneration committee should make 
available its terms of reference, explaining its role and 
the authority delegated to it by the board of directors. 
Where remuneration consultants are appointed, a 
statement should be made available of whether they 
have any other connection with the NHS foundation 
trust. 

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

COMPLIANT 
 
Per current practice 

Annual Report & Accounts 
(available on Trust & 
Monitor’sNHSI’s website) 
Trust’s Standing Orders and 
Scheme of Delegation (available 
on website) 
RATS Committee Terms of 
Reference – available on website  
within public Board papers on 
Governance arrangements and 
updated regularly;  copies 
available on request from Sec to 
Board (and accessible on central 
folder at HQ – 
SMT/Governance/TOR) 

D.2.2 The remuneration committee should have delegated 
responsibility for setting remuneration for all executive 
directors, including pension rights and any 
compensation payments. The committee should also 
recommend and monitor the level and structure of 
remuneration for senior management. The definition of 
‘senior management’ for this purpose should be 
determined by the board but should normally include the 
first layer of management below board level. 

COMPLIANT 
 
Per current practice 

 
 
 
 
As above 

 
Pack pg 81



BoD April 2015: Code of Gov April2015:Q&G Feb 2017: Code of Governance: CHECKLIST – page 53  

D.2.3 The council of governors should consult external 
professional advisers to market-test the remuneration 
levels of the chairperson and other non-executives at 
least once every three years and when they intend to 
make a large change to the remuneration of a non-
executive. 

COMPLIANT 
Nominations Committee consider remuneration levels against 
external independent report on boardroom salaries annually and 
regularly review rates against NHS Providers’ data and/or other 
published comparative information. 
The Committee’s recommendations are submitted to the wider 
Council of Governors for approval  

Nominations Committee Terms of 
Reference (on website, within 
Council of Governors meeting 
papers) 
Recommendation outcomes 
reported via Council of Governors 
minutes (available on website; on 
request from Sec to Board and 
held on central folder: 
SMT/CoG/Meetings/GC Minutes) 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

D.2.4  The council of governors is responsible for setting the 
remuneration of non-executive directors and the chair. 

COMPLIANT 
As outlined above As above 
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SECTION E: RELATIONS WITH STAKEHOLDERS 
 
PRINCIPLE  - E.1: DIALOGUE WITH MEMBERS, PATIENTS AND THE LOCAL COMMUNITY 
 
Main principle 
E.1.a The board of directors should appropriately consult and involve members, patients, clients and the local community 
E.1.b The council of governors must represent the interests of trust members and the public 
E.1.c Notwithstanding the complementary role of the governors in this consultation, the board of directors as a whole has responsibility for ensuring that satisfactory 

dialogue with its stakeholders takes place 
 
Supporting Principles 
E.1.d The board of directors should keep in touch with the opinion of members, patients and the local community in whatever ways are most practical and efficient. There 

should be a members’ meeting at least annually.  
E.1.e The chairperson (and the senior independent director and other directors as appropriate) should maintain regular contact with governors to understand their issues 

and concerns 
E.1.f NHS foundation trusts should use an annual open meeting and open board meetings, both of which trusts are required to hold, to encourage stakeholder 

engagement. 
E.1.g Governors should seek the views of members and the public on material issues or changes being discussed by the trust. Governors should provide information and 

feedback to members and the public regarding the trust, its vision, performance and material strategic proposals made by the trust board. 
E.1.h It is also incumbent on the board of directors to ensure governors have the mechanisms in place to secure and report on feedback that will enable them to fulfil their 

duty to represent the interest of members and the public. 
  

CODE PROVISION 
& Disclosure Requirement  

(per Schedule A to the Code) 
BOARD RESPONSE 

Cross reference / 
 supporting documents  

E.1.1 The board of directors should make available a public 
document that sets out its policy on the involvement of 
members, patients, clients and the local community at 
large, including a description of the kind of issues it will 
consult on. 

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

COMPLIANT  
Encompassed within the Annual Report & Accounts.  Supported by 
the updated Strategic Communications and Engagement Framework 
2015-2019 (June 2015).  

Annual Report & Accounts 
Strategic Communications & 
Engagement Framework 
presented to Public Board 
meetings (copies available on the 
Trust’s website and on request 
from Sec to Board or Director of 
Communications & Marketing ) 

E.1.2 The board of directors should clarify in writing how the 
public interests of patients, clients and the local 
community will be represented, including its approach 
for addressing the overlap and interface between 
governors and any local consultative forums already in 
place (eg Local Healthwatch the overview and scrutiny 
committee, the local League of Friends, and staff 
groups) 

COMPLIANT 
as above As above 
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CODE PROVISION 
& Disclosure Requirement  

(per Schedule A to the Code) 
BOARD RESPONSE 

Cross reference / 
 supporting documents  

E.1.3 The chairperson should ensure that the views of 
governors and members are communicated to the board 
as a whole. The chairperson should discuss the affairs 
of the NHS foundation trust with governors. Non-
executive directors should be offered the opportunity to 
attend meetings with governors and should expect to 
attend them if requested by governors. The senior 
independent director should attend sufficient meetings 
with governors to listen to their views in order to help 
develop a balanced understanding of the issues and 
concerns of governors. 

COMPLIANT 
All Council of Governors general meeting minutes are presented to 
the Board regularly.  Key issues from sub-groups or individual 
Governors are presented to the Board via the Chairman (or other 
Director).  As A.5.5 above Directors – NEDs and Executives – have 
an open invitation to attend any and all Governors’ meetings (with 
the exception of the Nominations Committee) and the Chair/NEDs 
attend every sub-group meeting to provide briefings/updates on key 
issues.  On request, Directors will also attend any meeting by 
invitation to provide information on new issues and/or briefings on 
any specific issues of interest.  Additionally, Non-Executive Directors 
have increased attendance at Governors’ meetings. 

Public Board papers and Council 
of Governors’ general meeting 
papers and sub-group minutes 
(available on website or on 
request from Sec to Board; copies 
held on central folder at Trust HQ 
– SMT/CoG/meetings) 

E.1.4 The board of directors should ensure that the NHS 
foundation trust provides effective mechanisms for 
communication between governors and members from 
its constituencies. Contact procedures for members that 
wish to communicate with governors and/or directors 
should be made clearly available to members on the 
NHS foundation trust’s website and in the annual report 

 
 Contact procedures for members to be publicly available 

(on website or on request). 

COMPLIANT 
Regular communications are supported by Barnsley Hospital News 
(quarterly newsletter).  Details of Governors and contact points are 
also featured in the annual report, on posters across the site and on 
the Trust’s website 
Contact details for the Board of Directors are also available – via the 
Annual reportReport and website 

Barnsley Hospital News (quarterly 
publication to all members and 
the wider public) 
Governors’ posters (near most 
main entrances on site) 
Trust’s website 
Annual Report & Accounts 

E.1.5 The board of directors should state in the annual report 
the steps they have taken to ensure that the members of 
the board, and in particular the non-executive directors, 
develop an understanding of the views of governors and 
members about the NHS foundation trust, for example 
through attendance at meetings of the council of 
governors, direct face-to-face contact, surveys of 
members opinions. 

 Specific statement required. 

COMPLIANT – current practice 
Also reflected in earlier notes above regarding liaison and exchange 
of information between Board and Governors 
 

Annual Report & Accounts 
Records of attendance at 
governors meetings (general and 
sub-group) – available on 
website. 
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CODE PROVISION 
& Disclosure Requirement  

(per Schedule A to the Code) 
BOARD RESPONSE 

Cross reference / 
 supporting documents  

E.1.6 The board of directors should monitor how 
representative the NHS foundation trust’s membership 
is and the level and effectiveness of member 
engagement. This information should be used to review 
the trust’s membership strategy, taking into account any 
emerging best practice from the sector 

 Specific statement required. 

COMPLIANT 
Supported by the Marketing & Communications team.  Also 
supported by outsourcing of the database management in 2015, 
allowing more scrutiny of membership with the intent to develop 
better usage in 2016/17. 

Governors and Membership 
Strategies (reviewed by 
Governors annually).  Available 
from Council of Governors’ 
meeting papers on the Trust’s 
website and on request from Sec 
to Board. 

RELEVANT STATUTORY REQUIREMENTS 
(per Schedule A to the Code)   

E.1.7 The board of directors must make board meetings and 
the annual meeting open to the public.  The trust’s 
constitution may provide for members of the public to be 
excluded from a meeting for special reasons. 

COMPLIANT 
As evidenced from conduct of  monthly board meetings and annual 
meeting (latest date = 6 September 2015)2016). Exclusions 
permitted under the Trust’s Constitution and Standing Orders and 
reflected in agendas where appropriate. 
 

Notices of meetings posted on 
website and on site. 
Trust’s Constitution and Standing 
orders available on website and 
on request from Sec to Board 
(held on central file: 
SMT/governance/documents and 
Monitor/constitution review) 

E.1.8 The trust must hold annual members’ meetings.  At least 
one of the directors must present the trust’s annual 
report and accounts, and any report of the auditor on the 
accounts, to members at this meeting. 

COMPLIANT 
As evidenced from latest annual meeting (September 2015)2016) 

Minutes of annual meeting 
available via Council of 
Governors and Board papers on 
website and on request from Sec 
to Board 
(held on central file: 
SMT/CoG/Meetings and 
SMT/Board/Meetings) 
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PRINCIPLE  - E.2: CO-OPERATION WITH THIRD PARTIES WITH ROLES IN RELATIONS TO FOUNDATION TRUSTS 
 
Main principle 
E.2.a The board of directors is responsible for ensuring that the NHS foundation trust co-operates with other NHS bodies, local authorities and other relevant organisations 

with an interest in the local health economy 
 
Supporting Principles 
E.2.b The board of directors should enter a dialogue at an appropriate level with a range of third party organisations with roles in relation to NHS foundation trusts based on 

the mutual understanding of objectives. 
 

CODE PROVISION 
& Disclosure Requirement (per Schedule A to the Code) BOARD RESPONSE Cross reference / 

 supporting documents  
E.2.1 The board of directors should be clear as to the specific 

third party bodies in relation to which the NHS 
foundation trust has a duty to co-operate  
The board of  directors should be clear of the form and 
scope of the co-operation required with each of these 
bodies in order to discharge their statutory duties 

COMPLIANT  
Per published national guidance 
 

 
Guidance as published by  
Monitor, [NHSI], Department of 
Health, Care Quality Commission, 
NHS England 
 

.GE.2.2 The board of directors should ensure that effective 
mechanisms are in place to co-operate with relevant 
third party bodies and that collaborative and productive 
relationships are maintained with relevant stakeholder 
bodies at appropriate levels of seniority as required. 
Periodically, the board should review the effectiveness 
of these processes and relationships and take steps to 
improve them.  

COMPLIANT 
Annual Report & Accounts 
Register of Visits held centrally – 
(available via the Sec to the Board) 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 17/04/P-09 
 
SUBJECT:   BOARD ASSURANCE FRAMEWORK (Q4) 
DATE:          APRIL 2017 PRIVATE & CONFIDENTIAL 

PURPOSE:  

 Tick as 
applicable   Tick as 

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

PREPARED BY: Robert Maginnis, Governance lead 
SPONSORED BY: Heather McNair, Director of Nursing & Quality 
PRESENTED BY: Heather McNair, Director of Nursing & Quality 
STRATEGIC CONTEXT 

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

EXECUTIVE SUMMARY 
 
Since the last review of the BAF by the Board in January 2017 the following changes have been 
made:  
 
Risks removed and closed: One risk has been removed and closed (1874) 
 
Risks reduced: One risk has been reduced in February (1492) 
 
Risks added: Three risks have been added (1935, 1849, 1945) 
 
Risks removed from the BAF but remain open on the Corporate Risk Register: One risk has 
been removed from the BAF but remains on the Corporate Risk Register (1226) 
  
Risks increased: Two risks have been increased in January (1832 and 1025) 
 
Risk removed and closed: 1872 - Risk of not meeting monitor/commissioner targets for cancer 
as this is encompassed in risk 1849 
 
RECOMMENDATIONS 

The Board of Directors is asked to review and endorse the fourth quarterly report of the 2016/17 
BAF. 
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Subject: BOARD ASSURANCE FRAMEWORK (Q4) Ref: BoD 17/04/P-09 
 

1. STRATEGIC CONTEXT 
 
1.1 The BAF enables the Board of the Trust 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 of the Trust 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 2.5 of this paper.  
 

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

 
2.5 Since the last review of the BAF by the Board of Directors  the following changes to 

note have been made:  
 
January 2017 

 
Risk removed and closed: 

• Risk 1874: Risk of not meeting monitor/commissioner targets–as RTT risk is 
included in risk 1832. 

 
Risk removed but remain open on the Corporate Risk Register: 

• Risk 1226: Risk regarding inappropriate staffing numbers and/or skill mix 
removed and rescored to 12 (4x3) due to confidence from the CBU 
Triumvirates on staffing, the risk remains on the corporate risk register. 

 
Risk increased: 

• Risk 1832: Risk score increased due to confirmation of patient numbers on the 
waiting list. 

 
• Risk 1025: Risk score increased regarding risk of not meeting 

monitor/commissioner targets associated with ED due to winter operational 
pressures and increased activity. 
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February 2017 
 

Risk added: 
• Risk 1935: Risk regarding additional bed capacity added to the BAF due to the 

impact on resources, staffing and finance.  
 

Risk reduced: 
• Risk 1492: One risk has been reduced in February. The Medical Director 

reported confidence in the electronic system now being utilised in the medical 
handover process. 

 
March 2017 

 
Risk Added: 

• Risk 1849: Risk of failing national performance targets for cancer including 
shared pathway milestones. 
 

• Risk 1945: Potential risk to reduced ED department performance and flow due 
to department upgrades or replacement computer systems. 

 
Risk removed and closed: 

• 1872 - Risk of not meeting monitor/commissioner targets for cancer as 
this is encompassed in risk 1849 

 
3. CONCLUSION 

 
3.1 The BAF has been reviewed and updated over the past three months in accordance 

with agreed process and has been received each month by the Quality & Governance 
Committee and Finance & Performance Committee with quarterly reporting to the 
Board of the Trust due in April 2017. 
 

Appendices:  
 

• Appendix 1 – Board Assurance Framework Month 12 
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 Board Assurance Framework   
 

 
 

Strategic Priority 1 

 
 

Get the Trust Back in Financial Balance 

Executive 
lead 

Director of Finance 

Board 
Committee 

Finance & Performance 

Initial risk rating  Potential impact of strategic risk 

 Financial sustainability and regulatory intervention. 
Current risk rating  

Ref Key Organisational Risk Assurance Q1 Q2 Q3 Q4 
 

SR1 Failure to be a going concern and create the surplus 
needed to fund capital expenditure. 

rating 
(quarterly) 

    

 
Origins of the risk (linked to the Trust's risk register) Residual Risk Rating 
 
 

Ref 

 
 

Description 

 
 

Lead 

 
Alignment to 
committee / 

group 

 
 

Dec 16 

 
 

Jan 17 

 
 

Feb 17 

 
 

Mar 17 

1677 Delivery of CIP Bob 
Kirton F&P 3x3 3x3 3x3 3x3 

1791 Cash flow associated with revised deficit 
target/position 

Michael 
Wright F&P 4x5 4x5 4x5 4x5 

1713 Maintaining financial stability of the Trust & 
Turnaround Plan 16/17 

Michael 
Wright F&P 1x3 1x3 1x3 1x3 

1844 
The Lord  Carter  Report 15 recommendations 
to improve efficiency failure to do this will result 
in efficiency opportunities being missed 

Michael 
Wright F&P 3x3 3x3 3x3 3x3 

1846 Mandatory Apprentiship Levy to be introduced 
May 2017 

Michael 
Wright F&P 3x3 3x3 3x3 3x3 

 
Risk controls in place Assurance rating 

Ref Description of control Dec 16 Jan 17 Feb 17 Mar 17 
 

1677 
 
 
 

Cost improvement steering group monitoring the delivery of the plan 
supported by the Project Management Office. There are a number of 
schemes identified. 
 
 
 

L L L L 

1791 
Micro manage cash flow. Recovery of financial position - delivery of key 
actions. Work closely with CCG and the Distressed Funding Team at NHS 
Improvement and Department of Health. 

L L L L 

1713 
Vacancy control implemented. Cost and productivity working group set up. 
Additional controls in place to manage agency spend and waiting list 
initiatives. 

H H H H 

1844 Monthly meeting of Carter working group H H H H 

1846 Monitoring currently via Health Education England, future monitoring will be 
conducted nationally   M M M M 

 
Gaps in control 

Ref Description of gap Action plan Deadline 

1677 
 
Risk of  number of non recurrent CIP schemes 
 
 

Reviewing non-recurrent CIP to assess if 
they can be classed as recurrent. March 17 

1791 Availability of distressed funding Financial recovery plan March 17 

1713 
Failure to deliver the 16/17 financial plan including CIP programme and 
clinical activity in accordance with contractual agreements Monthly monitoring March 17 

 
Sources of Assurance  

Positive / Negative 
Ref Description of assurance Date received 

1677 
 

 

Integrated Performance Report /Finance Report March 2017 Positive 

1677 CIP report March 2017 Positive 

1713 Monitoring Progress Report & Meetings March 2017 Positive 

1844 Carter working group updates and dashboard March 2017 Positive 

1846 Workforce Report March 2017 Positive  
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Strategic Priority 2 

 
Provide High Quality Safe Care 

Executive 
lead 

Medical Director 
Director of Nursing  

Board 
committee 

Quality & Governance 

Initial risk rating  Potential impact of strategic risk 
The Trust could be subject to enforcement powers of the CQC, which could have a 
significant impact financially, reputational and for service provision 

Current risk rating  

Ref Key Organisational Risk Assurance Q1 Q2 Q3 Q4 
 

SR 2 Harm to patients. rating 
(quarterl

 

    

 
Origins of the risk (linked to the Trust's risk register) Residual Risk Rating 
 
 

Ref 

 
 

Description 

 
 

Lead 

 
Alignment 

to 
committee 

  

 
 

Dec 16 

 
 

Jan 17 

 
 

Feb 17 

 
 

Mar 17 

1492 Medical Handover Richard 
Jenkins Q&G 4x3 4x3 4x2 4x2 

1826 Reduction in Medical Staff Dermatology 
Cancer Services team 

Karen 
Sharman Q&G 3x3 3x3 3x3 3x3 

1498 Vacancies of middle grade medical staff in 
Obstetrics and Gynaecology 

Meena 
Dass Q&G 3x3 3x3 3x3 3x3 

1866 Risk regarding D1s quality of information and 
timeliness of submission to GP's 

Richard 
Jenkins Q&G 3x3 3x3 3x3 3x3 

1868 Risk regarding reduction in Stroke Consultants Richard 
Jenkins Q&G 3x3 3x3 3x3 3x3 

1922 VTE Prevention Richard 
Jenkins Q&G 3x3 3x3 3x3 3x3 

1935 Risk to the quality of patient care due to 
opening additional bed capacity 

Heather 
McNair Q&G   5x3 5x3 

1832 
Risk identified regarding  RTT and lack of 
availability for all ophthalmology clinics in the 
now Barnsley  Hospital operated 

  

Karen Kelly F&P 4x4 5x4 5x4 5x4 

  
Risk controls in place Assurance rating 

Ref Description of control Dec 16 Jan 17 Feb 17 Mar 17 

1492 Purchase of a Vital Signs System underway H H H H 

1826 Regular Medical Director Locum meetings to monitor and actively recruit 
 H H H H 

1498 The cover is provided by Locums, recruitment continues to be pursued. 
 M M M M 

1866 D1 improvement work on-going. M M M M 

1868 New stroke medical model in place using Locums (new control)  M M M 

1922 Monthly Thrombosis Group M M M M 

1935 Nurse staffing reviewed minimum of 3 times per 24/7 by a matron or more 
senior member of nursing staff M M M M 

1832 Capacity issues are escalated weekly to Rotherham Service Manager for 
Ophthalmology so that she can plan and source additional capacity 
 
 
 

 

L L L L 
 
 

Gaps in control 
Ref Description of Gap Action plan Deadline 

1826 Service reliant on Locums N/A Weekly 
monitoring 

1498 Gaps in the middle grade rota Locum meetings As required 

1866 D1s timeliness and accuracy not at desired level Yes Ongoing 
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1868 Service reliant on Locums Yes Ongoing 

 
Sources of Assurance  

Positive / Negative 
Ref Description of assurance Date received 

1492 Integrated Performance Report March 2017 Positive 

1826 Performance Review Report March 2017 Positive 
1498 Performance Review Report March 2017 Positive 
1866 Performance Review Report March 2017 Positive 
1868 Regular review at ET March 2017 Positive 
1922 Thrombosis Group March 2017 Positive 
1935 Nurse Staffing Report March 2017 Positive 

 
 

Narrative to support exception reporting 
 

 Changes made to BAF  month 12 
 
Risk added 
Risk 1832 - Risk regarding  RTT and lack of availability for all ophthalmology clinics now also added to SR2 in addition to sitting on SR4 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Pack pg 92



 
 

 
 

Strategic Priority 3 

 
Work with all system partners to support the delivery of the urgent 
care pathway and 4 hr. access target 

Executive 
lead 

Director of Operations 

Board 
Committee 

Finance & Performance 

Initial risk rating  Potential impact of strategic risk 

The Trust could be subject to enforcement powers of the CQC, which could have a significant 
impact financially, reputational and for service provision Current risk rating  

Ref Key Organisational Risk Assurance Q1 Q2 Q3 Q4 

SR3 Failure to achieving access targets leading to poorer 
quality care. 

rating 
(quarterly) 

    

 
Origins of the risk (linked to the Trust's risk register) Residual Risk Rating 
 
 

Ref 

 
 

Description 

 
 

Lead 

 
Alignment to 
committee / 

group 

 
 

Dec 16 

 
 

Jan 17 

 
 

Feb 17 

 
 

Mar 17 

1492 Medical handover Richard 
Jenkins Q&G 4x3 4x3 4x3 4x3 

1800 Retendering of intermediate care services Karen Kelly F&P 3x3 3x3 3x3 3x3 

1434 National shortage of qualified AMU Consultants Shaun 
Garside F&P 3x3 3x3 3x3 3x3 

 
Risk controls in place Assurance rating 

Ref Description of control Dec 16 Jan 17 Feb 17 Mar 17 

1492 Vital Signs System implementation underway H H H H 

1800  
 
Bed reconfiguration plan hot & cold sites 
 

M M M M 

1434 Gaps in the weekday rotas have been covered by Acute Physicians 
undertaking additional paid clinical sessions to ensure service continuity. 

M M M M 

1492 Vocare commenced Saturday 20/08/16 at front house ED   L L 

1800 CEO of BHNFT Chair of ED Board Delivery (previously SRG) H H H H 

 
Gaps in control 

Ref Description of gap Action plan Deadline 

1800 Lack of winter funding Yes N/A 

1800 Intermediate Care Provision/tender Uncertainty as to future plans of IC tender N/A 
 

Sources of Assurance  
Positive / Negative 

Ref Description of assurance Date received 

1492 Integrated Performance Report March 2017 Positive 
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Strategic Priority 4 

 
 
Be the provider of choice for Barnsley and beyond 

Executive 
lead 

Director of Operations 

Board 
Committee 

Finance & Performance 

Initial risk rating  Potential impact of strategic risk 

 Patient choosing to have treatment with competitors 
Current risk rating  

Ref Key Organisational Risk Assurance Q1 Q2 Q3 Q4 

SR4  Failure to maximise healthcare income. rating 
(quarterl

 

    

 
Origins of the risk (linked to the Trust's risk register) Residual Risk Rating 
 
 

Ref 

 
 

Description 

 
 

Lead 

 
Alignment to 
committee / 

group 

 
 

Dec 16 

 
 

Jan 17 

 
 

Feb 17 

 
 

Mar 17 

1693 Adverse publicity affecting the Trust Emma 
Parkes F&P 2x3 2x3 2x3 2x3 

1800 Retendering of intermediate care services Karen Kelly F&P 3x3 3x3 3x3 3x3 

1025 Risk of not meeting monitor/commissioner 
targets --ED, Karen Kelly F&P 1x3 3x4 4x4 4x4 

1832 

Risk identified regarding  RTT and lack of 
availability for all ophthalmology clinics in the 
now Barnsley  Hospital operated 
ophthalmology service 
 
 
 
 
 
 
 

Karen Kelly F&P 4x4 5x4 5x4 5x4 

1849 
Risk of being non-compliant with shared 
pathways on 62 day GP referrals further to new 
inter-provider transfer guidance 

Karen Kelly F&P    5x4 

 
Risk controls in place Assurance rating 

Ref Description of control Dec 16 Jan 17 Feb 17 Mar 17 

1693 
Comprehensive Communications Planner to track and plan for positive and 
potential adverse publicity. Monthly Communications Planner presented to 
the Executive Team  

         
        

        
   

H H H H 

1800 Working with system partners on future intermediate care models M M M M 

1025 

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. 

M M M M 

1832 
Capacity issues are escalated weekly to Rotherham Service Manager for 
Ophthalmology so that she can plan and source additional capacity as 
required. 

L L L L 

1849 

Focused work being undertaken on March pathway to bring within target. 
Clarity being sought from NHS Improvement regarding what performance 
they base their FTF money on as upload position to Open Exeter 
demonstrates compliance. 

   L 

 
 

Gaps in control 
Ref Description of gap Action plan Deadline 

1849 Demand for cancer services increasing Yes on-going 

 
Sources of Assurance  

Positive / Negative 
Ref Description of assurance Date received 

1832 
1800 

 
Integrated Performance Report March 2017 Positive 
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1832 
1800 

CBU Reports March 2017 Positive 

1800 
1849 

 
Performance Review Meetings March 2017 Positive 

 
Narrative to support exception reporting 
 

 Changes made to BAF  month 12 
 
Risk added 
Risk 1849 - Risk of failing national performance targets for cancer including shared pathway milestones added to the BAF due to risk of not 
meeting March 2017 performance target.  
 
Risk removed 
Risk 1872 – Removed by the Deputy Director of Operations as risk is similar to risk 1849 
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Strategic Priority 5 Be the employer of choice and work towards an engaged and  
motivated workforce 

Executive 
lead 

Associate Directors of HR 
& OD  

Board 
Committee 

Finance & Performance 

Initial risk rating  Potential impact of strategic risk 

 Staff may want to work for other provider health trust 
Current risk rating  

Ref Key Organisational Risk Assurance 
rating 

(quarterly) 

Q1 Q2 Q3 Q4 

SR 5 Failure to recruit and retain the skills needed to provide   
high quality care. 

    

 
Origins of the risk (linked to the Trust's risk register) Residual Risk Rating 
 
 

Ref 

 
 

Description 

 
 

Lead 

 
Alignment to 
committee / 

group 
Dec 16 Jan 17 Feb 17 Mar 17 

1201 Vacancies & skills gap in Trauma & 
Orthopaedic and elderly care 

Emma 
Lavery F&P 3x4 3x4 3x4 3x4 

1200 Staff engagement  Karl  
Hickman F&P 3x4 3x4 3x4 3x4 

1199 Failure to control labour costs (sickness) Karl  
Hickman F&P 3x2 3x2 3x2 3x2 

 
Risk controls in place Assurance rating 

Ref Description of control Dec 16 Jan 17 Feb 17 Mar 17 

1201 Executive vacancy/agency control panel L L L L 

1200 

Development of Partnership working with staff to implement required 
changes. 
Utilising measures available, staff survey, friends and family and team pulse 
checks. Effective communications with staff, team brief, join the 
conversation, on line publications, Staff engagement strategy 

M M M M 

1199 
Executive vacancy/agency control panel 
Sickness absence reduction plan  
Reporting of Workforce Dashboard within Performance Framework. 

M M M M 

1200 Increased visibility of senior management team in ED  H H H 

 
Gaps in control 

Ref Description of gap Action plan Deadline 

1201 Excessive use of bank & agency clerical and admin staff Staff Recruitment Action Plan Implemented 
June 16 

1200 Lack of robust workforce plan to inform vacancy control Integrated workforce plan  March 17 

 
Sources of Assurance  

Positive / Negative 
Ref Description of assurance Date received 

1201 Nurse Staffing Report March 2017 Positive 

1200 Staff Engagement Plan March 2017 Positive 
1199 CBU Insight report March 2017 Positive 
1199 Workforce Report March 2017 Positive 
1200 Executive Team/F&P – Achievement of Mindful Employer Award March 2017 Positive 
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Strategic Priority 6 

 
 
Best use of existing and new technology 

Executive 
lead 

Director ICT 

Board 
Committee 

Finance & Performance 

Initial risk rating  Potential impact of strategic risk 

 Unable to provide required technology needed.  
Current risk rating  

Ref Key Organisational Risk Assurance Q1 Q2 Q3 Q4 

SR 6  Not using ICT to improve efficiency and effectiveness. rating 
(quarterl

 

    

 
Origins of the risk (linked to the Trust's risk register) Residual Risk Rating 
 
 

Ref 

 
 

Description 

 
 

Lead 

 
Alignment to 
committee / 

group 
Dec 16 Jan 17 Feb 17 Mar 17 

1842 
Risk of messages failing between systems in 
the Trust causing direct impact on patient flow, 
scheduling and clinical dept. processes. 

Tom 
Davidson F&P 3x4 3x4 3x4 3x4 

1835 Risk identified regarding the on-going Lorenzo 
performance issues 

Tom 
Davidson F&P 3x4 3x4 3x4 3x4 

1945 
Potential risk to reduced ED department 
Performance and Flow due to department 
upgrades or replacement computer systems 

Tom 
Davidson F&P    4x3 

 
Risk controls in place Assurance rating 

Ref Description of control Dec 16 Jan 17 Feb 17 Mar 17 

1842 
 
Ensure Business Continuity plans are up to date and fit for purpose. 
Challenge the Lorenzo Suppliers to improve the performance of the system 

           
   

M M M M 

1835 Employ full time integration expert within the Trust to support all on-going 
integration projects and this key piece of functionality going forwards.  M L L L 

1945 

Good project management, good staff training. Increased awareness and 
clinical engagement. Floor walking. Good communication with public, 
partners, regulators and commissioners. 
Ownership and shared leadership across all departments of the hospital. 

   M 

 
Gaps in control 

Ref Description of gap Action plan Deadline 

1842 Phase 2 deployment paused Lorenzo stabilisation programme in place Ongoing 

1835 Lorenzo audit report Formal letters to escalate from Chief 
Executive and Medical Director. September16 

1945 Staff abilities to learn new systems Training implementation plan Ongoing 

 
 

Sources of Assurance  
Positive / Negative 

Ref Description of assurance Date received 

1835 Lorenzo Optimisation Programme March 2017 Positive 

1842,1835 ICT report  March 2017 Positive 

1835 Lorenzo user group issue log March 2017 Positive 

1945 Lorenzo user group issue log March 2017 Positive 

 
Narrative to support exception reporting 
 

 Changes made to BAF  month 12 
 
Risk added 
Risk 1945 – Potential risk to reduced ED department performance and flow due to department upgrades or replacement computer 
systems.  
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 17/04/P-11 
 

SUBJECT: FINANCE & PERFORMANCE ASSURANCE REPORT  

DATE: APRIL 2017  

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  KEY: £k = thousands 
         £m = millions 

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 planned 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 six months anniversary in order to ensure that they are 
delivering planned benefits 

- critically analysing and reviewing the Board Assurance Framework (BAF) in order to ensure 
any risks to the strategic plan are identified and mitigated 

Month 11 was a good month for the trust with an in month result better than plan of £466k 
meaning that year to date the Trust is £485k better than plan. This was driven by clinical income 
and control of agency staffing. An outstanding debt of £2.3m has been paid making the cash 
position favourable which will help in improving creditor days. The Trust has received written 
confirmation to include monies from the appeal against the Quarter 3 (Q3) A&E indicator. 
The draft capital plan for 2017/18 has been developed with input from key stakeholders across 
the Trust. It has been endorsed by F&P and Board is asked to note progress to date and confirm 
approval of the capital plan at £5.561m.   
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F&P has also approved the application of the Trust’s Seal if/when required for any Deeds etc 
relating to the work expressly identified in the approved programme for 2017/18, subject to 
approval by the Director of Finance and Board is asked to note and approve the same.  Any 
application of the Seal would be reported to the Audit Committee. 
In terms of the Cost Improvement Programme (CIP), whilst delivery in month was very good 
(over achievement of £574,479 in month) giving a cumulative over achievement of £1,069,883  
the issue of non recurrency remains a concern with only 54% being recurrent.This has been 
taken into account for 2017/18 but is still a major concern.  The 2017/18 Programme forecast 
value overall is now £5,479,431 with most being at maturity level 1. 
In terms of performance: 
• Demand remained high through the Emergency Department (ED) but performance was in line 

with the revised Sustainabilty & Transformation Funding (STF) target delivering 91.3% for the 
year-end and 93.45% for March.   

• Cancer 62 Day Referral to Treatment (RTT) target currently at 84.1% but it was hoped that 
the 85% target by year end would be achieved with a final push on validation of pathways. 

• The RTT position for the month was 93.13% excluding ophthalmology. 
• Realistic targets for each quarter are required from NHS Improvement (NHSI) so the teams 

have been charged with forecasting this trajectory and bringing this information to the next 
Finance & Performance Committee.  

• the current sickness rate has reduced by 0.12% on last month’s reported figure.  Overall the 
Trust’s annual rate of sickness absence for 2016/17 is running at 4.10%. 

• The target for appraisals for medical and non-medical has been achieved. 
A revised business case was verbally received and reviewed for the Minor Ops Room.  F&P and 
Board have previously agreed the business case in principle but due to additional costs incurred 
following changes to the location of the room, the business case was resubmitted for final 
approval. The revised business case will be reviewed with changes highlighted to be agreed and 
signed off prior to being presented to Board (in private session due to confidential and 
commercial sensitivities).  
Board need to note that the ED system Go-Live has been confirmed for 5 April 2017 and it is 
likely that there will be a short dip in ED performance at go live.   
The Committee reviewed the Board Assurance Framework (BAF) and made a couple of minor 
amendments based upon discussions.  
Finally F&P would like to minute their appreciation of the effort that has gone into delivery of 
results to date, it is a credit to the Executive Team and all of the staff that this year’s targets look 
like they will be achieved and the whole team should be commended for this. 
 

RECOMMENDATIONS  

This report therefore recommends that: 
- the Board notes the performance in month 11 and its impact on performance year to 

date. The Board should also note the very challenging financial situation and the need 
for very tight controls in the last month. 

- the Board notes the ongoing difficulties in delivering the 4 hour access target but that 
it is in line with the revised STF for the year 

- the Board approves the 2017/18 Capital Plan and the application of the Trust’s Seal 
if/when required for any Deeds etc relating to the work expressly identified in the 
approved programme for 2017/18, subject to approval by the Director of Finance and 
Board 
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- the Board receives and signs off the amended Minor ops Room business case (private 
Board) 

- the Board takes assurance that the BAF is being regularly reviewed 
- the Board minutes F&P’s appreciation of the team effort that has gone in to delivering 

this year’s financial performance. 
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Subject: Finance & Performance Committee Assurance Report Ref: BoD 17/04/P-11 

CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
Committee / Group Date Chair 
Finance and Performance Committee 23 March 2017 Francis Patton, Non Executive Director 
KEY: £k = thousands  /            £m = millions 

Log 
Ref Agenda Item Issue and Lead Officer 

Receiving Body, 
i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate 
to receiving body 

1.  Finance  

Trust  
The Trust has achieved a year to date deficit position that is £485k favourable to plan 
with the key drivers being clinical income.  Agency spend is down by £3m from last 
year, capital spend has been reduced and the generator scheme pushed to next year.  
An outstanding debt of £2.3m has been paid, putting the Trust in a favourable cash 
position.  The STF risk was noted and acknowledged. 
F&P members would like to minute their appreciation of the effort that has gone into 
delivery of results to date, it is a credit to the Executive team and all of the staff that 
this year’s targets look like they will be achieved and the whole team should be 
commended for this. 
Service Line Reporting (SLR)  
The report improves the level of detailed financial information available to Service 
Lines to give a better understanding of the impact that direct and indirect services have 
on specialities.  “Deep dives” have been undertaken in orthopaedics and cardiology 
which identified some further opportunities.  Gynaecology will be the next area to 
undergo a “deep dive”. 
SLA  
Ongoing progress is being made in relation to the management of SLAs with updated 
information and timeframes.  The vast majority of SLAs are signed and within date, 
although it should be noted that completion and signing in most cases is an annual 
process. Each Clinical Business Unit (CBU) is able to provide the detail in relation to 
delays and give an indication as to how advanced the discussions are. A target date 
for signature has also been assigned to each SLA but an overall target date of 30th 
April 2017 has been set. 
SLAs with services on this site that might move to the Trust’s subsidiary company will 
all have to be reviewed before these can be moved over.  
Lead Officer: Director of Finance 

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 

2.  Capital 

The draft capital plan for 2017/18 has been developed over a number of months led by 
the Director of Estates, Director of ICT and the Director of Finance, with input from key 
stakeholders across the Trust including procurement, finance and the Project 
Management Office.  It has been endorsed by F&P and Board is asked to note 
progress to date and confirm approval of the capital plan at £5.561m.  Key areas 
include ICT continued systems development, essential estates backlog, work to 
support the Tiny Hearts Appeal and an allocation for medical & surgical equipment.  
There is no planned contingency for 2017/18. 
F&P has approved the application of the Trust’s Seal if/when required for any Deeds 
etc relating to the work expressly identified in the approved programme for 2017/18, 
subject to approval by the Director of Finance and Board is asked to note and approve 
the same.  Any application of the Seal would be reported to the Audit Committee. 
Lead Officers: Director of Finance, Director of Estates & Director of ICT 

Board of 
Directors 

To note and confirm 
approval  

3.  CIP 

The CIP for 2016/17 reported savings of £1,344,268 in Month 11 against a planned 
saving of £769,789.  This represents an over achievement of £574,479 in month.  This 
has resulted in a shift in variance from a cumulative over achievement of £495,404 last 
month to £1,069,883 this month (savings year to date). 
The overall Programme forecast position was £7,532,991 which would result in a 
positive overall Programme variance of £532,991 and recurrence has increased 
slightly to 54% which still presents an issue 
The CIP target of £7.8m has been set for 2017/18.  The current position against this 
target was reported to CIP Steering Group as £4,075,431.  A full review was 
undertaken at the meeting which identified further schemes to the value of £1,404,000 
which raises the Programme forecast value overall to £5,479,431.  These schemes will 
be added into the Programme at Maturity Level 1 and leads have been tasked with 
working them up through the maturity levels. 
Further savings schemes will also be added shortly related to additional spend 
reductions in CBU2 and CBU3 as well as non-pay (procurement related schemes from 
all CBUs.  The full details are being worked on now by the CBU teams and the 
Procurement Manager. 
Lead Officer: Director of Strategy & Business Development 

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 

4.  
Integrated 
Performance 
Report 

Demand remained high through the ED but performance was in line with the revised 
STF delivering 91.3% for the year-end and 93.45% for March.   
Cancer 62 Day RTT target currently at 84.1% but it was hoped that the 85% target by 
year end would be achieved with a final push on validation of pathways. 
The RTT position for the month was 93.13% excluding ophthalmology. 
A realistic target for each quarter was required from NHSI; Q4 funding linked to 90% 
trajectory, this information to be brought to the next F&P Committee.  
Lead Officer: Director of Operations 

Board of 
Directors To note 

5.  Workforce 

The workforce dashboard provided an overview of the current sickness rate which has 
reduced by 0.12% on last month’s reported figure.  Overall the Trust’s annual rate of 
sickness absence for 16/17 is running at 4.10%. 
The target for appraisals for medical and non-medical has been achieved. 
Lead Officer: Joint Assoc Director of HR & OD 

Board of 
Directors To note 

6.  Apprenticeships 

The Chair’s Log and Terms of Reference from the Apprenticeship Steering Group were 
received and reviewed.  The Group is charged with maximising the utilisation of the 
Apprenticeship Levy.  The Terms of Reference indicated the objectives of the Group 
and how these will be reported to F&P on an ongoing basis. 
Lead Officer: Joint Assoc Director of HR & OD 

Board of 
Directors To note 

7.  
Minor Ops 
Room Business 
Case 

The revised business case was received and reviewed.  It proposes the development 
of a minor operations room to move patients from a theatre setting and accommodate 
them in a more suitable environment for their procedure to take place.  F&P and Board 
have previously agreed the business case in principle but due to additional costs 
incurred following changes to the location of the room, the business case was 
resubmitted for final approval. 

The revised business case will be reviewed with changes highlighted to be agreed and 
signed off prior to being presented to Board (in private session due to confidential and 
commercial sensitivities).  

Lead Officer: Director of Operations 

Board of 
Directors 

To note  
- for approval of 

business case 
presented 
separately 
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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. ICT 

ED system Go-Live confirmed for 5 April 2017.  This will include new equipment, 
screens and reporting.  Following a visit to Sheffield ED there maybe a potential dip in 
ED performance at implementation, which has been seen with every other Go-Live of 
ED systems nationally.  All other aspects of the project are in place, including training 
built into the staff rotas.  NHSI has been made aware of the Go-Live date. 
Following agreement of the e-prescribing business case it has been challenging to 
source the specialist pharmacy resources to support the project and a formal letter has 
been received from NHSDigital agreeing movement of the Go-Live date to December 
2017. 
Lead Officer: Director of ICT 

Board of 
Directors For assurance 

9. 
Board 
Assurance 
Framework 

The latest iteration was reviewed and noted, subject to an amendment of the cancer 
scoring. 
Lead Officer: Director of Nursing & Quality 

Board of 
Directors For assurance 

10. 

Engagement 
with Clinical 
Commissioning 
Group (CCG) 

Clinical thresholds to be introduced by the CCG.  GP referrals to the hospital will only 
be paid if the treatment satisfies thresholds for nine surgical conditions.  This is being 
introduced from 1 April 2017.    

Board of 
Directors To note 
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BoD Apr 2017 – IPR (Feb) 

EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: BoD 17/04/P-12 
 
SUBJECT:   INTEGRATED PERFORMANCE REPORT 
DATE:          APRIL 2017  

PURPOSE:  

 Tick as 
applicable   Tick as 

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

PREPARED BY: Executive Team 
SPONSORED BY: Karen Kelly, Director of Operations 
PRESENTED BY: Karen Kelly, Director of Operations 

 
The attached report is the latest template for the integrated performance report, to give the Board 
a full overview against key indicators.  
  
The report will include trends and actions needed if any indicators are non compliant. 
 

 
The attached integrated performance report provides an overview of the Trust’s performance to 
the end of February 2017.  It identifies the current quality and performance compliance of the 
Trust, trends, benchmarks (where available) against other organisations in our network and 
actions to address non compliance against key indicators. 
 
Members are referred to the Executive Summary and are reminded that the summary and key 
data is also subject to close scrutiny by the Executive Team and, relevant sections, by the 
Finance & Performance and Quality & Governance Committees. 

 
The Board of Directors is asked to receive and consider the contents of the report. 
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Executive Summary by Exception

Key Messages

1 Patients will experience safe care Committee: Q&G Page: 11-24

Quality & Patient Experience:-

Falls

During February the Trust received 17 new complaints bringing the year to date total to 239, with a primary focus on clinical care and treatment.  This is a reduction from the 

previous month (25) but is also an overall increase from the number received at this point last year (207).  The complaints were risk assessed as follows: low risk (6), 

moderate risk (10), high risk (1) and extreme risk (0). This month has again seen a reduction in the number graded a ‘high risk’  

The complaints were allocated as follows; CBU 1 (9),CBU 2 (6), CBU 3 (2) and Corporate services (0).  

The percentage of complaints closed within target has had an increase this month to 78%, previous month 74%.  Year to date figure of 71% against a target of 90%.  

The average number of working days taken has seen a reduction this month to 48 from 49 in January.  Year to date average of 54 working days.

6 complaints were re-opened this month; 1 in CBU 1,4 in CBU 2 and 1 in CBU 3.  Year to date figure of 38 re-opened complaints.

Complaints

The Trust’s aim for 2016/17 is to reduce the total number of inpatient falls by 10% and reduce falls resulting in moderate harm and above by 15%.

During the period 1st -28th Febuary 2017 there has been a reduction in the number of inpatient falls and recurrent falls from the previous  month. During this period there 

were 55 inpatient falls reported trust wide and 12 repeat falls. The total number of inpatient falls FYTD is 716; the average number of falls FYTD is 65 a month, this is a 

decrease of 10% in comparison to the same period in 2015/16.  The total number of repeat falls FYTD is 158; the average number of repeat falls is 14 a month. The Trust 

remains on target to achieved its goal to reduction inpatient falls by 10%.

 

Our tolerance this financial year for falls resulting in moderate and above harm is 20; this is a reduction of 15% from the previous financial year. There were no reported falls 

injuries causing moderate or above harm during Febuary. Our current position is 9. The Trust remains on target to  achieved its goal to reduced our moderate and above level 

of harms by more than 15%.

There continues to be a variation through the months with the number of inpatient falls that occur at the Trust and this is to be expected. 


Patients Partnerships People Performance 
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Executive Summary by Exception

Key Messages

1 Patients will experience safe care cont. Committee: Q&G Page: 11-24
Pressure Ulcers
There have been two avoidable grade 3 pressure ulcers in February – this shows a reduction of one from the previous month’s final pressure ulcer figures. However, there have 

been a slight increase in  avoidable grade 2 pressure ulcers, from one in January to two in February. 

React to Red (RTR) training continues to be delivered to in-patient nursing staff by the React to Red Clinical Support Nurse. The RTR Clinical Support Nurse post will finish on 31st 

March 2017 - RTR training will then be cascaded by RTR Champions. Quarterly RTR Champion meetings have been arranged for 2017/18 to ensure champions are supported by the 

Tissue Viability team, and to ensure the focus remains on the RTR initiative.

Twice weekly Tissue Viability ward rounds with the Lead Nurses continue on wards 19, 20, ASU, 22, and 29, to ensure the focus remains on preventative measures. 

The new Traffic Light Risk Assessment documentation was implemented Trust wide in January, and the Tissue Viability team are providing on-going training and support to ensure 

the new process and documentation become embedded in practice. 

The Senior Tissue Viability Nurse is working with the Improvement Academy and the Tissue Viability teams from Leeds and Bradford Teaching Hospitals to design and test 

interventions for improvements around pressure ulcer development.

Patients Partnerships People Performance 
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Executive Summary by Exception

Key Messages

1 Patients will experience safe care cont. Committee: Q&G Page: 11-24

Safety

Medication Incident Resulting in Harm

Incident Resulting in Severe Harm

Mortality

A&E 4 Hour Wait

There have been 10 SIs in total reported in February 2017

2017/5368 – Grade 3 Pressure ulcer. Incident occurred in January 2017

2017/3625 – Grade 4 Pressure ulcer. Incident occurred in January 2017

2017/3862 – Grade 3 Pressure ulcer. Incident occurred in January 2017

2017/3715 – Grade 3 Pressure ulcer. Incident occurred in January 2017

2017/4580 – Grade 3 Pressure ulcer. Incident occurred in January 2017

2017/4584 – Grade 3 Pressure ulcer. Incident occurred in February 2017                                                                                

2017/4622 – Hospital acquired DVT. Incident occurred in February 2017

2017/4186 – Sub-optimal care of deteriorating patient. Incident occurred in February 2017

2017/5357 – Delayed diagnosis of Haemophilia. Incident occurred in February 2017

2017/3044 – Hospital acquired VTE. Incident occurred in February 2017

HSMR Rolling 12 Month - 97.0, FYTD - 92.76

SHIMI - Q1 2016/2017 - 102.0

Serious Incidents

There has been 4 medication incidents resulting in low harm;

• Patient was prescribed Moxifloxacin however this was not administered to 2 days. The patient became severely unwell. (DTX 24080 – Ward 29)

• Patient had been prescribed Dalteparin incorrectly due to documentation of the patients weight being recorded wrong. The patient sustained bruising to the harm and dropped Hb levels. (DTX 

34109 – CCU)

• Patient asked the Pharmacy Technician if they had received all their medications because they were feeling symptomatic (Parkinson's). Upon examination it became apparent that the patient 

had been receiving Ropinirole plain tablets, once a day, as opposed to the XL preparation. (DTX 34616 – Acute Stroke Unit)

• Patient was informed  that due to being on a high dose of Aspirin, his warfarin was being omitted. The patient confirmed he had already taken his warfarin and his other morning medication; 

thus resulting in the patient taking two lots of blood pressure medication one of which was self-administered and had self-administered warfarin. (DTX 34707 – Acute Stroke Unit)

• Patient admitted with chest problems in March 2016 were incidental finding of abnormal clotting were found; this was not investigated further at the time. In December 2016 the patient was 

admitted for elective revision hip surgery and suffered significant post-op bleeding resulting in compartment syndrome. The patient was diagnosed as acquired haemophilia. (DTX 34231 – AMU ) 

ED performance under achieved at 85.0% against agreed trajectory of 95%, Year To date position 91.2%

Patients Partnerships People Performance 
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Executive Summary by Exception

Key Messages
3 People will be proud to work for us Committee: F&P Page: 26-29

Staff Turnover

Appraisals

Mandatory Training

Sickness Absence

Overall compliance is 86.7%,  none of the  CBU’s have achieved compliance, CBU1 84.8%, CBU2 85.5%,, CBU3 88.9%, Corporate services 87.1%

Staff turnover has fallen in month but remains within the target range

The overall sickness rate has fallen in  February to 4.41% from 4.53% in January. CBU 1 (5.82%) and CBU2  (4.05%) ,who both had the highest rate of sickness absence last 

month ,have recorded improvements  with CBU2 seeing a 0.91% decrease. CBU3 (3.78%) and Corporate (3.90%) have seen a slight deterioration in levels of sickness absence 

and are now in amber. The annual sickness rate for the Trust to date is 4.1%

Appraisals Medical -   Overall compliance has been achieved  97.2%, All CBU’s have achieved compliance.

 

Appraisals Non Medical -    compliance has been achieved 92.7%, All CBU’s have achieved compliance.

Patients Partnerships People Performance 
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Executive Summary by Exception cont.

Key Messages
4 Performance Matters Committee: F&P Page: 30-39

a) Key Performance Indicators
62 Day - Urgent GP Referral to Treatment

Consultant Upgrade

Breast symptomatic 2WW

The 62 Day Consultant Upgrade target was compliant in January but shows as non-compliant in February. However this is the pre-adjusted position and is in fact 100% compliant 

for February following application of the allocation process. This is due to 2 x shared pathway breaches allocated in full to the tertiary provider as both were referred before the 

required IPT Day 38.

The breast symptomatic target remains compliant for February and has shown a consistently strong performance for the past 6 months.

The validated and uploaded position for the January 62 Day ‘GP referral to treatment’ target shows compliance at 93.9%. However, following application of the 

National Breach Allocation Guidance to all shared breaches and compliant pathways in January; the adjusted position is 86.7% and remains compliant.

The unvalidated position for February shows compliance at 85.3% but non-compliance of 77.3% post application of the allocation process.

The Q4 position is therefore vulnerable and will require a strong performance through March.

Patients Partnerships People Performance 
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Executive Summary by Exception cont.

Key Messages
4 Performance Matters cont. Committee: F&P Page: 46-49
b) Financial overview

The Trust has a consolidated year to date deficit position of £7.78m that is £0.5m favourable to plan. CIP delivery for month 11 is ahead of plan year to date.  Clinical 

income is £5.1m ahead of plan, although the activity mix is varied.    Other income is adverse to plan at month 11.  Planned Sustainability and Transformation funding 

has been achieved for quarter 1 & 2, and fully accrued to month 11.  Capital expenditure is £9.55m below plan.  Loan drawdown to support cashflow requirements is 

£6.48m lower than plan.

Patients Partnerships People Performance 
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1 2 3 4 6 7 11 12 13 14 15 16 17 18 19 20

Domain KPI Target Set By Current Qtr Year to Date Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Trend

Q - FFT Positivity Rates - ED G >85%, A >=80%-85%, R <80% (> ) BHNFT 89.2% 87.2% 89.1% 90.5% 88.0% 79.6% 91.4% 81.4% 97.1% 82.6% 80.3% 91.0% 87.1%

Q - FFT Positivity Rates - IP G >85%, A >=80%-85%, R <80% (>) BHNFT 97.5% 97.5% 96.7% 97.4% 98.7% 96.9% 98.4% 98.5% 96.9% 96.9% 97.3% 97.1% 97.9%

Q - FFT Positivity Rates - OP G >85%, A >=80%-85%, R <80% (>) BHNFT 94.6% 94.5% 95.4% 94.4% 94.7% 94.6% 95.0% 94.8% 93.3% 93.8% 95.4% 95.3% 95.7%

Q - FFT Positivity Rates - MAT G >85%, A >=80%-85%, R <80% (>) BHNFT 98.2% 98.1% 98.8% 98.0% 99.3% 96.8% 97.1% 97.5% 98.4% 96.7% 99.1% 97.9% 98.4%

Q - Complaints closed within target % G >90%, A >=70%-90%, R <70% (>) BHNFT 76.2% 71.2% 35.7% 66.7% 73.5% 76.2% 76.7% 64.5% 85.7% 87.1% 73.3% 73.7% 78.3%

Dementia - Find/Assess 90% (>) National 95.8% 94.6% 97.0% 97.0% 92.5% 95.2% 94.8% 94.0% 93.8% 92.0% 91.8% 93.9% 98.2%

Dementia - Investigate 90% (>) 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%

Dementia - Refer 90% (>) National N/A 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% N/A 100.0% 100.0% 100.0% 100.0%

Falls 785 (<) BHNFT 125 716 58 56 53 55 85 53 71 73 87 70 55

Multiple Falls n/a BHNFT 27 158 10 16 11 8 18 7 19 21 21 15 12

Falls resulting in moderate harm or above 20 (<) BHNFT 1 9 1 3 0 1 1 1 0 0 1 1 0

Hand washing 95% (>) National 99.5% 99.7% 99.7% 99.3% 99.4% 99.8% 99.7% 99.9% 99.7% 99.7% 99.9% 99.6% 99.5%

Pressure Ulcers Grade 3 & 4 (Avoidable) 0 (<) BHNFT 5 21 4 2 2 1 1 1 1 3 1 3 2

Pressure Ulcers Grade 2 (Avoidable) 0 (<) BHNFT 3 42 3 6 5 9 3 4 1 7 1 1 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 3 11 0 0 0 3 0 0 3 0 2 0 3

MRSA Bacteraemia 0 (<) NHSE 0 0 0 0 0 0 0 0 0 0 0 0 0

VTE Screening Compliance 95% (>) NHSE 86.1% 90.5% 94.7% 95.5% 95.8% 94.7% 95.1% 93.4% 89.2% 86.1% 82.8% 78.2%  

Recorded Medication Incidents 400 (<) National 84 415 41 57 36 31 41 23 27 34 41 39 45

Recorded Medication Errors - Causing harm 10 (<) National 4 11 0 1 0 0 1 1 0 3 1 0 4

Q - Never Events - Occurred in Month 0 0 0 0 0 0 0 0 0 0 0 0 0

Q - Never Events - Reported in Month 0 0 0 0 0 0 0 0 0 0 0 0 0

Q - Serious Incidents n/a NHSE 15 58 3 8 7 5 3 5 2 2 8 5 10

Q - Death 0 (<) National 0 4 0 2 0 1 0 0 0 0 1 0 0

Q - Severe 0 (<) National 0 12 2 2 0 1 1 1 1 0 2 1 1

Q - Percentage of Incidents Causing Harm 28% (<) BHNFT 5.1% 7.5% 7.9% 9.5% 6.3% 9.0% 6.9% 8.8% 5.7% 9.3% 6.5% 5.1% 8.3%

Q - Total (All) 7400 (<) National 1267 6758 568 602 624 546 613 557 619 674 688 649 618

Q - HSMR (Rolling 12 months) Latest Data is November 2016 100 (<) National 101.4 102.6 101.7 101.4 102.6 101.7 101.0 99.9 100.3 98.3 97.0

SHMI (Rolling 12 months) Latest Data is June 2016 105 (<) National 98.6 99.4 102.0

Q - HSMR (Financial Year to date) - April 16 - November 2016 100 (<) 88.2 100.6 101.4 101.6 91.7 92.1 94.4 96.0 95.0 95.4 94.2 92.8

Duty of Candour Q - Duty of Candour Breaches 0 (<) National 0 1 0 1 0 0 0 0 0 0 0 0 0

Summary

Quality & Patient 

Experience

Patients will experience safe care

Mortality

Patient Safety

0 (<) NHSE

Patients Partnerships People Performance  
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Domain KPI Target Set By Current Qtr.  Year to Date Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Trend

Staff Turnover (Rolling 12 months) G <=10%, A >10%-11%, R >11% (<) BHNFT 17.4% 8.8% 9.3% 8.5% 9.3% 9.7% 9.6% 8.7% 9.0% 8.8% 8.5% 8.6% 8.8%

Appraisals (Rolling 12 months) G >90%, A >=70%-90%, R <70% (>) BHNFT 186.2% 93.0% N/A 40.5% 90.9% 94.0% 94.7% 94.5% 94.2% 94.1% 93.6% 93.2% 93.0%

Mandatory Training (Rolling 12 months) G >90%, A >=85%-90%, R <85% (>) BHNFT 174.3% N/A 86.6% 86.2% 85.5% 85.5% 86.7% 87.3% 86.9% 87.8% 88.6% 87.6% 86.7%

Sickness Absence (Rolling 12 months)
G <=3.75%, A >3.75%-4.25%, R >4.25% 

(<)
BHNFT 8.9% 4.1% 4.1% 3.7% 3.9% 4.6% 4.6% 3.9% 4.1% 4.6% 4.2% 4.5% 4.4%

RTT Incomplete Pathways 92% (>) National 89.9% 93.4% 95.1% 94.3% 94.2% 94.8% 94.1% 94.2% 94.1% 93.3% 94.0% 92.7% 88.0%

Diagnostic patients waiting more than 6 weeks 99.88% National 13 231 141 52 4 2 9 4 6 7 0 3 3

Q - Cancer 2 Week Waits 93% (>) National 94.3% 94.9% 93.9% 95.1% 93.3% 95.4% 95.0% 96.3% 95.1% 95.5% 96.1% 94.2% 94.5%

Q - Symptomatic Breast 2 Week Waits 93% (>) National 96.0% 94.1% 85.3% 92.7% 95.2% 96.4% 95.5% 89.9% 95.2% 98.2% 95.1% 96.5% 95.3%

Q - 31 Day - 1st Definitive Treatment 96% (>) National 97.7% 98.5% 98.7% 100.0% 98.6% 97.2% 100.0% 97.3% 100.0% 98.7% 97.1% 98.6% 95.1%

Q - 31 Day - Subsequent Treatment (Surgery) 94% (>) 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%

Q - 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%

Q - 38 Day - Inter-Provider Transfer 85% (>) BHNFT 100.0% 82.5% 81.5% 73.3% 55.3% 91.3%

Q - 62 Day - GP Referral to Treatment 85% (>) National 88.6% 88.6% 84.4% 79.2% 88.5% 91.4% 87.5% 93.0% 91.8% 95.0% 85.7% 93.9% 85.3%

Q - 62 Day - Screening Referral to Treatment 90% (>) National 94.4% 97.7% 100.0% 90.9% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 90.9% 100.0%

Q - 62 Day - Consultant Upgrade to Treatment 85% (>) BHNFT 89.5% 85.0% 80.0% 75.0% 90.9% 0.0% 88.9% 89.5% 81.3% 85.7% 100.0% 100.0% 75.0%

Emergency % Patients Waiting <4 Hours 95% (>) National 93.2% 91.2% 93.0% 95.4% 95.5% 91.4% 95.3% 94.7% 93.2% 87.7% 83.5% 87.1% 85.0%

Average Length of Stay - Elective G <=2.42, A >2.42-2.67, R >2.67 (<) BHNFT 2.29 2.14 2.33 2.34 2.50 2.08 2.27 2.87 2.86 2.30 2.12 2.48

Average Length of Stay - Non-Elective G <=3.44, A >3.44-3.69, R >3.69 (<) BHNFT 2.67 2.68 2.83 2.68 2.60 2.70 2.47 2.30 2.55 2.43 2.45 2.54

Re-admissions % 8.63% BHNFT 9.6% 9.3% 9.1% 9.7% 8.9% 9.4% 9.2% 8.3% 9.8% 9.7% 8.8% 9.0% 9.9%

Cancelled Operations - Breaches of the 28 day rule 0 (<) National 0 0 0 0 0 0 0 0 0 0 0 0 0

DNA Outpatient DNA Rates G <=10%, A >10%-11%, R >11% (<) BHNFT 8.7% 10.0% 11.1% 12.5% 8.3% 8.5% 8.5% 8.7% 8.7% 8.6% 8.7% 8.2% 7.7%

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

< Less Is Good 

> More is good

Q KPI is in the Quality Schedule 

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

Patients Partnerships People Performance 
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1 2 3 4 5 8 18 19 20 # 22 # 24 25 26 27 39 40 41 42 43

Patients will experience safe care - "At a glance"

Target 

16/17

Target 

YTD
Feb-17

Actual 

YTD
Trend

YTD 

Status

Target 

16/17

Target 

YTD
Feb-17

Actual 

YTD
Trend

YTD 

Status

Friends & Family Test (Quality Strategy Goal 1) Mortality (Quality Strategy Goal 3)

Friends & Family Test - ED 85% 85% 87.1% 87.2% ↓ 87.2% HSMR Rolling 12 months (Latest data November 16) 100 100.0 97.0 97.0 ↓ 97.0

Friends & Family Test - Inpatients 85% 85% 97.9% 97.5% ↑ 97.5% SHMI Rolling 12 months (Latest data June 16) 105 105.0 102.0 102.0 ↓ 102

Friends & Family Test - Maternity 85% 85% 98.4% 98.1% ↑ 98.1% HSMR Year to date (Latest data November 16) 100 100.0 92.8 92.8 ↓ 92.8

Friends & Family Test - Outpatients 85% 85% 95.7% 94.5% ↑ 94.5% VTE Screening Compliance (Quality Strategy Goal 2)

April 2016 - July 2016 95% 95% 86.1% 90.5% ↑ 90.5%

Complaints (Quality Strategy Goal 1)

Total no. of complaints N/A N/A 17 239 ↑ Medication Incidents (Quality Strategy Goal 2)

Complaints closed within target 90% 90% 78.3% 71.2% ↑ 71.2% Recorded Medication Incidents 400 400 45 415 ↓ 0

Complaints re-opened N/A N/A 6 38 ↓ Recorded medication errors - Causing harm 10 10 4 11 ↓ 0

Dementia (Quality Strategy Goal 1) Serious Incidents (Quality Strategy Goal 2)

Find/Assess 90% 90% 98.2% 94.6% ↑ 94.6% Never Events Occurring in Month 0 0 0 0 ↔ 1

Investigate 90% 90% 100.0% 100.0% ↔ 100.0% Never Events Reported in Month 0 0 0 0 ↔ 1

Refer 90% 90% 100.0% 100.0% ↔ 100.0% Serious Incidents N/A N/A 10 58 ↓ 1

Falls (Quality Strategy Goal 2) Incident Grading (Quality Strategy Goal 2)

No. of Falls 785 785 55 716 ↓ 1 Death 0 0 0 4 ↔ 0

No. of Multiple Falls N/A N/A 12 158 ↓ 1 Severe 0 0 1 12 ↔ 0

Falls resulting in moderate harm or above 20 20 0 9 ↓ 1 Moderate N/A N/A 11 109 ↓

Low N/A N/A 39 383 ↓

Hand washing (Quality Strategy Goal 2) 95% 95% 99.5% 99.7% ↓ 99.7% No Harm N/A N/A 567 6250 ↑

Percentage of incidents causing harm <28% 28% 8.3% 7.5% ↓ 7.5%

Pressure Ulcers (Quality Strategy Goal 2)

Grades 3 & 4 (Avoidable) 0 0 2 21 ↑ 0

Grade 2 Post (Avoidable) 0 0 2 42 ↓ 0 Patient Safety (Quality Strategy Goal 2)

Total Incidents 7400 7400 618 6758 ↓ 1

Single Sex Breaches (Quality Strategy Goal 1) 0 0 0 0 ↔ 1

Infections (Quality Strategy Goal 2)

Hospital Acquired Clostridium Difficile 13 10 3 11 ↓ 0

MSSA N/A N/A 0 6 ↔

MRSA Bacteraemia 0 0 0 0 ↔ 1

Ecoli - Total hospital N/A N/A 1 19 ↑

Patients will experience safe care - Quality & Experience Patients will experience safe care - Patient Safety

Patients Partnerships People Performance 
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Patients will experience safe care (Safety)

Mortality  (Quality Strategy - Goal 3: Delivering Consistently Effective Care)

HSMR rolling 12 month target

H
SM

R
H

SM
R

Patients Partnerships People Performance 
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Patients will experience safe care (Safety)

Patients Partnerships People Performance 

SHIMI rolling 12 month target

Comments

HSMR

SHMI
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SHIMI - The latest SHIMI for Q1 2016/17 is 102.0. 

HSMR - The rolling 12 months HSMR (to November 2016 ) is 97.0, Financial Year to Date is 

92.8 and the crude mortality is 28.5 for February 17.
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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 (Quality & Experience)
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Patients Partnerships People Performance 
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Patients will experience safe care (Quality & Experience)

Patients Partnerships People Performance 

Complaints (Quality Strategy - Goal 1: Delivering Patient Centred Care)

Comments:
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During February the Trust received 17 new complaints bringing the year to date total to 239, with a primary focus on clinical care and 

treatment.  This is a reduction from the previous month (25) but is also an overall increase from the number received at this point last year 

(207).  The complaints were risk assessed as follows: low risk (6), moderate risk (10), high risk (1) and extreme risk (0). This month has again 

seen a reduction in the number graded a ‘high risk’  

The complaints were allocated as follows; CBU 1 (9),CBU 2 (6), CBU 3 (2) and Corporate services (0).  

The percentage of complaints closed within target has had an increase this month to 78%, previous month 74%.  Year to date figure of 71% 

against a target of 90%.  

The average number of working days taken has seen a reduction this month to 48 from 49 in January.  Year to date average of 54 working days.

6 complaints were re-opened this month; 1 in CBU 1,4 in CBU 2 and 1 in CBU 3.  Year to date figure of 38 re-opened complaints.
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Patients will experience safe care (Quality & Experience)

Patients Partnerships People Performance 

Dementia (Quality Strategy - Goal 1: Delivering Patient Centred Care)

Comments:
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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:

Fa
lls

The number of falls reported in February remains around the same number as prior 

months.  
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The Trust’s aim for 2016/17 is to reduce the total number of inpatient falls by 10% and reduce falls resulting in moderate harm and above by 15%.

During the period 1st -28th Febuary 2017 there has been a reduction in the number of inpatient falls and recurrent falls from the previous  month. During this 

period there were 55 inpatient falls reported trust wide and 12 repeat falls. The total number of inpatient falls FYTD is 716; the average number of falls FYTD is 

65 a month, this is a decrease of 10% in comparison to the same period in 2015/16.  The total number of repeat falls FYTD is 158; the average number of repeat 

falls is 14 a month. The Trust remains on target to achieved its goal to reduction inpatient falls by 10%.

 

Our tolerance this financial year for falls resulting in moderate and above harm is 20; this is a reduction of 15% from the previous financial year. There were no 

reported falls injuries causing moderate or above harm during Febuary. Our current position is 9. The Trust remains on target to  achieved its goal to reduced our 

moderate and above level of harms by more than 15%.

There continues to be a variation through the months with the number of inpatient falls that occur at the Trust and this is to be expected. 
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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:

As stated 

last 

Pressure Ulcers - Grade 2

There were two avoidable grade 2 pressure ulcers in February, both attributable to ward 29. 

In both incidents, there was a delay in the patient being placed on a dynamic surface. There were also issues with either poor documentation or omissions in 

documentation – both in Lorenzo and the Traffic Light risk assessment / care plan – including some gaps in repositioning. 

Ward 29 was opened as an unplanned medical escalation ward.  It has been a challenge to maintain a stable team thus impacting on continuity of care at times.    

There was initial trouble obtaining pressure relieving mattresses on ward 29 however, this has now been addressed.

Action: 

Acting Clinical Lead Nurse post to ensure a visible lead presence, also providing some continuity of care. 

Twice weekly Tissue Viability ward rounds implemented and undertaken by the Tissue Viability Team, in conjunction with the Lead Nurse, to ensure preventative 

measures are in place for at risk patients.

Repositioning clocks have also been provided for the ward to ensure visibility of repositioning schedules. 

A Tissue Viability display board has been designed and provided by the TV team to ensure all staff working in this area are aware of new documentation / 

equipment available / hiring details etc. 

Pressure Ulcer - Grade 3 

There were two avoidable grade 3 pressure ulcers in February, both attributable to AMU. 

There was no evidence of a skin inspection for either patient and poor Lorenzo documentation. 

Action: 

AMU Lead Nurses to ensure all nursing staff, trained and untrained, are aware of and understand the requirements to undertake skin assessments on admission 

to AMU. 

AMU Lead Nurses undertaking spot checks of documentation. Staff who fail to comply with skin assessments will be met with by the Lead Nurses to ensure their 

responsibilities are reiterated, and will be asked to participate in the RCA  investigation process to ensure learning has taken place. Further issues around 

standards of care and documentation regarding hospital acquired pressure ulcers will be monitored through the Pressure Ulcer Forum.
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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:
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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 85.7% 101.8% 100.0% 100.0% 2.4 1.5 Registered Nurses

17 81.9% 87.7% 91.5% 114.3% 2.7 2.0 Registered Midwives

18 54.2% 67.8% 58.8% 53.6% 3.0 2.0 Unregistered health care/midwifery care assistants

19/20 94.9% 86.6% 98.8% 106.2% 2.3 4.3 Unregistered nursing/midwifery auxiliaries.

AMU 71.0% 80.5% 92.4% 100.0% 4.5 2.5

Acute 

Stroke 
87.4% 102.6% 100.0% 100.0% 2.5 2.2

24 99.4% 106.7% 98.3% 146.4% 4.5 4.1

21 86.3% 76.3% 97.0% 101.8% 2.1 2.3

ISU 76.2% 85.3% 97.3% 100.0% 2.7 2.9

33/34 71.5% 78.0% 92.8% 110.7% 3.1 3.0

ITU 89.0% 61.4% 96.4% - 20.5 1.3

SHDU 98.7% 83.0% 95.4% - 14.0 3.5

CCU 97.3% 80.7% 94.3% - 10.8 1.4

AN/PN 98.7% 83.8% 96.7% 96.4% 5.4 1.7

Birthing 

Centre
92.6% 95.0% 90.1% 67.5% 24.0 3.9

37 96.6% 95.9% 95.7% - 8.9 2.1

15 94.3% 66.7% 96.6% 89.3% 10.3 2.6

Ward 

name

Ave fill rate 

Registered

320 - CARDIOLOGY

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. 

Ave fill rate 

Care staff (%)

340 - RESPIRATORY MEDICINE

430 - GERIATRIC MEDICINE

502 - GYNAECOLOGY

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:

422- NEONATOLOGY

110 - TRAUMA & 

ORTHOPAEDICS
192 - CRITICAL CARE 

MEDICINE

Day

300 - GENERAL MEDICINE

300 - GENERAL MEDICINE

320 - CARDIOLOGY

501 - OBSTETRICS

501 - OBSTETRICS

370 - MEDICAL ONCOLOGY

301 - GASTROENTEROLOGY

100 - GENERAL SURGERY

192 - CRITICAL CARE 

MEDICINE

420 - PAEDIATRICS

Ave fill rate 

Care staff 

(%)

Night
Registered 

Nurses/Midwi

ves

Care Staff

Care Hours Per Patient

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.

In February 2017 nurse staffing has continued to be a challenge due to the number of 

extra beds the trust has open to manage the winter pressure capacity. This has 

resulted in reduced fill rates over a number of areas as staff have been deployed to 

support the extra capacity. Staffing is closely monitored at least three times/day by 

senior nurses and escalated as appropriate. It has been identified as a risk on the trust 

risk register and appropriate mitigation put in place. We continue to have vacancies in 

trauma and orthopaedics, AMU and theatres however active recruitment strategies 

are in place for this. The agency usage has increased this month due to the extra 

staffing requirements.

Specialty
Ave fill rate 

Registered
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Patients will experience safe care (Quality & Experience)

Falls SPC Charts

Patients Partnerships People Performance 

07 Sep 2015  
Introduction of: 
- Multifactorial Falls Assessments (MFA level 1 &2) for inpatients 
- Lying and Standing BP charts  
- Bed rail assessment charts 
- Medical Acute post fall assessment & Secondary fall assessment document 
- Updated falls careplans on Lorenzo for nursing staff 
- Patient and Relatives falls prevention advice available at each patients bedside  
- Promotion of Stickman signage (Red stickman to indicate patient has fall in hospital but 
now also to include patients admitted with a falls). 
 
28 Sep 2015 
- Falls Awareness Week at the Trust 

Oct 2015 
- Local Falls audit undertaken (including ward spot checks) 
- Falls Nurse Specialist Secondment commenced 

Nov 2015 
- Feedback to wards on spot check from local falls audit 
- Updated falls assessment documentation used on ITU, CCU, & SHDU (live 30.11.15) 
- Short stay Falls assessment documentation went live 30.11.15 on CDU,PIU,SDA, Wards 
31/33/34 (daycases),Day Surgery & Endoscopy Unit 

Dec 2015 
- Falls Outcomes added to discharge summary letter 

Jan 2016 
- Inpatient falls assessments provided 
by Falls Nurse Specialist. 

April 2016 
- Introduction of bed & chair alarms. 

Jun 2016 
- Acute Falls Assessment documentation went live June 2016 AMU 
- Short stay Falls assessment documentation went live June 2016 on AMAC 
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All Falls per 1000 Bed Days 

Number of Falls Per 1000 Bed Days Average Number of Falls Per 1000 Bed Days Improvement Trajectory Lower Control Limit Upper Control Limit Lower Warning Limit Upper Warning Limit

* Improvement trajectory based on a 10% reduction of the average number of falls between Apr-15 and Mar-16 
* Average number of falls per 1000 bed days based on caluculations from Apr-15 to present 

26th Sep 2016 
- Falls awareness week 

4th Oct 2016 
- Inpatient Falls Nurse Specialist secondment ended on 4th Oct 2016. 

16th Dec 2016 
- The Falls Clinical Support Sister's 
(note change of role name) post is 
now a permanent position. 

Jan 2017 
- Daily COE Consultant ward 
rounds on AMU for frailty/Falls 
patients 
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Patients will experience safe care (Quality & Experience)

Falls SPC Charts

Patients Partnerships People Performance 
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Harmful Falls per 1000 Bed Days 

Number of Harmful Falls Per 1000 Bed Days Average Number of Falls Per 1000 Bed Days Improvement Trajectory Lower Control Limit Upper Control Limit Lower Warning Limit Upper Warning Limit

* Improvement trajectory based on a 15% reduction of the average number of falls between Apr-15 and Mar-16 
* Average number of falls per 1000 bed days based on caluculations from Apr-15 to present 

07 Sep 2015  
Introduction of: 
- Multifactorial Falls Assessments (MFA level 1 &2) for inpatients 
- Lying and Standing BP charts  
- Bed rail assessment charts 
- Medical Acute post fall assessment & Secondary fall assessment document 
- Updated falls careplans on Lorenzo for nursing staff 
- Patient and Relatives falls prevention advice available at each patients bedside  
- Promotion of Stickman signage (Red stickman to indicate patient has fall in hospital but 
now also to include patients admitted with a falls).  
 
28 Sep 2015 
- Falls Awareness Week at the Trust 

Oct 2015 
- Local Falls audit undertaken (including ward spot checks) 
- Falls Nurse Specialist Secondment commenced 

Nov 2015 
- Feedback to wards on spot check from local falls audit 
- Updated falls assessment documentation used on ITU, CCU, & SHDU (live 30.11.15) 
- Short stay Falls assessment documentation went live 30.11.15 on CDU,PIU,SDA, Wards 
31/33/34 (daycases),Day Surgery & Endoscopy Unit 

Dec 2015 
- Falls Outcomes added to discharge summary letter 

Jan 2016 
- Inpatient falls assessments provided by Falls Nurse Specialist. 

April 2016 
- Introduction of bed & chair alarms. 

Jun 2016 
- Acute Falls Assessment documentation went live June 2016 AMU 
- Short stay Falls assessment documentation went live June 2016 on AMAC 

26th Sep 2016 
- Falls awareness week 

4th Oct 2016 
- Inpatient Falls Nurse Specialist secondment ended on 
4th Oct 2016. 
- Red Zimmer Frames introduced for Dementia patients'  

16th Dec 2016 
- The Falls Clinical Support Sister's 
(note change of role name) post is 
now a permanent position. 

Jan 2017 
- Daily COE Consultant ward 
rounds on AMU for frailty/Falls 
patients 
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Patients will experience safe care (Quality & Experience)

Pressure Ulcer SPC Charts

Patients Partnerships People Performance 
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Grade 2 Pressure Ulcers per 1000 Bed Days 

Total PU's Grade 2 per 1000 Bed Days Average Upper Control Limit Upper Warning Limit

*  The information above represents hospital acquired, avoidable grade 2 pressure ulcers . 
*  The average is calculated from July-15 to present. 

Q1 1516 
-  164 staff received training on 
Pressure Ulcer Prevention and 
Management 

Q2 1516 
-  130 staff received training on 
Pressure Ulcer Prevention and 
Management 

Q3 1516 
-  531 staff received training on 
Pressure Ulcer Prevention and 
Management 

Q4 1516 
-  169  staff received training on 
Pressure Ulcer Prevention and 

Jun-16 
 
Equipment:  Implementation of the hybrid 
mattress system in ED / CDU (including hybrid 

Oct-16 
 
Equipment:  Implementation of heel 
magnets / new intentional rounding charts.  
 
Education:  React to Red Clinical Support 
Nurse commences in post . 
 
Heel logo magnets implemented Trust wide 

Apr-15 
 
Introduction of Pressure Ulcer Prevention 
patient information leaflet. 
 
1st April Tissue Viability Education Nurse 
commences in post. 
 
w/c 13th April implamentation of the 
hybrid mattress system across the 
medical block (wards 17, 18, 19, 23, 24, 
AMU, CCU). 
 
Education:  Tissue Viability Education 
Nurse commences in post to specifically 
deliver Pressure Ulcer Prevention and 
Management training for one year. 
 
Equipment:  Implementation of the 
hybrid mattress system – wards 17, 18, 
19, 20, 23, 24, AMU, CCU. 

Jul-15 
 
Documentation:  New 2 part Pressure 
Ulcer Pathway and Pressure Ulcer 
Prevention and Management policy 
implemented. 
 
Education:  4 week intensive Pressure 
Ulcer Prevention and Management 
training wards 19 / 20  

Aug-15 
 
Equipment: Implementation of the 
hybrid mattress system – ward 28, 
31, 32, 33, 34. 
Implementation of 4 bariatric hybrid 
mattresses Trust wide  
 
Education:  Trust wide Heel Pressure 
Ulcer Awareness week 

Nov-15 
 
Staffing:  Vacant part time TVN 
post  (new starter to commence Feb 
22nd 2016). 
 
Education:  TVN / Frailty team ward 
round ward 19 / 20 three times weekly 
(from 30th November) 

Feb-16 
 
Staffing:  Part time TVN commences in 
post (22nd Feb) . 

Mar-16 
 
Education:  Tissue Viability Education 
Nurse finishes in post (4th March) . 

Nov-16 
 
React to Red training commenced 

Dec-16 
 
Repositioning Clocks implemented Trust 
wide 

24  
Pack pg 129



Patients will experience safe care (Quality & Experience)

Pressure Ulcer SPC Charts

Patients Partnerships People Performance 
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Grade 3 Pressure Ulcers per 1000 Bed Days 

Total PU's Grade 3 per 1000 Bed Days Average Lower Control Limit Upper Control Limit Lower Warning Limit Upper Warning Limit

*  The information above represents hospital acquired, avoidable grade 3 pressure ulcers . 
*  The average is calculated from July-15 to present. 

Jun-16 
 
Equipment:  Implementation of the hybrid 
mattress system in ED / CDU (including hybrid 

Oct-16 
 
Equipment:  Implementation of heel 
magnets / new intentional rounding charts. 
 
Education:  React to Red Clinical Support 
Nurse commences in post. 
 
 
Heel logo magnets implemented Trust wide 
 

Apr-15 
 
Introduction of Pressure Ulcer Prevention 
patient information leaflet. 
 
1st April Tissue Viability Education Nurse 
commences in post. 
 
w/c 13th April implamentation of the 
hybrid mattress system across the 
medical block (wards 17, 18, 19, 23, 24, 
AMU, CCU). 
 
Education:  Tissue Viability Education 
Nurse commences in post to specifically 
deliver Pressure Ulcer Prevention and 
Management training for one year. 
 
Equipment:  Implementation of the 
hybrid mattress system – wards 17, 18, 
19, 20, 23, 24, AMU, CCU. 

Jul-15 
 
Documentation:  New 2 part Pressure 
Ulcer Pathway and Pressure Ulcer 
Prevention and Management policy 
implemented. 
 
Education:  4 week intensive Pressure 
Ulcer Prevention and Management 
training wards 19 / 20  

Aug-15 
 
Equipment: Implementation of the 
hybrid mattress system – ward 28, 
31, 32, 33, 34. 
Implementation of 4 bariatric hybrid 
mattresses Trust wide  
 
Education:  Trust wide Heel Pressure 
Ulcer Awareness week 

Nov-15 
 
Staffing:  Vacant part time TVN 
post  (new starter to commence Feb 
22nd 2016). 
 
Education:  TVN / Frailty team ward 
round ward 19 / 20 three times weekly 
(from 30th November) 

Feb-16 
 
Staffing:  Part time TVN commences in 
post (22nd Feb) . 

Mar-16 
 
Education:  Tissue Viability Education 
Nurse finishes in post (4th March) . 

Nov-16 
 
React to Red training commenced 

Dec-16 
 
Repositioning Clocks implemented Trust 
wide 

Q1 1516 
-  164 staff received training on 
Pressure Ulcer Prevention and 
Management 

Q2 1516 
-  130 staff received training on 
Pressure Ulcer Prevention and 
Management 

Q3 1516 
-  531 staff received training on 
Pressure Ulcer Prevention and 
Management 

Q4 1516 
-  169  staff received training on 
Pressure Ulcer Prevention and 
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Patients will experience safe care (Quality & Experience)

Infections SPC Charts

Patients Partnerships People Performance 
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Rolling Annual Infection Rate - Infections as a Percentage of all Hip Operations 

SSI % Last 4 Periods for Inpatient or Re-admission Average Upper Control Limit Upper Warning Limit National Benchmark
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Rolling Annual Infection Rate - Infections as a Percentage of all Knee Operations 

SSI % Last 4 Periods for Inpatient or Re-admission Average Upper Control Limit Lower Warning Limit Upper Warning Limit National Benchmark
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Patients will experience safe care (Quality & Experience)

Infections SPC Charts

Patients Partnerships People Performance 
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Rolling Annual Infection Rate - Infections as a Percentage of all Neck Of Femur Operatons 

SSI % Last 4 Periods for Inpatient or Re-admission Average Upper Control Limit Upper Warning Limit National Benchmark
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Patients will experience safe care (Quality & Experience)

Cardiac Arrest SPC Charts

Patients Partnerships People Performance 
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Cardiac Arrests per 1000 Admissions 

CAs per 1000 Admissions Average CAs per 1000 Admissions Improvement Trajectory Lower Control Limit Upper Control Limit Lower Warning Limit Upper Warning Limit

* Actual Cardiac Arrests  -   16/17 target = 72        Current 16/17 total = 49    
* 15/16 estimated total  CAs = 96 (based on figures Oct15 - Mar16)      
* Improvement trajectory is based on a 25% reduction of the average calculated between Oct-14 and Mar-16. 
* Average CAs per 1000 Admissions is calculated from Oct-15 to present. 

Oct 2015 
- NCAA reporting commenced 
- Datix reporting commenced 

Apr 2016 
- DNACPR audit produced and disseminated 

Nov  2016 
- AMU Relocation 
- W23 relocated with W20 
- New bed configuration 

Oct  2016 
- Vital PAC Launch 

Mar 2017 
- Vital PAC Launch phase 1 completion due 
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Patients will experience safe care
Heatmap Feb-17
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Trust 0 3 44 11 9 3 29 12 4 10 0 2 2 0 0 1 7 39 567

Acute Stroke Unit 1 2 3 17

AMU 8 1 4 2 2 1 75

Cardiology OPD 1

CCU 1 1 6

CDU 11

Chemotherapy Unit 1 1

Dermatology 1 1

Diabetes Centre 1 2

Discharge Unit 1 1 1

Day Unit for the Elder 2

ED 4 1 1 2 75

Elderly Care - Ward 19/20 2 7 2 1 2 2 3 25

Endoscopy 3

Rheumatology 1

Ward 17 1 1 7

Ward 18 3 1 1 4 11

Ward 21 8 2 2 2 1 1 1 2 15

Ward 22 3 2 2 5 25

ward 23 2 2 7
Ward 24 1 4 1 1 1 1 12

Aneasthetics 1 2

Day Surgery 1 1 7

ICU 2 2 1 6

Inpatient Surgical Unit 2 1 1 21

Opthalmology OPD 2

Orthopaedic OPD 1

Orthoptics OPD 1

Pre-assessment Unit 1

Surgical Admissions 1 1 5

SHDU 2

Theatres 1 15

Theatres recovery 1

Ward 29 4 2 2 1 3 1 1 1 2 8 19

Ward 32 1
Ward 33/34 2 1 1 1 1 2 21

Antenatal Clinic 4

Antenatal Day Unit 1

Anticoagulation Clinic 1

Community Midwifery 5

Early Pregnancy Assessment Unit 2

Labour Suite 1 1 85

Laboratory Reception 1

Medical Imaging 2 6

Newborn Hearing Screening 1

Patients Home (Community) 1

Pathology 2

Pharmacy 1 1

Outpatients Pharmacy 1 1

Physiotherapy 2

Postnatal/Antenatal Ward 1 1 12

Ward 14 2 21

Ward 15 2
Ward 37 3 9

Medical Outpatients 4

Chest Clinic 1

Grounds 1

Main Reception 1

Supplies/Stores 1

Surgical Outpatients 1
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Patients will experience safe care
Heatmap

Reporting Month: Feb-17

Executive lead : Heather McNair

Comments

Pressure Ulcers

Pressure Ulcers - Grade 2

There were two avoidable grade 2 pressure ulcers in February, both attributable to ward 29. 

In both incidents, there was a delay in the patient being placed on a dynamic surface. There were also issues with either poor documentation or omissions in documentation – both in Lorenzo and the Traffic Light risk assessment / care 

plan – including some gaps in repositioning. 

Ward 29 was opened as an unplanned medical escalation ward.  It has been a challenge to maintain a stable team thus impacting on continuity of care at times.    There was initial trouble obtaining pressure relieving mattresses on ward 29 

however, this has now been addressed.

Action: 

Acting Clinical Lead Nurse post to ensure a visible lead presence, also providing some continuity of care. 

Twice weekly Tissue Viability ward rounds implemented and undertaken by the Tissue Viability Team, in conjunction with the Lead Nurse, to ensure preventative measures are in place for at risk patients.

Repositioning clocks have also been provided for the ward to ensure visibility of repositioning schedules. 

A Tissue Viability display board has been designed and provided by the TV team to ensure all staff working in this area are aware of new documentation / equipment available / hiring details etc. 

Pressure Ulcer - Grade 3 

There were two avoidable grade 3 pressure ulcers in February, both attributable to AMU. 

There was no evidence of a skin inspection for either patient and poor Lorenzo documentation. 

Action: 

AMU Lead Nurses to ensure all nursing staff, trained and untrained, are aware of and understand the requirements to undertake skin assessments on admission to AMU. 

AMU Lead Nurses undertaking spot checks of documentation. Staff who fail to comply with skin assessments will be met with by the Lead Nurses to ensure their responsibilities are reiterated, and will be asked to participate in the RCA  

investigation process to ensure learning has taken place. Further issues around standards of care and documentation regarding hospital acquired pressure ulcers will be monitored through the Pressure Ulcer Forum.

Indicator Name

2017/4584 – Grade 3 Pressure ulcer. Incident occurred in February 2017                                                                                

2017/4622 – Hospital acquired DVT. Incident occurred in February 2017

2017/4186 – Sub-optimal care of deteriorating patient. Incident occurred in February 2017

2017/5357 – Delayed diagnosis of Haemophilia. Incident occurred in February 2017

2017/3044 – Hospital acquired VTE. Incident occurred in February 2017

Serious Incidents

Patients Partnerships People Performance 

30  
Pack pg 135



0 1 2 3 4 5 6 18 19 20 # 22

People - "At a glance"

Target  Target  Actual Month

16/17 YTD Feb-17 YTD Trend Status

Workforce (Quality Strategy - Goal 4: Building on Capacity and Capability)

Sickness Absence Rate 3.75% 3.75% 4.41% 4.10% ↑ 4.10%

Staff Turnover 10% 10% 8.8% 8.8% ↓ 8.80%

Mandatory Training 90.0% 90.0% 86.7% N/A ↓ N/A

Appraisal Rates - Medical 90.0% 90.0% 97.2% N/A ↓

Appraisal Rates - Non Medical 90.0% 90.0% 92.7% N/A ↓ N/A

Appraisal Rates - Total 90.0% 90.0% 93.0% 93.0% ↓ 93.00%

People

Patients Partnerships People Performance  
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People will be proud to work for us
Q - Workforce (Quality Strategy - Goal 4: Building on Capacity and Capability)
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Staff Turnover 

Actual

Staff Turnover - Staff turnover has fallen in month but remains within the target 
range 
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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 is 86.7%,  none of the  CBU’s have achieved 
compliance, CBU1 84.8%, CBU2 85.5%,, CBU3 88.9%, Corporate services 87.1% 
 
 
 
 

Appraisals Medical -   Overall compliance has been achieved  97.2%, All CBU’s have 
achieved compliance  
 
Appraisals Non Medical - compliance has been achieved 92.7%, All CBU’s have achieved 
compliance  
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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 - The overall sickness rate has fallen in  February to 4.41% from 4.53% in January. 
CBU 1 (5.82%) and CBU2  (4.05%) ,who both had the highest rate of sickness absence last 
month ,have recorded improvements  with CBU2 seeing a 0.91% decrease. CBU3 (3.78%) 
and Corporate (3.90%) have seen a slight deterioration in levels of sickness absence and are 
now in amber. The annual sickness rate for the Trust to date is 4.1% 
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1 2 3 4 5 6 18 19 20 # 22 # 24 25 26 27 39 40 41 # #

Performance - "At a glance"

Target 

16/17

Target 

YTD
Feb-17 Actual YTD Trend

Current 

Qtr

Qtr 

Status

YTD 

Status

Target 

16/17

Target 

YTD
Feb-17 Actual YTD Trend YTD Status

Cancer Reporting Cancelled Operations

All Cancer 2 week waits 93% 93% 94.5% 94.9% ↑ 94.3% 94.3% 94.9% % Cancelled Operations 1% 1% 0.8% 0.6% ↓ 0.6%

2 week wait - Breast Symptomatic 93% 93% 95.3% 94.1% ↓ 96.0% 96.0% 94.1% Urgent operations - cancelled twice 0 0 0 0 ↔ 0

31 day diagnostic to 1st treatment 96% 96% 95.1% 98.5% ↑ 97.7% 97.7% 98.5% Cancelled operations - breaches of 28 day rule 0 0 0 0 ↔ 0

31 day subsequent treatment - Surgery 94% 94% 100.0% 100.0% ↔ 100.0% 100.0% 100.0%

31 day subsequent treatment - Drugs 94% 94% 100.0% 100.0% ↔ 100.0% 100.0% 100.0% Theatre Utilisation

62 day urgent GP referral to treatment 85% 85% 85.3% 88.6% ↓ 88.6% 88.6% 88.6% Theatre Utilisation - Day 81.5% 78.7% ↓ 78.7%

62 day screening programme 90% 90% 100.0% 97.7% ↑ 94.4% 94.4% 97.7% Theatre Utilisation - Main 96.6% 88.8% ↑ 88.8%

62 day consultant upgrades 85% 85% 75.0% 85.0% ↓ 89.5% 89.5% 85.0% Theatre Utilisation - Trauma 90.5% 87.3% ↑ 87.3%

Breast Screening GP Referrals

Screening to offer of 1st assessment <=3 weeks (June 16) 90% 90% 97.4% 80.2% ↑ 80.2% GP Written Referrals - made 3833 45778 ↓ 45778

Screening to 1st assessment (June 16) 90% 90% 94.7% 91.1% ↑ 91.1% GP Written Referrals - seen 4150 45577 ↑ 45577

Screening to issue of normal results <=2 weeks (June 16) 90% 90% 99.5% 97.2% ↓ 97.2% Other Referrals - Made 1788 20173 ↑ 20173

GP referral rate year on year (2015/16 + 2016/17) -695 577 ↓ 577

Referral to Treatment Total referral rate year on year (2015/16 + 2016/17) -541 3385 ↓ 3385

RTT Incomplete Pathways - % still waiting 92% 92% 88.0% 93.4% ↓ 89.9% 89.9% 93.4%

DNA Rates

Diagnostics New outpatient appointment DNA rate 10% 10% 7.3% 8.9% ↑ 8.9%

No. of diagnostic tests waiting over 6 weeks 0 0 3 231 ↔ ###### Follow-up outpatient appointment DNA rate 10% 10% 7.9% 9.2% ↑ 9.2%

% of diagnostic tests waiting over 6 weeks 0% 0% 0.1% 0.8% ↑ 0.8% Total outpatient appointment DNA rate 10% 10% 7.7% 10.0% ↑ 10.0%

ED Appointment Slot Issues

Percentage of patients treated in less than 4 hours 95% 95% 85.0% 91.2% ↓ 86.1% 86.1% 91.2% No. of appointment slot issues 0 0 n/a 0 ↔ 0

Emergency Department Attendances n/a n/a 6281 76399 ↓ 0 % of appointment slot issues 4.0% 4.0% n/a  ↔  

12 Hours Trolley Waits 0 0 0 2 ↑ 0 0

Average Length of stay (Quality Strategy Goal 3)

Ambulance to ED Handover Time Average Length of Stay - Elective 2.4 2.4 2.5 2.3 ↓ 2.29

% under 15 mins 31.6% 46.7% ↓ 46.7% Average Length of Stay - Non-Elective 3.4 3.4 2.5 2.7 ↓ 2.67

% between 15 and 30 mins 46.0% 39.8% ↑ 39.8%

% between 30 and 60 mins 14.4% 5.2% ↑ 5.2% Re-admissions 

% between 60 and 120 mins 4.1% 1.2% ↑ 1.2% Percentage of re-admissions N/A N/A 9.0% 9.3% ↔

Over 120 mins (SI) 0.0% 0.3% ↓ 0.3%

% Not Recorded 4.0% 6.8% ↓ 6.8%

Total Ambulance Handovers 1862 21627 ↓ 21627

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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Performance Matters (KPIs)

Patients Partnerships People Performance  
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Diagnostics

Comments:
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - ED

A&E All Types Benchmarking 

A&E benchmarking 

Quarter 4
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - 18 Week Referral to Treatment

As stated 

RTT 18 Week Performance - February 2017
Validated Position

Specialty <18 >18 Total %

General Surgery 1680 209 1889 88.9%

Urology 691 125 816 84.7%

Trauma & Orthopaedics 1424 81 1505 94.6%

ENT 1051 56 1107 94.9%

Oral Surgery 974 43 1017 95.8%

General Medicine 89 1 90 98.9%

Gastroenterology 596 16 612 97.4%

Cardiology 661 42 703 94.0%

Dermatology 1042 93 1135 91.8%

Respiratory 337 20 357 94.4%

Rheumatology 261 6 267 97.8%

Geriatric Medicine 331 4 335 98.8%

Gynaecology 742 64 806 92.1%

Other 762 95 857 88.9%

Total 10641 855 11496 92.6%
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Actual Target

75%

80%

85%

90%

95%

100%

P
e

rc
e

n
ta

ge
 P

o
si

ti
vi

ty
 

Incomplete Pathways 

Actual Target

75%

80%

85%

90%

95%

100%
A

p
r-

1
6

M
ay

-1
6

Ju
n

-1
6

Ju
l-

1
6

A
u

g-
1

6

Se
p

-1
6

O
ct

-1
6

N
o

v-
1

6

D
ec

-1
6

Ja
n

-1
7

Fe
b

-1
7

M
ar

-1
7

P
e

rc
e

n
ta

ge
 P

o
si

ti
vi

ty
 

Admitted Pathways 

Actual Target
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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)
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Regulatory Performance - Cancer
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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
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Performance Matters (KPIs)
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Comments
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Both the Skin and Lower GI pathways failed to meet the 2week wait standard in January. Breach analysis reveals patient 

choice factors.

All specialties with the exception of the Lower GI pathway achieved all other KPIs for cancer in January.

The Lower GI pathway was non-compliant with the 31 Day First Treatment, 62 Day ‘GP referral to treatment’ and 62 Day 

‘Screening’ target.

Failure of the 31 Day First Diagnosis target related to 1 x breach due to medical reasons. (This patient also breached the 62 Day 

‘GP referral to treatment’ target). 

Failure of the 62 Day ‘GP referral to treatment’ target related to 2 breaches. 1 x local (as above) and 1 x shared. The latter 

pathway was referred to Sheffield after the required Day 38 IPT standard. However this will remain a shared breach as was not 

treated by Sheffield within 24 days from referral. Breach reason was ‘Unexceptional pathway resulted in IPT late in pathway’. 

Failure of the 62 Day ‘Screening’ target related to 1 x local pathway. Breach reason shows general pathway inefficiencies with 

16 days to colonoscopy, 34 days to organise and undertake MRI; however the pathway includes patient choice elements.

2ww
Breast 

Symptom

First 

Treatment

Subsequent 

Treatment

GP Referral 

to Treatment
Screening

Consultant 

Upgrade

93% 93% 96% - 85% 90% 85%

100.0% - 100.0% 100.0% 100.0% - 100.0%

9/9 - 8/8 1/1 1/1 - 3/3

100.0% - 100.00% - 100.0% - 100.0%

18/18 - 3/3 - 3.5/3.5 - 1/1

90.4% - 100.0% - 100.0% - 100.0%

85/94 - 8/8 - 8/8 - 0.5/0.5

97.3% 96.5% 100.0% 100.0% 100.0% 100.0% -

110/113 111/115 18/18 4/4 7.5/7.5 10/10 -

97.7% - - - - - -

43/44 - - - - - -

83.9% - 91.7% 100.0% 57.1% 0.0% 100.0%

78/93 - 11/12 5/5 2/3.5 0/1 1/1

98.7% - 100.0% 100.0% 100.0% - -

76/77 - 3/3 1/1 2/2 - -

94.7% - 100.0% 100.0% 95.7% - -

54/57 - 16/16 1/1 11/11.5 -

100.0% - 100.0% - 100.0% - -

48/48 - 3/3 - 3.5/3.5 - -

94.5% 95.3% 95.1% 100.0% 85.3% 100.0% 75.0%

429/454 81/85 58/61 5/5 32/37.5 7/7 3/4

Jan-17 94.2% 96.5% 98.6% 100.0% 93.9% 90.9% 100.0%

Dec-16 96.1% 95.1% 97.1% 100.0% 85.7% 100.0% 100.0%

Nov-16 95.5% 98.2% 98.7% 100.0% 95.0% 100.0% 85.7%

Oct-16 95.1% 95.2% 100.0% 100.0% 91.8% 100.0% 81.3%

Sep-16 96.3% 89.9% 97.3% 100.0% 93.0% 100.0% 89.5%

Aug-16 95.0% 95.5% 100.0% 100.0% 87.5% 100.0% 88.9%

Jul-16 95.4% 96.4% 97.2% 100.0% 91.4% 100.0% 0.0%

Jun-16 93.3% 95.2% 98.6% 100.0% 88.5% 100.0% 90.9%

May-16 95.1% 92.7% 100.0% 100.0% 79.2% 90.9% 75.0%

Apr-16 93.9% 85.3% 98.7% 100.0% 84.4% 100.0% 80.0%

Mar-16 93.0% 87.9% 98.8% 100.0% 91.5% 100.0% 94.4%

2 Week 31 Day 62 Day

Target

Trustwide

Tumour Site

Haematology

CBU 1

CBU 2

CBU 3

Jan-17

Lung

Skin

Feb-17

Urology

Gynae

Breast

Head & Neck

Lower GI

Upper GI
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - Cancer

Graph to follow

Comments
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February saw a significant improvement in the timeliness of referral against the IPT Day 38 target. However, shared pathway performance remains a considerable issue with 5 shared 

breaches allocated fully back to BHNFT in Jan/Feb due to late referrals; and the loss of shared success of 7 compliant pathways due to late referral.

Focused work has resumed with all operational teams to address pathway bottlenecks and issues in order to achieve the desired levels of shared pathway performance. Shadow 

monitoring of compliance against the IPT Day 38 target has commenced as part of the Cancer Alliance, STP ‘Cancer Intelligence’ work stream.

Prolonged pathways

In January there were no prolonged pathways of 104 days or more.
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Performance Matters (KPIs)
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Regulatory Performance - Breast Cancer Screening

Comments:
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Performance Matters 
Data Quality
Uncoded Episodes (As at 16th March 2017)

Treatment Specialty November December January February March Total Specialty January February Total

ACCIDENT AND EMERGENCY 15 40 55 1 1

ANTICOAGULANT SERVICE 0 3 1 4

BREAST SURGERY 1 6 7 8 15 23

CARDIOLOGY 11 30 41 76 76

CLINICAL HAEMATOLOGY 6 32 38 4 4

CLINICAL ONCOLOGY 7 13 20 3 24 27

COLORECTAL SURGERY 8 8 3 16 19

DERMATOLOGY 15 18 33 1 19 20

DIABETIC MEDICINE 0 2 7 9

DIAGNOSTIC IMAGING 0 9 6 15

ENDOCRINOLOGY 2 2 3 3

ENT 3 7 10 10 22 32

GASTROENTEROLOGY 36 66 102 1 93 94

GENERAL MEDICINE 132 173 305 7 26 33

GENERAL SURGERY 22 71 93 17 17

GERIATRIC MEDICINE 0 1 4 5

GYNAECOLOGY 18 38 56 1 14 15

NEONATOLOGY 7 12 19 1 1

OBSTETRICS 41 66 107 3 3

OPHTHALMOLOGY 3 10 13 2 2 4

ORAL SURGERY 1 13 14 6 6

1 7 7

PAEDIATRIC CYSTIC FIBROSIS 0 11 11

PAEDIATRIC ENT 1 4 5

PAEDIATRICS 21 47 68

PAEDIATRIC T&O 0

PAEDIATRIC OPHTHALMOLOGY 1 1

RESPIRATORY MEDICINE 24 25 49

RHEUMATOLOGY 1 1 2 Comments
Stroke Medicine 6 8 14

TRAUMA AND ORTHOPAEDICS 17 79 96

UROLOGY 14 20 34

VASCULAR SURGERY 0

WELL BABIES 7 18 25

BLANK SPECIALTIES 14 12 26

Total 0 0 0 424 820 1243

Uncoded Episodes - All episodes for January, February, March, April, May, June, July, August, 

October, November, December and January have been coded. 

There are 424 for February 2017 and 820 for March 2017. 

Overall there are 1243 uncoded episodes for 16/17.

WARD 24

PAEDIATRICS

OMFS

NEW STREET

MAIN OPD

VASECTOMY CLINIC

THERAPY SERVICES

SDA

RESPIRATORY MEDICINE

PHYSIOTHERAPY

PRE-ASSESSMENT

GENMED

GENERAL SURGERY

GASTROENTEROLOGY

DVT

DIABETICS CENTRE

DERMATOLOGY

Missing Outcomes (As at 9th March 2017)

CARDIOLOGY

AUDIOLOGY

ANTICOAGULANT

ANTE-NATAL

AMU

Blank

Patients Partnerships People Performance  
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Barnsley is currently unable to flow the RTT patient pathway data in the APC & OP datasets, hence the reduced data 

quality score.
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Performance Matters 
Data Quality - Secondary Uses Service (SUS) Dashboard
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Performance Matters 

Q - Data Quality - Secondary Uses Service (SUS) Dashboard
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Performance Matters
Activity

15/16 16/17 16/17

Actual Plan Actual Variance %

Elective Day cases 21,485 22,001 22,563 562 3%

Elective Inpatients 3,770 3,911 3,756 -155 -4%

Elective Total 25,255 25,912 26,319 407 2%

Non Elective 33,184 32,627 31,789 -838 -3%

Maternity Pathway 5,563 5,810 6,101 291 5%

A&E Attendances 74,166 74,663 76,412 1749 2%

Outpatients 224,098 227,338 239,509 12172 5%

* Please note excess bed days are not included in these figures. 2016/17 Activity Plan

2016/17 Activity Actual

2015/16 Outturn

2016/17 Activity Plan 2016/17 Activity Plan

2016/17 Activity Actual 2016/17 Activity Actual

2015/16 Outturn 2015/16 Outturn
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Obstetric outpatient attendances are excluded as they are covered by the Maternity Pathways
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Performance Matters
Activity

2016/17 Activity Plan 2016/17 Activity Plan

2016/17 Activity Actual 2016/17 Activity Actual

2015/16 Outturn 2015/16 Outturn

Comments:

2016/17 Activity Plan

2016/17 Activity Actual
2015/16 Outturn
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Main areas of overperformance are Outpatients and A&E. Main area of underperformance is Non-Elective Inpatients.

Outpatients:- areas of underperformance with the highest variances (against aggregated attendances and procedure plans) in 

Gynaecology -1784, Clinical Heamatology  -396, Ant-Coagulant Service -2409 and Breast Surgery -508. Overperforming are 

Cardiology 1375, Dermatology 1642, Diabetic Medicine 2375, T&O 2933 and Gastroenterology 2340.        

Non-Elective Inpatients:- General Medicine, Paediatrics & General Surgery are the main areas of underperformance. 

Gastroenterology & Endocrinology are overperforming.
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Performance - "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 (PROVISIONAL) £'000 £'000 £'000 £'000 £'000 £'000

Elective inpatients 361 322 -10.80% -39 3,911 3,756 -3.96% -155 EBITDA -344 23 106.69% 367 -1,570 -1,468 6.50% 102

Day Cases 2,096 2,149 2.53% 53 22,005 22,563 2.54% 558 Depreciation -416 -384 7.69% 32 -4411 -4242 3.83% 169

Non-elective inpatients 2,886 2,776 -3.81% -110 32,648 31,849 -2.45% -799 Restructuring & Other -14 0 100.00% 14 -240 -212 11.67% 28

Outpatients 23,545 23,191 -1.50% -354 225,411 237,257 5.26% 11,846 Financing Costs -190 -133 30.00% 57 -2079 -1853 10.87% 226

A&E 6,241 6,282 0.66% 41 74,663 76,412 2.34% 1,749 SURPLUS/(DEFICIT) -964 -494 48.76% 470 -8,300 -7,775 6.33% 525

'Clinical' Activity

Other (excludes direct access tests) 10,850 9,950 -8.29% -900 117,597 113,784 -3.24% -3,813 SOFP £'000 £'000 £'000 £'000 £'000 £'000

Total activity 45,979 44,670 -2.85% -1,309 476,235 485,621 1.97% 9,386 Capital Spend -3,931 -352 -91.05% 3,579 -13,032 -3,483 -73.27% 9,549

Inventory 2,161 2,144 0.79% 17

CIP £'000 £'000 £'000 £'000 £'000 £'000 Receivables & Prepayments 8,489 14,149 -66.67% -5,660

Income 256 342 33.59% 86 1,878 2,368 26.09% 490 Payables -14,782 -15,060 1.88% 278

Pay 214 484 126.17% 270 1,574 1,468 -6.73% -106 Accruals -5,087 -6,328 24.40% 1,241

Non-Pay 301 518 72.09% 217 2,207 2,893 31.08% 686 Deferred Income -574 -605 5.40% 31

Total CIP 771 1,344 74.32% 573 5,659 6,729 18.91% 1,070

Cash & Loan Funding £'000 £'000 £'000 £'000 £'000 £'000

INCOME £'000 £'000 £'000 £'000 £'000 £'000 Cash 2,389 1,759 -26.37% -630

Clinical (Activity) 9,225 10,174 10.29% 949 104,275 108,347 3.91% 4,072 Loan Funding -54,290 -47,811 11.93% 6,479

Other Clinical 3,266 3,627 11.05% 361 36,896 38,457 4.23% 1,561

CQUINS 289 311 7.61% 22 3,179 3,179 0.00% 0 KPIs

Risks & Penalties 0 -70 -70 0 -804 -804 EBITDA % -2.27% 0.14% -106.19% 2.41% -0.93% -0.84% 8.97% 0.08%

Non Recurrent Income 142 154 8.45% 12 1,558 1,822 16.94% 264 Deficit % -6.36% -3.02% 52.57% 3.34% -4.89% -4.46% 8.80% 0.43%

ST & T Funding 550 825 50.00% 275 6,050 6,050 0.00% 0 Receivable Days 16.5 27.5 -66.67% -11.0

Other 1,689 1,358 -19.60% -331 17,646 17,162 -2.74% -484 Payable (excluding accruals) Days 72.7 74.0 1.88% 1.4

Total income 15,161 16,379 8.03% 1,218 169,604 174,213 2.72% 4,609 Payable (including accruals) Days 97.7 105.2 7.65% 7

Use of Resource metric 3 3 0.00% 0

OPERATING COSTS £'000 £'000 £'000 £'000 £'000 £'000

Pay -10,455 -10,822 -3.51% -367 -114,374 -116,309 -1.69% -1,935

Drugs -1,238 -1,326 -7.11% -88 -13,667 -13,058 4.46% 609

Non-Pay -3,812 -4,208 -10.39% -396 -43,133 -46,314 -7.37% -3,181 Consolidated

Total Costs -15,505 -16,356 -5.49% -851 -171,174 -175,681 -2.63% -4,507 excl charity

Payable days are total op exps, less total pay, add back lead units and agency control total

Payables are Trade & Other only

Performance - Financial Overview Performance - Financial Overview

Patients Partnerships People Performance  
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Performance Matters - Finance

February 2017 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 favourable to plan year to date excluding  Direct Access.  The main driver is overperformance on Outpatient and elective activity.  Direct Access tests were excluded from the 

Other activity because large variances in these figures skew the overall activity variance. 
 

• CIP achievement  is favourable to plan by £1.07m.  Income and non pay schemes are ahead of plan. 
• Clinical activity based income is £4.07m favourable to plan before risks and penalties.  The main variances are  Outpatients income  £1.5m favourable to plan,Elective income £1.5m 

favourable.  Other clinical income is £1.56m ahead of plan. 
 

• ST & T funding is to plan having been accrued in full in anticipation of a favourable ruling in relation to A&E target.  Other income is  adverse to plan by £0.48m being principally RTA and 
other income offset by R & D and education & training income. 
 

• Operating costs are adverse to plan. Pay is £1.9m adverse.  Agency costs covering vacant posts create a cost pressure, although the costs year to date are significantly lower than at this point 
last year. 
 

• Non-pay costs total are £3.18 adverse to plan, which links to activity. 
 

• EBITDA is £0.1m above plan. 
 

• Depreciation,  restructuring and finance costs are £0.4m favourable to plan in total.  
 

• The overall  deficit is  £0.5m favourable to plan.  
 

• Capital expenditure is £9.55m favourable to plan. 
 

• Inventory is practically to plan. 
 

• Total receivables incl. prepayments are £5.66 above plan.  Action is being taken to address this position. 
 

• Total payables incl. accruals are £1.5m favourable to plan . 
 

• Deferred income is broadly to plan. 
 

• Cash is £0.63m adverse to plan.   
 

• Debtor days are 27.5 year to date, which is 11 days adverse to plan. 
 

• Payable days 74 year to date which is  1.4 days higher than plan (up from 22 days at month 10).  Payable days have been calculated  excluding accruals, because whilst accruals include 
certainties in respect of future payments, the timing of these payments is uncertain. 
 

• The Use of Resource metric is a 3 at month 11. 
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Performance Matters (Financial Overview)

Comments:

Clinical income per day - this is above plan for February 2017

ST & T Funding has been reclassified as other 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 below plan for January 2017
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Performance Matters (Financial Overview)

Patients Partnerships People Performance  

Done

Comments:

CIP is ahead of plan at month 11.
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Agency monthly spend - Total agency spend ytd is £4.48m.  Agency expenditure is 

reviewed in depth. 

Deficit  trend analysis - this graph highlights the gap between plan and actual at month 

11.  Currently the Trust deficit is above plan.
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BoD Apr 2017 / Objs 2017/18 

EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE BOARD OF  
BARNSLEY HOSPITAL NHSFT REF: BoD 17/04/P-13 
 
SUBJECT:   TRUST OBJECTIVES 2017/18 
DATE:          APRIL 2017  

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, 
and the Executive Team 

SPONSORED BY: Dr Richard Jenkins, Interim Chief Executive 
PRESENTED BY: Bob Kirton, Director of Strategy & Business Development 

 
The Trust Objectives have been developed by the Executive Team with Board input and these 
align to the 5 year plan clarifying what will be delivered in 2017-18. 
 

 
A summary of the objectives, Executive Lead, key milestones and KPIs (key performance 
indicators) is attached.  Progress against the objectives will be reported in the same way as 
previous years. 
 
Subject to Board approval, the objectives will be used as part of the Trust appraisal process in 
which all staff will receive their appraisal between April and June 2017. 
 
In terms of communicating the objectives, the following actions will be taken: 
 
 A one page summary will be developed which simplifies the objectives and gives the key 

messages to our staff. 
 Information will be published via the intranet, posters and all usual communication channels. 
 Further actions will be agreed with the interim CEO and senior team on what further work the 

Trust can do to get these key messages across to all staff. 
 

 
The Board is asked to approve the objectives and the initial actions in terms of staff appraisals and 
staff engagement. 
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BoD Apr 2017 / Objs 2017/18 

 

Subject: TRUST OBJECTIVES 2017/18 Ref: BoD 17/04/P-13 

1. INTRODUCTION 
1.1 The Trust Objectives have been developed by the Executive Team in conjunction with 

the Board, they align to the 5 year plan and clarify what the Trust will deliver in 2017-18. 

2. DEVELOPMENT OF THE OBJECTIVES 
2.1 The objectives have been developed alongside the business planning process, national 

guidance,  the financial plan, the quality plan and the workforce plan. They align to work 
completed last year and all the relevant Trust & partner strategies. 

2.2 Workshops have been conducted with the Executive Team and supporting staff 
culminating in a Board workshop held on the 9th March, where ideas were tested and 
value added through Board member input and interaction. 

3. THE OBJECTIVES 
3.1 The Trust and its partners have many goals, priorities and objectives.  Whilst it would be 

impossible to cover all of these in one document, the team has summarised the key 
priorities and “job list” for 2017/18 in this document.  Board will appreciate whilst the 
Trust is delivering to an agreed strategic plan that new opportunities and challenges will 
emerge within the year which may be added to these objectives. 

3.2 Each objective has a named lead (based on their positions as of 31/3/2017), key 
actions, milestones, KPIs and deadlines. 

4. GOVERNANCE 
4.1 As per the last two years the objectives will be reported on quarterly in public Board with 

a RAG (red, amber, green) status and summary update on progress. This enables the 
Board, the Council of Governors and the wider public to hold the Executive Team and 
the Trust to account on objective delivery. 

4.2 The objectives’ updates link to the well established Trust governance structure so 
should be considered in conjunction with the risk register, committee assurance reports, 
Board Assurance Framework and Integrated Performance Report. 

5. COMMUNICATION AND ENGAGEMENT 
5.1 Subject to Board approval, the objectives will be used as part of the Trust appraisal 

process in which all staff will receive their appraisal between April and June 2017. 
5.2 In terms of communicating the objectives the following actions will be taken:  

 A one page summary will be developed which simplifies the objectives and gives key 
messages to our staff. 

 Information will be published via the intranet, posters and all usual communication 
channels. 

 Further actions will be agreed with the interim CEO and senior team on what further 
work  the Trust can do to get these key messages across to all staff. 
 
 

APPENDICES  
Appendix 1: Trust Objectives 2017-18 final version 
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Partnerships: Partnerships will be our strength

Performance: Performance matters

Objective 1 Lead Directors Timescale RAG Status Quarterly Progress Update

Richard Jenkins Sept-17

Sept-17

Jan-18

Mar-18

Richard Jenkins
Heather McNair

Mar-18

Mar-18

Richard Jenkins
Heather McNair

Jun-18

Richard Jenkins
Heather McNair

Apr-17

Jun-17

Richard Jenkins
Heather McNair
Lorraine Christopher

Jun-17

Jan-18

KPIs/Milestones

Develop and publish an updated policy on how the Trust will respond to, and learn 
from, deaths of patients who die under its management and care.

Collect and publish on a quarterly basis specified information on deaths with 
quarterly reporting to Board meetings (held in public).

Publication of the data and learning points by quarter 3.

Quarterly reporting on progress via the Quality and Governance Committee

BHNFT 2017-18 Vision, Aims and Objectives

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

We will provide 
high quality safe 
care  

Strategic Aims: 

Objectives 2017/18

Deliver the Trust's agreed quality improvement targets, aligned to the agreed quality 
strategy, goals and priorities.  

Monthly reporting on key performance indicators through the integrated performance 
report to  the Quality and Governance Committee.
Quarterly reporting on progress via Patient Safety and Harm Group.

Action plan agreed including metrics and milestones 

Improve the process for learning from mortality reviews and implement the National 
Guidance on Learning from Deaths.

Barnsley Hospital NHS Foundation Trust

Patients: Patients will experience safe care

People: People will be proud to work for us

Key actions

Richard Jenkins Ensure consistency in care 7 days a week with delivery of 7 day service standards/action 
plan

Continued implementation of action plan to achieve the four priority standards for 7 
day hospital services.
• Standard 2: Assessment within 14 hrs for all emergency admissions 
• Standard 5: 7 day access to diagnostic services 
• Standard 6: 24 hour access, seven days a week, to consultant directed 
interventions that meet the relevant speciality guidelines 
• Standard 8: Twice daily review of patients in high dependency areas  & once a day 
in all areas 7 days per week 

Quarterly reporting on progress via Quality and Governance Committee

 Mar-20

Mar-18

Agree design and model

Start building work

Develop and implement a Clinical Strategy for the Trust Draft strategy for review and consultation 

Final strategy to Trust Board

Achievement of Trust's four Quality Improvement Goals

Quality improvement - develop and deliver training and information which will improve 
capacity/capability across all staff to embed a quality improvement culture throughout the 
organisation

Design and deliver the new Neo-natal Unit 
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Objective 2 Lead Director Timescale Quarterly Progress Update

Emma Lavery Jun-17

Mar-18

Mar-18

Karl Hickman
Emma Lavery Mar-18

Mar-18

June-17

Mar-18

Mar-18

Emma Lavery
Emma Parkes

Oct-17

Emma Lavery
Emma Parkes

Mar-18

Sept-17

Achieve health and well being CQUIN:
-Ensure flu vaccine take up

-Develop approach/plan for staff health and well being and reduce sickness/absence

-Develop staff zone on new intranet site and expand total reward statement

-Reduce stress through stress action plan

KPIs/Milestones

To undertake initial 'launch communications' and proactively introduce the new CEO 
across a range of platforms, reviewing existing opportunities and generating 
additional ones to support the delivery of the staff engagement action plan. 

To achieve 70% flu vaccine target 

To achieve 3.75% sickness absence target or better.

In place by June .

To improve staff survey result of staff feeling unwell due to work related stress

Monthly reporting of progress and performance at Finance and Performance 
Committee.

We will be the 
employer of 
choice and works 
towards an 
engaged and 
motivated 
workforce

Workforce Plan and Strategy Refresh signed off.

Right People, Right Place, Right Time Action Plan 2017/18 delivered.

Monthly reporting of key performance indicators (KPIs) via the Finance and 
Performance Committee.

Karl Hickman
Emma Lavery
Emma Parkes

Communications and Workforce have action plans as part of the BFS project. 

BFS staff transfer.

Interim CEO and new CEO - pro-actively manage the positive impact and approach to staff 
communications

Barnsley Facility Services (BFS) implementation - manage impact on staff engagement and 
culture, manage workforce systems and process changes

Develop a strategic approach to engagement, organisational culture and Organisational 
Development (OD) by implementing the following:
-Staff survey results action plan
-Staff Engagement Group 
-OD Strategy in line with new national framework
-Staff Engagement Strategy
- Black & Minority Ethnicity (BME) Staff Network Group
-Maximising the apprenticeship levy

OD Strategy and Senior Managers' Succession Plan completed

Staff Engagement group to be held monthly.

Staff Survey Action plan to be approved.

Goal for staff survey overall staff engagement score  to be above national average.

To retain our Investors in People accreditation.

To increase our coaching capacity within the Trust by 6 new coaches. 

To improve workforce race equality standard (WRES) staff survey responses.

To increase the number of apprentices to 70.

Dec-17

Mar-18

May-17

Mar-18

Dec-17

Sept-17

Mar-18

Mar-18

Key actions

Develop and implement a Trust Workforce Plan and  refresh the workforce strategy 
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Objective 3 Lead Director Timescale Quarterly Progress Update

Michael Wright Mar-18

Bob Kirton Mar-18

Mar-18

Richard Jenkins
Heather McNair
Karen Kelly
Michael Wright

Mar-18

Mar-18

Michael Wright Mar-18

Mar-18

Michael Wright
Bob Kirton

Mar-18

Mar-18

Michael Wright
Bob Kirton

May-17

Sept-17

Mar-18

Objective 4 Lead Director Timescale Quarterly Progress Update

Bob Kirton
Karen Kelly

Mar-18

Mar-18

Heather McNair Mar-18

Mar-18

Mar-18

Karen Kelly
Lorraine Christopher

Apr-17

Sept-17

Karen Kelly Mar-18

Mar-18

Emma Parkes Jun-17

Mar-18

Karen Kelly Mar-18

KPIs/Milestones

KPIs/Milestones

Achievement of the £7.8m target

CIP progress reported monthly via Finance and Performance committee.

BFS (BHSS) expansion to include Estates & Facilities and Procurement Staff engagement complete

BFS staff transfer.

Financial target and project milestones achieved

Progress reported monthly via Finance and Performance Committee

Achievement of national benchmarks 

Monitoring through Carter action plan at monthly meetings

£10m deficit plan to be achieved.

FFT positivity rate of 87.5% in all areas:

Respond to 85% formal complaints within agreed timeframe.
Reduce the number of re-opened formal complaints based on 2016-17.

Bi-monthly reporting on progress via Patient Experience Group.
Monthly reporting on achievement via IPR to Quality and Governance Committee.

Achievement of agency cap totals (tbc)

Progress reported monthly via Finance and Performance Committee and the 
Integrated Performance Report (IPR)

Market share for elective work up to 75% by specialty

Maintain RTT (referral to treatment) delivery standard

We will achieve 
our financial plan

Agree approach and plan

Market share targets achieved.

We will be the 
provider of choice 
for care in 
Barnsley and 
beyond

Key actions

Agree design and model

Suites in place in budget and to the timeline.

DNA (did not attend) reduction target achieved

Achievement of programme goals

Achievement of the Trust financial plan and control total

Optimise the use of Service line reporting working with Clinical Business Unit (CBU) teams 
and data.

Outpatients Programme - Phase 2 delivery

GP & Stakeholder engagement plan

Prioritised schedule of deep dive reviews.

Progress reported monthly via Finance and Performance Committee 

Ophthalmology service established Phased plan of delivery to agreed model

Delivery of the £7.8m Cost Improvement Programme (CIP) and income generation schemes

Continuation of controls and actions to ensure reduction in additional spend Trust wide 
including agency

Key actions

Continue to increase elective market share

Provide a good patient experience.  Improve Friends & Family Test (FFT) positivity rate.  

Timely and effective responsiveness to concerns and complaints.

Improve the quality of complaint responses.

Delivery of new minor operating suites to support increased elective activity

Implement Carter recommendations and plan
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Objective 5 Lead Director Timescale Quarterly Progress Update

Tom Davidson Sep-17

Tom Davidson Dec-17

Mar-18

Tom Davidson Nov-18

May-17

June-17

Tom Davidson Aug-17

Tom Davidson Apr-17

Tom Davidson Jun-17

Objective 6 Lead Director Timescale Quarterly Progress Update

Karen Kelly Mar-18

Karen Kelly Aug-17

Karen Kelly
Bob Kirton

Jun-17

Jun-17

Karen Kelly Mar-18

Objective 7 Lead Director Timescale Quarterly Progress Update

Bob Kirton
Richard Jenkins
Karen Kelly

Jul-17

Jul-17

Mar-18

Bob Kirton
Richard Jenkins
Karen Kelly

Mar-18

Mar-18

Mar-18

Mar-18

Mar-18

We will work with 
system partners 
to support the 
delivery of all 
access standards

Medworxx to be used at bed meetings, information reports to clinical teams, reports 
to CCG (Clinical Commissioning Group)

Compliance with national and local targets 

We will ensure 
effective 
partnership 
working to 
provide 
sustainable  
health and care 
services for the 
local population

KPIs/Measures

KPIs/Milestones

KPIs/Milestones

Replace existing system and stop all paper letters 

Replace existing hybrid solutions.

Replace existing paper letter printing process.

Hyper acute stroke consultation outputs and plan

Children's surgery and anaesthesia consultation outputs and plan

Acutely unwell child review

Chemotherapy review 

Sustainable hospital services review

We will make best 
use of existing 
and new 
technology

Commencement of new Intermediate care service

Integrated respiratory service starts

Integrated diabetes care

Work in partnership with the primary care out of hours provider

Develop an improved model and source funding for estates work.

Complete paperless Endoscopy project and roll out to four other specialities .
Endoscopy Feb-May 2017. Gastro June 2017, Cardiology July 2017, Respiratory 
August 2017 .

Replace existing ED system with Lorenzo ED solution

Delivery of all vital signs modules and careflow and pull together a plan for future 
mobile technology benefits for staff and patients

Live in confirmed ward and roll out plan for remaining Trust. Rollout to pilot site 

Rollout to the rest of trust Q4 2017-18.

Achieve 95% access target

Funding Application to be delivered by End of May 2017 including plan. 

Deliver Emergency Dept (ED) Replacement solution

Key actions

Paperless Hospital/ICT strategy

Implement E-Prescribing solution

Optimise and extend hybrid mail project

Cancer plan and performance -  Improve cancer performance in 62 day shared pathways

Key actions

Barnsley plan priorities delivered via Alliance contract and shadow Accountable Care 
Organisation (ACO)

Sustainability & Transformation Plan (STP) activities delivered through the Working Together 
(WT) Vanguard

Deliver mobile strategy

Source external funding - opportunity to receive £5m over 4 years if selected as fast follower 
of digital exemplar programme

Key actions

Achieve 4hr plan and performance

 

Develop and deliver an integrated urgent care model front of house by designing urgent and 
primary care integrated streaming of patients at front of ED
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 17/04/P-14  
 

BoD April 2017: Chairman  
 

SUBJECT: CHAIRMAN’S REPORT 

DATE: APRIL 2017  

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 Jan  2017: Chairman  
 

Subject: CHAIRMAN’S REPORT Ref: BoD 17/04/P-14 
 
1.  INTRODUCTION  

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

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

2.  TRUST POSITION 
2.1 Our financial position continues to improve through very tight controls of our costs and 

an increase in activity. We continue to be on target to meet our control totals 
contributing to the overall NHS savings and to the Sustainability & Transformation 
Plan (STP), and we are one of the few Trusts in the NHS to meet our target, so 
congratulations to all our staff for the work they have done to ensure we are so well 
placed.. Our record on patient safety will continue to give confidence to the population 
of Barnsley and our key stakeholders that care will not be compromised and we will 
continue to improve our current position. I will continue to reiterate this message as I 
think it should be constantly in people’s minds. Whilst we are bringing about our return 
to stability, we will not compromise on quality of care and patient safety.  

2.2 We also continue to give confidence, in difficult circumstances, to our staff that the 
Trust is doing everything it can to improve patient experience and the quality of care 
our patients receive. Our hospital is very busy and it is important that we continue to 
recognise this, and the hard work our staff put in on a daily basis, and pay tribute to all 
our staff for their valued work and their efforts to conceive new ideas to deliver better 
care.  

2.3 We must also continue to be conscious of the ongoing pressures on the hospital, 
including activity and cost improvement plans. It is essential we keep on track to return 
to financial balance whilst protecting the quality of our services for our patients and 
meaningful staff engagement. 

3.  COUNCIL OF GOVERNORS 

3.1 8th March was the latest meeting for the Governors’ Finance and Performance sub-
group. The body of the meeting was taken discussing development proposals for our 
wholly owned subsidiary, BHSS. Francis Patton, Bob Kirton and Michael Wright gave 
feedback on the proposals and answered questions on them. Francis also fed back to 
the Governors on the work of the Finance and Performance committee.  

3.2 On 15th March we held a development session for Governors on the proposals for 
BHSS, where a presentation was given in some depth about the alternatives, and a 
comprehensive discussion and Q&A took place.  

4. NEWS & EVENTS 
4.1 On 1 March, along with Medical Director, I attended the Accountable Care 

Organisation Shadow Board, where agreement on its future shape was progressed, 
with a proposed structure presented, which will be brought to Board today.  

4.2 The Working Together group met on 6 March, where we were updated on progress 
made to date, and also given further information about the direction of travel for the 
STP. At the time of writing we are expecting an announcement by NHS England on 
the progress of STPs, which we will discuss at Board. 
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BoD Apr  2017: Chairman 

4.3 Also on 6 March, a panel of the Remuneration & Terms of Service Committee held 
interviews to appoint an Interim Medical Director.  An appointment was made to 
Dr Simon Enright, who will take up the position after Easter.  

4.4 I attended the launch for news of the development of the Barnsley Town Centre, to be 
called “The Glassworks” on 9 March. 

4.5 On 15 March, the CEO and I met our counterparts at the CCG, where discussions 
continue to bes productive and relationships continue to improve. 

4.6 On 23 March I attended the Finance & Performance Committee as an observer. I am 
thoroughly assured that this committee is well run and gets its business done 
efficiently and effectively. The staff who attend have a granularity of knowledge about 
the business which is first class. 

5. BARNSLEY HOSPITAL CHARITY  
5.1 The generosity of local people and the support for our Charity continues to grow. The 

work done by the charity team is spreading our message throughout the borough and 
this has resulted in continued increase in donations to the Charity, which allows 
continuing to deliver its aims. The latest figures for this financial year were not 
available at the time of writing. 

5.2 January 2017 – £17,860.53 

Donations excluding Tiny Hearts - £7,208.97 

Donations Tiny Hearts – £10,651.56 

February 2017 -£46,245.00 

Donations excluding Tiny Hearts - £3,042.92 

Donations Tiny Hearts - £43,202.08 

Total Donations into charity Since April 2016 =   £456,278.53   

Total Donations excluding Tiny Hearts - £111,987.89 

Total Donations Tiny Hearts - £344,290.64 

Current Balance Tiny Hearts as at = £515,423.12 

 

 
Stephen Wragg 
CHAIRMAN 
April 2017 
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REPORT TO THE BOARD OF  
BARNSLEY HOSPITAL NHSFT REF: BoD 17/04/P-15 
 
SUBJECT:   CHIEF EXECUTIVE’S REPORT 
DATE:          APRIL 2017  

PURPOSE:  

 Tick as 
applicable   Tick as 

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

PREPARED BY: Dr R Jenkins, Interim Chief Executive 
SPONSORED BY: Dr R Jenkins, Interim Chief Executive 
PRESENTED BY: Dr R Jenkins, Interim 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 
 
This report is a brief summary of key meetings and events attended by the interim Chief 
Executive. 

RECOMMENDATIONS 

 
The Board of Directors is asked to receive and note this report. 
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Subject: CHIEF EXECUTIVE’S REPORT Ref: BoD 17/04/P-15 

1. STRATEGIC CONTEXT

1.1 This report is intended to give a brief outline of some of the key activities 
undertaken as Chief Executive since the last meeting and highlight a number of 
items of interest. 

1.2 The items below are not reported in any order of priority 

2. TRANSITION ARRANGEMENTS
During March, Diane Wake and I coordinated our attendance at meetings with future
facing events being directed to me and Diane picking up other meetings. We have had a
series of handover meetings to ensure a smooth transition to the Interim CEO period.

3. SOUTH YORKSHIRE & BASSETLAW SUSTAINABLE TRANSFORMATION PLAN
(STP)
3.1  I attended the STP Collaborative Partnership Board (CPB) timeout on 3rd March, 

a copy of the minutes from that meeting is attached (Appendix i), at which 
organisations confirmed their support to move forwards in partnership pending the 
forthcoming publication of the NHS Delivery Plan expected in late March. The 
CPB also had a business meeting on 17th March. At this meeting the feedback 
received through the public consultations on Hyperacute Stroke and Children’s 
Surgery and Anaesthesia was presented – the executive summary is attached 
(appendix ii). The full published document is available on the following link:
http://www.smybndccgs.nhs.uk/application/files/8914/9070/5777/Independent_Consultation_Analysis_March_201
7.pdf.

3.2 It is understood that the Commissioners will be deciding on the final models for 
both services at the end of May. 

4. SUSTAINABLE HOSPITAL SERVICES REVIEW
Bob Kirton, Karen Kelly and I attended a further meeting of the steering group for this
planned review. An appointment process is ongoing for an independent lead clinician and
a tender process is underway for a ‘secretariat’ to deliver this work through 2017.

5. STP  ELECTIVE AND DIAGNOSTICS STEERING GROUP AND EXECUTIVE GROUP
I chaired the Steering Group and the Executive Group of this STP work stream that was
previously led by Diane Wake. The work plan and associated governance structure is
developing well.

6. VANGUARD RADIOLOGY NETWORK MANAGEMENT GROUP (RNMG)
I Chaired the RNMG on 29th March. Progress has been significant on the planned South
Yorkshire Radiology Academy with the equipment now in place and the initial participants
to commence additional training from September. This will lead to more reporting
radiographers across the region with the intention that at least one BHNFT radiographer is
in the first tranche. The Interventional Radiology on call partnership with Mid Yorkshire
Hospitals is now functioning.

7. ACCOUNTABLE CARE PARTNERSHIP BOARD (ACPB)
The ACPB met on 29th March and the Trust was represented by Bob Kirton and myself.
The main item discussed was the formation of a Shadow Accountable Care Operational
Delivery Board. The purpose of this proposed group is to ensure coordinated delivery of
improvements to some Tier 1 patient services in Barnsley. The Delivery Board is intended 
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to include representation of each partner organisation. The proposal will be developed in 
the light of feedback received with the intention of being approved at the next ACPB 
meeting. 

 
8. A & E DELIVERY BOARD 

Diane Wake chaired this meeting. Discussion was mainly around how best to utilise the 
additional central funds provided to the area for reducing delays to discharge. 

 
9. ‘LEARNING FROM DEATHS’ NHSI NATIONAL EVENT - 21st March 

Janet Dean and I attended this event for Executive and Non-Executive Directors. NHSI 
are requiring trusts to adopt new approaches to reviewing deaths with a much greater 
focus on learning and involving families. It is intended that trusts will start reporting publicly 
on deaths deemed avoidable from Quarter 3 2017-18.  Our mortality review processes are 
being developed in line with the new requirements. The attached letter outlines the 
changes required. Appendix (iii). 

 
10. EXEC TO EXEC MEETING WITH SOUTH WEST YORKSHIRE PARTNERSHIP NHS FT 

(SWYPFT) 
I chaired an exec to exec meeting on 22nd March between BHNFT and SWYPFT. We 
discussed each Trust’s current context and the existing services that we deliver in 
partnership. 

 
11. ‘THE NEXT ACT? ALCOHOL, CANCER, TOBACCO’ CONFERENCE -  24 MARCH 

I attended this excellent conference hosted by Barnsley Metropolitan Borough Council 
(BMBC) on 24th March. Barnsley has a proud record of tackling these issues over many 
years and the Trust’s recent commitment to the Breathe 2025 campaign was well 
received. 

  
12. INTERIM LEADERSHIP ARRANGEMENTS  

12.1 Dr Simon Enright will join the Trust as Interim Medical Director from 18th April but 
will be in attendance on a number of days before formally commencing in post.  

12.2 Mr Bob Kirton will take on the Interim Deputy Chief Executive role for an initial 
period of three months from 3rd April. Mr Jeremy Bannister, Deputy Medical 
Director, will be the Trust’s Responsible Officer for 6 months from 3rd April. 

 
13. CONSULTANT APPOINTMENTS 

I would like the Board to note the following Consultant appointments since the last report: 

• Four Emergency Medicine Consultants – 3 WTE.  
 

14. KEY EXECUTIVE TEAM WORK FOR APRIL  
14.1 Staff Survey timeout to plan improvement actions 
14.2 New approach to Team Brief - additional delivery by Directors in the workplace and 

rotational days for CEO Team Brief to allow a greater range of staff to attend. 
14.3 CEO Blog to help keep staff informed.  
14.4 Development of new ‘Learning from deaths’ policy 
14.5 Ensure early antibiotic delivery for sepsis in the Emergency Department  
14.6 Development of new Quality Improvement Team from existing resources.  
14.7 Feedback sense check sessions to staff on Clinical Strategy prior to approval. 
14.8 Improvement work on 38 day cancer referral pathways.  
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14.9 Deliver improvements to RTT delivery in ophthalmology.  
14.10 Ensure Emergency Care Target improvements continue into Quarter 1. 
14.11 Further refinement of 2017-18 CIP plans. 
14.12 Start a new Medical Pay group to encompass and coordinate existing agency work 

and WLI (waiting list initiative) control work. 
 
 
 
Dr Richard Jenkins 
INTERIM CHIEF EXECUTIVE  
April 2017 
 
 
 
APPENDICES 
 

i) Minutes of STP Collaborative Partnership Board (CPB) timeout on 3rd March 
ii) Executive summary of feedbadk from public consultations on Hyperacute Stroke and 

Children’s Surgery and Anaesthesia  
iii) Letter re “Learning from deaths”: new reporting requirements  
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South Yorkshire and Bassetlaw Sustainability and Transformation Plan 

Collaborative Partnership Board 

13 January 2017, The Birch and Elm Room, Oak House, Rotherham 

Decision Summary 

Ref Item Lead 

1 Minutes of the meetings held 11 November and 16 December 
2016 

02/17 (a) that the minutes of the previous meeting held 11 November 2016 
and 16 December 2016 were ratified to be made publicly available 
subject to amendments recorded 

ALL 

(b) that a query around the Sustainable Hospital Services Review 
terms of reference and research raised at the previous meeting would 
be discussed outside the session 

WILL CLEARY-
GRAY, MIKE 
PINKERTON 

(c) that discussions by the local authorities were still taking place 
around a proposal for focused support in each area.  

LOCAL 
AUTHORITY 
LEADS 

2 Summary update to the Collaborative Partnership Board (CPB)/ 
Transformation funding to support clinical priority areas 

04/17 (a) that the Mental Health and Learning Disabilities and Cancer 
transformation funding bids would cross reference one another 

KATHRYN 
SINGH, JACKIE 
PEDERSON, 
LESLEY SMITH 

(b) that the summary update on next steps, when fully developed, 
would be shared with all for use when updating organsiations 

WILL CLEARY-
GRAY 

(c) that CPB supported the proposal that work would take place on the 
workstreams and priorities to ensure clarity on deliverables, enabling 
the STP to track back what the ask was of the financial gap, working 
with place and having focus on the SYB outputs 

WILL CLEARY-
GRAY 

3 Communications and engagement approach to public 
consultation 

05/17 (a) that an agreed approach on discussions with stakeholders and the 
public on the STP would be taken forward at place level and be 
consistent across the patch 

ALL 

(b) that a draft report on the public consultations for Hyper Acute 
Stroke Services and Children’s Surgery and Anaesthesia would be 
given to the STP CPB in March 2017 

HELEN 
STEVENS 

4 Health, disability and employment 

Appendix (i)
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06/17 (a) that the STP CPB approved the work in principle and further detail 
including baseline metrics would be presented to the STP CPB in due 
course 

GREG FELL 
(CHRIS SHAW) 

5 Healthy lives  

07/17 (a) that the STP CPB committed to aspirations outlined in principle 
requesting that constituent organisations be consulted and a 
considered approach be delivered back to the STP CPB for final 
approval in April/May  
 

GREG FELL 

6 STP governance Terms of Reference (ToR) 
 

 

08/17 (a) that the STP CPB supported the ToR presented   
 

ALL 

7 Workforce Terms of Reference  
 

 

09/17 (a) that the STP CPB supported the ToR and agreed to contribute to 
this work where required.  
 
 

ALL 

8 Social Kinetic 3De proposal  
 

 

12/07 (a) that the STP CPB supported the proposal and would work with 
Social Kinetic 3De on leadership and development at the meeting on 3 
February 2017 
 

ALL  
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South Yorkshire and Bassetlaw Sustainability and Transformation Plan  

 

Collaborative Partnership Board 

 

Minutes of the meeting of 13 January 2017, The Boardroom, 722 Prince of 
Wales Road, Sheffield  

 
Present: 
 
Andrew Cash, South Yorkshire and Bassetlaw STP Lead/Chief Executive, Sheffield Teaching 
Hospitals NHS Foundation Trust  (CHAIR)  
Adrian Berry, Medical Director, South West Yorkshire Partnership NHS Foundation Trust (Deputy for 
Rob Webster, Chief Executive)  
Dominic Blaydon, Associate Director of Transformation, The Rotherham NHS Foundation Trust 
(Deputy for Louise Barnett, Chief Executive)  
Catherine Burn, Director, Voluntary Action Bassetlaw 
Julia Burrows, Director of Public Health, Barnsley Metropolitan Borough Council (Deputy for Diana 
Terris, Barnsley Metropolitan Borough Council) 
Will Cleary-Gray, Director of Sustainability and Transformation, South Yorkshire and Bassetlaw STP 
Jeremy Cook, Interim Director of Finance, South Yorkshire and Bassetlaw STP 
Mike Curtis, Local Director, Health Education England  
Chris Edwards, Accountable Officer, NHS Rotherham Clinical Commissioning Group  
Adrian England, Chair, Healthwatch Barnsley  
Idris Griffiths, Interim Accountable Officer, NHS Bassetlaw Clinical Commissioning Group  
Richard Jenkins, Medical Director, Barnsley Hospital NHS Foundation Trust 
Alison Knowles, Locality Director North of England, NHS England  
Ainsley Macdonnell, Service Director – North Nottinghamshire and Direct Services, Adult Social 
Care, Health and Public Protection, Nottinghamshire County Council (Deputy for Anthony May, Chief 
Executive) 
Richard Parker, Interim Chief Executive, Doncaster and Bassetlaw Hospitals NHS Foundation Trust 
Jackie Pederson, Accountable Officer, NHS Doncaster Clinical Commissioning Group 
Matthew Powls, Interim Director of Commissioning, NHS Sheffield Clinical Commissioning Group 
(Deputy for Maddy Ruff, Accountable Officer)  
Mathew Sandford, Associate Director of Planning and Development, Yorkshire Ambulance Service 
NHS Trust (Deputy for Rod Barnes, Chief Executive)  
Steve Shore, Chair, Healthwatch Doncaster  
Kathryn Singh, Chief Executive, Rotherham, Doncaster and South Humber NHS Foundation Trust  
Paul Smeeton, Chief Operating Executive, Nottinghamshire Healthcare NHS Foundation Trust 
(Deputy for Ruth Hawkins, Chief Executive)  
Lesley Smith, Accountable Officer, NHS Barnsley Clinical Commissioning Group  
John Somers, Chief Executive, Sheffield Children’s Hospital NHS Foundation Trust  
Richard Stubbs, Acting Chief Executive, The Yorkshire and Humber Academic Health Science 
Network  
Kevan Taylor, Chief Executive, Sheffield Health and Social Care NHS Foundation Trust 
Neil Taylor, Chief Executive, Bassetlaw District Council  
Jon Tomlinson, Assistant Director of Commissioning, Doncaster Metropolitan Borough Council 
(Deputy for Jo Miller, Chief Executive)  
Mark Tuckett, Assistant Director of Public Service Reform, Sheffield City Council (Deputy for John 
Mothersole, Chief Executive)  
 
Apologies: 
Louise Barnett, Chief Executive, The Rotherham NHS Foundation Trust  
Des Breen, Medical Director, Provider Working Together Programme 
Frances Cunning, Deputy Director of Health and Wellbeing, Public Health England 
Greg Fell, Director of Public Health, Sheffield City Council  
Ruth Hawkins, Chief Executive, Nottinghamshire Healthcare NHS Foundation Trust 
Richard Henderson, Chief Executive, East Midlands Ambulance Service  
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Sharon Kemp, Chief Executive, Rotherham Metropolitan Borough Council 
Jo Miller, Chief Executive, Doncaster Metropolitan Borough Council  
Leaf Mobbs, Director of Planning and Development, Yorkshire Ambulance Service NHS Trust 
Paul Moffatt, Chief Executive, Doncaster Children’s Services Trust 
Tim Moorhead, Clinical Chair, NHS Sheffield Clinical Commissioning Group  
Simon Morritt, Chief Executive, Chesterfield Royal Hospital NHS Foundation Trust 
John Mothersole, Chief Executive, Sheffield City Council 
Mike Pinkerton, Chief Executive, Doncaster and Bassetlaw Hospitals NHS Foundation Trust  
Maddy Ruff, Accountable Officer, NHS Sheffield Clinical Commissioning Group  
Diane Wake, Chief Executive, Barnsley Hospital NHS Foundation Trust  
Rob Webster, Chief Executive, South West Yorkshire Partnership NHS Foundation Trust  
Janet Wheatley, Chief Executive, Voluntary Action Rotherham 
 
In Attendance: 
Chris Shaw, Director of Health Improvement, Sheffield City Council  
Susan Hird, Consultant in Public Health, Sheffield City Council  
Lynsey Hamilton, Transformation Board Manager, Health Education England  
Helen Stevens, Associate Director of Communications and Engagement, Commissioners Working 
Together  
Janette Watkins, Programme Director, Providers Working Together Programme 
Kate Woods, Programme Office Manager, South Yorkshire and Bassetlaw STP  
 
 
 

Minute 
reference 

Item  Action  

01/17 Welcome and introductions  
The Chair welcomed members.  
 

 

02/17 Minutes of the meetings held 11 November 2016 and 16 
December 2016 
 
The minutes of the meetings held 11 November and 16 December 
were accepted as a true and accurate record subject to the comments 
below and were ratified by the STP CPB. The minutes will be 
published.   
 
Amendments were recorded as: 
 
11 November 2016 minutes: John Somers to be removed from 
apologies list and organisation for Neil Priestley to be amended to 
Sheffield Teaching Hospitals NHS Foundation Trust.  
 
The STP CPB noted that all actions arising from 11 November 2016 
were complete.  
 
Actions outstanding from 16 December 2016 were noted as: 
 
Sustainable Hospital Services Review  
(Item 24/16 refers)  
A query about research raised previously would be discussed outside 
the meeting.  
 
SYB STP resources  
(Item 26/16 refers)  
It was confirmed that discussions by the local authorities were still 
taking place on a proposal for focused support in each area.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
WILL CLEARY-
GRAY, MIKE 
PINKERTON 
 
 
LOCAL 
AUTHORITY 
LEADS 
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03/17 National update from the STP Lead 
 
The STP CPB were updated on a time-out for the STP leads taking 
place in January 2017 and it was anticipated that a further national 
update would be available at this session.  
 
LS updated the group on an STP summit, highlighting a case study 
presented to this group by Simon Stevens. There was also reference 
at the session to ensuring fragmentation between organisations was 
proactively resolved. Discussions had taken place on the challenges 
to come together for the planning of the STP and therefore 
consideration was required around ensuring there was capacity to 
deliver the plans. Discussions had taken place around leading at an 
organisational level as well as leading across the wider footprint to 
underpin the STP and that engaging Councilors as part of the process 
was crucial.  There had been a focus at the session on ensuring 
systems were not “stifled by regulation.”  
 
The group noted that local contracts were signed off, highlighting a 
shift in behaviours between systems and organisations to achieve this 
at such an early stage.  
 
It was anticipated that the direction of travel for the STP would emerge 
shortly and would move from plan to implementation. A delivery 
timetable would be developed collaboratively.  
 
An electronic update would be circulated weekly sharing work and 
best practice within the STP.  
 

 

04/17 Summary update to the Collaborative Partnership Board/ 
Transformation funding to support clinical priority areas 
 
The STP CPB was updated on work within the Mental Health and 
Learning Disabilities and Cancer work streams.  
 
Mental Health and Learning Disabilities 
 
The group noted that a Mental Health and Learning Disabilities 
Steering Group had been established and would review the Case for 
Change and agree next steps for four priority focus areas.  An initial 
meeting of the Mental Health Provider Alliance between RDaSH and 
SHSCT would be held in January. It was noted that capacity had been 
identified as the main risk. 
 
An update on the transformation bid was given: 
 
Integrated IAPT  
 
The purpose was outlined: to expand the IAPT workforce to offer 
psychological therapies to long term conditions pathways and for 
people with medically unexplained symptoms, evidence for highest 
savings from Diabetes, Cardiovascular and Respiratory Disease. This 
supported the five year forward view (FYFV) access target that by 
2020/21, at least 25% of people with common mental health 
conditions could access services each year. The total national funding 
available was highlighted as £20m in 2017/18.  
 
Urgent and Emergency Mental Health Services 
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The purpose was outlined: to pump prime and accelerate existing 
plans to expand acute hospital liaison mental health services so that 
they operate at the required standard within one year of receiving the 
funding. This supported the FYFV target that by 2020/21, all acute 
hospitals would have all-age mental health liaison teams in place, and 
at least 50% of these would meet the required standard service 
standard as a minimum. The total national funding available was 
highlighted as £19m in 2017/18 and 2018/19 and the approach taken 
was outlined to the group.  
 
 
Learning Disabilities – Reducing reliance on specialist inpatient 
care 
 
The purpose was outlined: supporting the implementation of the 
Transforming Care Partnerships three year plans for reforming 
services, in line with Building the Right Support, October 2015.  This 
had included strengthening support in the community and reviewing 
specialist inpatient services . The total national funding available was 
highlighted as £15m in 2017/18 and £15m in 2018/19.  
 
Reduction in children placed away from their home and local 
community 
 
The purpose was outlined: providing Positive Behavioural Support 
based services for children to improve support for children and young 
people that display behaviour that challenges and prevents escalation 
and the need to be looked after away from home. The total national 
funding available was highlighted as £1m in 2017/18 and 2018/19.  
 
Cancer 
 
The STP CPB was asked to note that the current process covered 
2017/18 and 2018/19 only. Colleagues from the South Yorkshire, 
Bassetlaw and North Derbyshire Cancer Alliance member 
organisations had supported the development of the Delivery Plan and 
Transformation Fund Bid. A draft Delivery Plan and bid was supported 
in principle by the Cancer Alliance Board. The Delivery Plan added to 
the next level of detail onto the work undertaken by the STP Cancer 
work stream. Includes funding to support the Cancer Alliance in 
2017/18 & 2018/19. 
 
An update on the transformation bid was given: 
 
Cancer Transformation fund bids 
 
Early Diagnosis 
 
The purpose of the bid was outlined: the funding would be to support 
the interventions on early diagnosis in the Cancer Alliance delivery 
plan. The bid proposed a package of interventions.  
 
Recovery package  
 
The purpose of the bid was outlined: existing funded Living With And 
Beyond Cancer programme with Macmillan and all localities within our 
Cancer Alliance footprint and therefore the bid focused on integrating 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Pack pg 179



7 

 

 

‘electronic holistic needs assessments’ into existing Trust systems.  
 
In response to a query, it was confirmed that the early diagnosis bid 
would be focused on reducing inequalities and to move the Cancer 
Alliance agenda forward.  
 
It was agreed that the Mental Health and Learning Disabilities and 
Cancer bids would cross reference one another, acknowledging the 
work to be done.   
 
 
Diabetes 
 
The STP CPB noted that the bids were being developed locally. The 
bids being submitted were structured into four components; education, 
NICE treatment targets, multi-disciplinary foot care teams, and 
inpatient specialist nursing services. There were links between places 
for some elements of the bids.   
 
All transformation bids would be submitted on behalf of SYB by the 
STP PMO by 18 January 2017 (IAPT bid due 25 January 2017).   
 
As part of a general update, the STP CPB noted key next steps for the 
coming months.  The group was reminded of the approach taken to 
develop the STP, and how this had been worked through in terms of 
the STP process. The themes and priorities of the STP were 
highlighted, using place plans and the submission of the STP.  An 
outline on establishing the workstreams was delivered. Collaborative 
programmes, projects and the task and finish groups were outlined, 
showing where there was a clearly defined project and programme to 
deliver and where this was under development that would change and 
evolve.  
 
The group was invited to comment.  
 
In response to a query around demonstrating place on the diagram, it 
was confirmed that place colleagues had been asked to overlay 
workstream information with local work taking place alongside the 
work of across SYB. Strategic direction and coordination would take 
place at SYB level for those workstreams for those workstreams that 
SYB coordinate for whole system delivery. The presentation would be 
developed further to reflect this.  
 
In response to a query around community integration, it was confirmed 
that the programmes outlined in the presentation to STP CPB were 
collaborative, connecting with place. Discussions would be required 
around what was taking place at South Yorkshire and Bassetlaw level 
and local.  
 
Key outputs over the past year were highlighted to the STP CPB, 
including the STP, Commissioning Intentions, the cases for change, 
the implementation plan, and place plans. 
  
System wide objectives were noted by the STP CPB.  
 
An update was given on the financial strategy noting triangulation 
between the financial plans submitted in December and the STP 
submitted in October 2016. Changes in assumptions were outlined to 

 
 
 
 
 
 
KATHRYN 
SINGH, JACKIE 
PEDERSON, 
LESLEY SMITH  
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the group which may reflect increased financial risk, noting 
deterioration in the underlying position, Clinical Commissioning Group 
(CCG) allocation adjustments to reflect changes in national tariff and 
identification rules, non-recurrent income not reflected in control totals, 
that clinical negligence scheme for trusts premium increases may not 
be cost neutral as assumed in the STP plan, that financial plans 
between commissioners and providers may not be aligned, and the 
delivery risks on provider Cost Improvement Programme plans and 
commissioner Quality, Innovation, Productivity and Prevention plans.  
 
It was proposed that work would take place on the workstreams and 
priorities to ensure clarity on deliverables, enabling the STP to track 
back what the ask was of the financial gap, working with place and 
having focus on the SYB outputs. This was supported.   
 
Work was also taking place around how the STP would develop as a 
whole system. Workshops had taken place around how this would 
happen. There existed already cross-working between collaboratives. 
A proposal would be taken to both programme boards to set out how 
to best align the delivery teams to support the STP.  
 
The STP CPB noted that the current meeting schedules would be 
readdressed. Work would take place around this and a proposal given 
to the group.  
 
It was agreed that the narrative presented was helpful and would be 
used to update organisations across the patch. This would be further 
developed and circulated.  
 
The presentation would also be circulated in its current format for 
information.  
 

 
 
 
 
 
 
 
 
 
 
WILL CLEARY-
GRAY 
 
 
 
 
 
 
 
 
 
 
 
 
 
WILL CLEARY-
GRAY  
 
 
KATE WOODS 

05/17 Communications and engagement approach to public 
consultation 
 
HS updated the STP CPB on work undertaken with communication 
and engagement colleagues across the partnership. The group had 
been developing the shape of discussions with the public. An 
approach and principles had been agreed. The STP CPB noted these: 
 

• That this must be an open conversation 

• That the difficult issues faced should be outlined and ask for 

views and what is important 

• That public conversations would be led by Healthwatch and the 

voluntary sector, with commissioner support 

• That staff conversations would be led by provider teams, with 

STP support 

• That political conversations would be led by STP partners, with 

STP support 

• That these discussions would happen at place level.  

The governance approach for this was outlined; a task and finish 
group to be established made of representatives from all areas, co-
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creating the plan and timelines. A report would be delivered to the 
STP CPB in April 2017.  
 
It was agreed that actions at local level must be cohesive and 
consistent.  
  
In response to a query, it was confirmed that discussions and 
engagement with members would take place in February 2017. 
 
An update was given on the HASU and Children’s Services 
consultation. A piece of work had been undertaken at the midpoint of 
the consultation, and as a result of the outcomes of this review, the 
deadline had been extended to 14 February. At the end of this 
process, an independent analysis would take place to show key 
themes and feedback. The draft report would be given to the STP 
CPB and Joint Healthy Overview and Scrutiny Committee before 
being taken to the Joint Committee of Clinical Commissioning Groups.   
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
HELEN 
STEVENS  

06/17 Health, disability and employment 
 
The STP CPB noted the data presented around the numbers of 
unemployment across the patch and the landscape across the city 
region and that initiatives were taking place across the city region/city. 
Money was available across the city region and what was required 
now was coordination and potentially to collaborate.  
 
The STP CPB was invited to comment.  
 
It was noted that two elements that would impact on health were 
employment and cessation of smoking.  
 
A request was made to ensure links were made to the workforce 
workstream, particularly around possibilities with apprentices.  
 
It was highlighted that discussions and engagement with employers 
was crucial to ensure occupational health services were utilised 
appropriately in organisations.  
 
It was noted that access to support must be simplified and links to 
IAPT for this was important.  
 
The STP CPB approved this work in principle. Further detail including 
baseline metrics would be brought back to the STP CPB.   
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
GREG FELL  
(CHRIS SHAW) 

07/17 Healthy Lives 
 
The STP CPB noted the Healthy Lives workstream related to three 
elements; scaling up primary care, workforce and healthy lifestyles. A 
key recommendation for this was employment and smoking. The STP 
was asked to sign up to a 10% prevalence for smoking in SYB. Detail 
around work that all could collaborate on was also highlighted.  
 
The group was invited to comment.  
 
It was highlighted that the 10% prevalence target felt ambitious. The 
timescale was confirmed as 5 years.  
 
In response to a query it was confirmed that the resource 
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requirements for this work had been included in the STP plan.  
 
It was commented that there was work that acute providers could do 
to support this.  
 
A discussion took place around smoking and mental health and that 
the work needed to align with the MH workstream to change the 
prevalence trend.   
 
The STP CPB committed to aspirations outlined in principle requesting 
that constituent organisations be consulted and a considered 
approach be delivered back to the STP CPB for final approval in 
April/May. 
 

 
 
 
 
 
 
 
 
 
GREG FELL 
 
 
 

08/17 STP governance terms of reference  
 
The STP CPB was sighted on detail of the establishment of the 
Governance Group. Two initial pieces of work were agreed at the first 
meeting; to draft out the terms of reference (ToR) and to produce a 
summary of the governance as it currently existed and to work with 
boards and members to consider what future governance could look 
like. Two gaps were noted in membership for Local Authority and 
Medical Director representation which would be considered further.  
 
A discussion took place, noting that Neil Riley was linked to this work 
with experience in his previous role of board secretary.  
 
The STP CPB supported the ToR.   
 

 

09/17 Workforce terms of reference  
 
The STP CPB were updated on the Local Workforce Action Board 
which had a programme of work established. A briefing would be 
developed, giving a comprehensive overview of the workforce 
landscape. A briefing would then be delivered to the board in 3-4 
months time. A workstream lead was required. HEE would fund this. 
Business intelligence would be provided by HEE but links would be 
required locally.  
 
The STP CPB supported the ToR and agreed to contribute to this 
piece of work where required.  
 

 

10/17 Independent review of hospital services 
 
The STP CPB were updated on the progress around the Sustainable 
Hospital Review, noting the draft ToR had been agreed, steering 
group membership was being established and that the first meeting 
was taking place 7 February 2017. A project plan was being 
developed as well as a business case to engage support from NHS 
England and NHS Improvement. 
 
In response to a query, it was noted that an initial task of the steering 
group would be to define what sustainable services would mean.  
 
It was confirmed that the amendments to the TOR in light of 
discussions at the previous meeting around researched were 
accepted.  
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An update would be given at the next meeting. 
 

11/17 Review of commissioning 
 
The STP CPB were updated on the review of commissioning, noting 
that an external consultancy would be engaged to work with CCGs 
and that a fuller scope would be developed. A senior commissioning 
operations group would be established, the first meeting of which was 
taking place 13 January. The ambition outlined was for shadow 
commissioning arrangements to be in place by April 2017, aligning 
with the pace of the hospital services review.  
 

 

12/07 Social Kinetic 3De proposal  
 
The group was updated on a meeting that had taken place around the 
leadership work with Social Kinetic and the proposal was that the STP 
CPB would engage with this group and utilise a future meeting to start 
this work.  
 
The STP CPB supported taking this work forward.  
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1 Executive summary 

Background to the consultation 

Commissioners Working Together (CWT) is a collaborative of eight clinical commissioning 

groups (CCG) and NHS England across South and Mid Yorkshire, Bassetlaw and North 

Derbyshire.  

CWT works with all local hospitals and care providers, staff and patient groups to understand 

how best to ensure that everyone experiences the highest quality and safest services possible 

across the region’s combined population of 2.8 million people. 

In 2016, CWT carried out a review of children’s surgery and anaesthesia services and hyper 

acute stroke services across the region. Pre-consultation engagement took place between 

January – April 2016 as part of this review, during which CWT gathered the views of key 

stakeholders, including patients and the public, to inform plans for the future of services. 

Following this engagement, CWT proposed changes for both children’s surgery and anaesthesia 

and hyper acute stroke services that aim to use what is available in the best possible way to get 

the best services for everyone.  

For children’s surgery and anaesthesia, three options have been developed and put forward for 

consideration, including CWT’s preferred option. For hyper acute stroke services, one option has 

been developed and put forward for consideration. 

The consultation to get the views of patients, public and others with an interest in these issues 

was launched on 3 October 2016 and ran until 14 February 2017. The original closing date for 

the consultation of 20 January 2017 was extended to take account of the Christmas period and 

to allow as many people as possible to take part in the consultation. 

This report is an independent analysis of the responses to the consultation received during this 

period. 

The consultation process  

The following channels were provided for people to respond to each of the consultations 

throughout the consultation period:  

• Online consultation questionnaireOnline consultation questionnaireOnline consultation questionnaireOnline consultation questionnaire hosted on the Commissioners Working Together 

website http://www.smybndccgs.nhs.uk. The survey included some closed questions to 

measure levels of support around the service options proposed and a number of open 

questions around the proposals to allow respondents to express views in their own 

words. Information about demographics and the context in which people were 

responding to the consultation were also asked for sub-group analysis.  
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• Paper surveys Paper surveys Paper surveys Paper surveys were also available which contained the same questions as the online 

survey with a freepost return option. There were no requests for translation into 

additional languages. Easy Read versions of the survey were also available but none 

were returned.  

• MMMMeetings eetings eetings eetings and events and events and events and events – a number of public events, stakeholder meetings, staff 

meetings and discussion groups    were held during the consultation period. 

• SubmissionsSubmissionsSubmissionsSubmissions in the form of letters and petitions could be submitted to the consultation 

by post or by email. Oral submissions could also be given by phone. 

• Representative telephone survey Representative telephone survey Representative telephone survey Representative telephone survey ––––    a telephone survey of 740 local residents, broadly 

representative by geography and demographics, was conducted across South and Mid 

Yorkshire, Bassetlaw and North Derbyshire.    

• Online poll Online poll Online poll Online poll –––– a mid-point analysis of the consultation process highlighted the 

complexity of the narrative on the proposals and the difficulty in engaging people on 

the issues.  A short online poll was made available on the Commissioners Working 

Together website and via social media and e-bulletins published via partners to allow 

people to make their views known in a simpler way.     

A total of 1109 responses were received for the consultation to change hyper acute stroke 

services and 1268 responses for the consultation to change children’s surgery and 

anaesthesia services. The number of responses received from different channels, for each 

consultation, is shown in Table 1. A number of respondents contributed to both 

consultations. In Table 1, where it is known that a single response covers both consultation 

issues, this is indicated by an asterisk *. For a full list of local groups where the proposals 

were discussed and individual survey responses encouraged, see section 6 of this report. 

Table Table Table Table 1111: Nu: Nu: Nu: Number of consultation responses by channel and by consultationmber of consultation responses by channel and by consultationmber of consultation responses by channel and by consultationmber of consultation responses by channel and by consultation    (* shows where one response (* shows where one response (* shows where one response (* shows where one response 

covers both consultation issues)covers both consultation issues)covers both consultation issues)covers both consultation issues)    

Consultation channel Hyper acute stroke services 
responses 

Children’s surgery and 
anaesthesia services 

responses 

SSSSurveysurveysurveysurveys 

Consultation survey – online 282 405 

Consultation survey – paper 58 83 

Telephone survey 740* 740* 

Written Written Written Written and telephone and telephone and telephone and telephone submissionssubmissionssubmissionssubmissions 

Submissions from individuals 6 (2*) 3 (2*) 

Submissions from organisations and elected representatives 

Barnsley Hospital 1* 1* 

Chesterfield Royal Hospital  1 

Dan Jarvis MP    1*    1* 
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Consultation channel Hyper acute stroke services 
responses 

Children’s surgery and 
anaesthesia services 

responses 

Doncaster and Bassetlaw 
Teaching Hospitals NHS 

Foundation Trust 

1* 1* 

Barnsley Save Our NHS 1* 1* 

Sheffield Teaching Hospitals 
NHS Foundation Trust 

1  

The Rotherham NHS 
Foundation Trust 

1* 1* 

Meetings (including focus groups, public and stakeholder meetings)Meetings (including focus groups, public and stakeholder meetings)Meetings (including focus groups, public and stakeholder meetings)Meetings (including focus groups, public and stakeholder meetings) 

Public meetingsPublic meetingsPublic meetingsPublic meetings    (NHS facilitated)(NHS facilitated)(NHS facilitated)(NHS facilitated)    

Sheffield 1  

Barnsley 1* 1* 

North Derbyshire and Hardwick 
(stroke centre) 

1  

Doncaster 1* 1* 

Bassetlaw 1* 1* 

Goldthorpe 1* 1* 

Matlock  1 

Penistone 1* 1* 

Engagement outreach and local groupsEngagement outreach and local groupsEngagement outreach and local groupsEngagement outreach and local groups    

Speak Up Self Advocacy 
group (Rotherham) 

1* 1* 

PPG Kiveton (Rotherham) 1* 1* 

Older People’s Forum 
(Rotherham) 

1* 1* 

Stroke Café (Rotherham) 1  

Parent and carer group 
(Rotherham) 

 1 

Newbold School 
(Chesterfield) 

 1 

Highfield School (North 
Derbyshire and Hardwick)  

 1 

Outpatients visits, 
Chesterfield Royal Hospital  

 11 

Mother & Toddler Group, St 
Thomas’ Centre, 
Chesterfield 

 2 

Nightingale Ward, 
Chesterfield Royal Hospital 

 1 

Focus groupsFocus groupsFocus groupsFocus groups    

Barnsley Together AGM 1* 1* 

Barnsley Mencap 1* 1* 

Age UK (Barnsley) 1  
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Consultation channel Hyper acute stroke services 
responses 

Children’s surgery and 
anaesthesia services 

responses 

BME Young People and 
Carers Group (Rotherham) 

1* 1* 

BME discussion group 
(Doncaster) 

1* 1* 

PetitionPetitionPetitionPetition 

https://you.38degrees.org.uk/p
etitions/save-barnsley-s-
specialist-stroke-service  

(5022 signatures) 

1  

https://you.38degrees.org.uk/p
etitions/keep-children-s-
surgery-and-anaesthesia-
services-at-barnsley-hospital  
(785 signatures) 

 1 

TOTALTOTALTOTALTOTAL    1109110911091109    1268126812681268    

 

Headline findings  

For the children’s surgery and anaesthesia services consultation, three options have been 

developed and put forward for consideration, including CWT’s preferred option. For the hyper 

acute stroke services consultation, one option has been developed and put forward for 

consideration. 

Attitudes towards the proposals in each of these consultation areas were consistent across the 

different ways in which people responded so are summarised thematically by service area 

below. 

Children’s surgery and anaesthesia services 

Respondents were asked whether they agreed or disagreed with the proposal to change the 

way children’s surgery and anaesthesia services and were asked to explain the reasons behind 

their expressed view. 

Table 2 shows that respondents tend to agree with the proposed changes (63% of telephone 

survey respondents agree and 43% of self-selecting survey respondents agree). However, there 

are over a third of self-selecting respondents (39%) who disagree with the proposals compared 

to 13% of randomly selected telephone survey respondents.  
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Table Table Table Table 2222: 'Do you agree or disagree with our proposal to change the way we provide children's surgery and : 'Do you agree or disagree with our proposal to change the way we provide children's surgery and : 'Do you agree or disagree with our proposal to change the way we provide children's surgery and : 'Do you agree or disagree with our proposal to change the way we provide children's surgery and 
anaesthesia services?' (By survey channel)anaesthesia services?' (By survey channel)anaesthesia services?' (By survey channel)anaesthesia services?' (By survey channel)    

 
Consultation survey  

Respondents    
Telephone survey 

Respondents    

ActualActualActualActual    %%%%    ActualActualActualActual    %%%%    

AgreeAgreeAgreeAgree    210 43% 466 63% 

DisagreeDisagreeDisagreeDisagree    190 39% 98 13% 

Don't knowDon't knowDon't knowDon't know    86 17.6% 176 24% 

Did not respondDid not respondDid not respondDid not respond    2 0.4% 0 0% 

TotalTotalTotalTotal    488 100% 740 100% 

Higher levels of disagreement tend to come from Barnsley, Bassetlaw, Wakefield, North 

Derbyshire and Hardwick. All of these areas are particularly impacted by proposed changes to 

Barnsley Hospital and Chesterfield Royal Hospital. 

People were asked which of the options they preferred through a closed question and to 

explain their reasons why through an open question. 

Table 3 shows that almost one in four consultation survey respondents (23%) did not agree 

with any of the options. 42% of these support option 1. Conversely, with telephone survey 

respondents, 64% state that option 2 is their preferred option. This is also the preferred option 

of CWT.  

Table Table Table Table 3333: : : : ‘‘‘‘Which of our proposed optionsWhich of our proposed optionsWhich of our proposed optionsWhich of our proposed options    do you prefer?' (By survey channel)do you prefer?' (By survey channel)do you prefer?' (By survey channel)do you prefer?' (By survey channel)    

 
Consultation survey  

Respondents    
Telephone survey 

Respondents    

Preferred option  Actual % Actual % 

Option 1 203 42% 248 34% 

Option 2 154 32% 475 64% 

Option 3 18 4% 17 2% 

None of these 109 23% 0 0% 

Total 484 100% 740 100% 

 

Hyper acute stroke services 

Respondents were asked whether they agreed or disagreed with the three centre option to 

change the way hyper acute stroke services were provided.  

Table 4 shows that there is mixed response to this question. 54% of self-selecting consultation 

survey respondents disagree with this option and 50% of telephone survey responses agree 

with it.  
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Table Table Table Table 4444: 'Do you agree or disagree with the three centre option to change the way we provide hyper acute : 'Do you agree or disagree with the three centre option to change the way we provide hyper acute : 'Do you agree or disagree with the three centre option to change the way we provide hyper acute : 'Do you agree or disagree with the three centre option to change the way we provide hyper acute 

stroke services?' (By survey channel)stroke services?' (By survey channel)stroke services?' (By survey channel)stroke services?' (By survey channel)    

 

Consultation survey  

Respondents    

Telephone survey 

Respondents    

ActualActualActualActual    %%%%    ActualActualActualActual    %%%%    

AgreeAgreeAgreeAgree    136 40% 373 50% 

DisagreeDisagreeDisagreeDisagree    185 54% 249 34% 

Don't knowDon't knowDon't knowDon't know    19 6% 118 16% 

TotalTotalTotalTotal    340 100% 740 100% 

There are high levels of support for the three centre option in Doncaster and North Derbyshire 

and Hardwick (which cover hospitals where the hyper acute stroke services are being proposed). 

There is low level of support for this option in the Barnsley CCG area. 

Concluding comments 

As with all public consultations, the response cannot be seen as representative of the 

population but it is representative of interested parties who were made aware of the 

consultation and were motivated to respond. The telephone survey was undertaken with a 

randomly selected and representative cross-section of residents to ensure that the consultation 

process accurately captured the views of the wider population of South and Mid Yorkshire, 

Bassetlaw and North Derbyshire. However, while each of the options was explained to 

respondents, it must be noted that only 7% of respondents had heard of the children’s surgery 

and anesthesia services consultation, and 6% of the hyper acute stroke services consultation. 

Only 5% of respondents had read at least one of the consultation documents before 

responding to the questionnaire. This should be borne in mind when comparing their responses 

with consultation survey respondents who have actively chosen to take part in the consultations 

because they have an interest in it.  

A consistent picture emerges from the different strands of the consultation. There is mixed 

support for the proposals outlined in the consultation document including the preferred options 

for the purpose of the consultation. Potential changes to services, particularly where loss of 

services are involved, understandably cause apprehension among those who may be affected. 

There has been clear and vocal opposition where this is potentially the case (for example, in the 

Barnsley area). The main concern highlighted across all consultation strands is the impact on the 

ability for patients and families to access high quality care closer to home if specialised centres 

are introduced.  

It is important to recognise that the outcomes of the consultation process will need to be 

considered alongside other information available about the likely impact of each of the 

proposed options. The purpose of this analysis is to explain the opinions and arguments of 
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those who have responded to the consultation but it is not to recommend any option or 

variations of these options. In their deliberations, the members of CWT, as the Joint Committee 

of Clinical Commissioning Groups, will review the evidence and considerations that have 

emerged during consultation while also taking account of all the other relevant evidence that 

will help them make their final decisions.  
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Date: 
22 February 2017 

To: 
Medical directors of acute, mental health and 
community foundation trusts and NHS trusts 

Dear colleagues, 

Learning from Deaths 

In December last year, the Care Quality Commission published its review Learning, 
candour and accountability: A review of the way NHS trusts review and investigate 
deaths of patients in England. In response, the Secretary of State accepted the 
reports’ recommendations and made a range of commitments to improve how the 
NHS learns from reviewing the care provided to patients who die.  

This letter gives an initial indication of what these commitments mean for Trusts and 
Foundation Trusts, including new requirements that will come into effect from April 
this year. It is a reminder that in some areas, providers will need to make 
preparations now to be ready to fulfil their new responsibilities from April.   

Fundamental to the commitments are strengthened governance and capability, 
increased transparency through improved data collection and reporting, and better 
engagement with families and carers. This letter covers each of these and concludes 
with next steps and further tools that will be available to support implementation by 
NHS Trusts and Foundation Trusts. A non-executive director along with an executive 
director responsible for mortality have been invited to a national Learning from 
Deaths conference on 21 March to discuss this agenda and to input into further 
development of guidance and associated tools. 

Learning from the care provided to patients who die is, of course, a key part of 
clinical governance and quality improvement work. These new requirements are 
designed to complement your existing approaches, introducing minimum standards 
and reporting in some areas but not seeking to replace current good practice.  

These new requirements are part of a broader programme of initiatives on learning 
from the care provided to patients who die that flows from the Secretary of State’s 
commitments. This programme will be rolled out over the coming year, and will 
include new guidance, training and processes, the most immediate of which are 
covered in the last section of this letter.  

Governance and capability 

To fulfil these new expectations Trusts will need to adapt governance 
arrangements and processes to accommodate the review and reporting of deaths, 

Appendix (iii)
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including those that are assessed as having been more likely than not to have been 
caused by problems in care, as well as sharing and acting upon the learning derived 
from this process.  
 
An important early step is for each Trust or Foundation Trust to identify an executive 
director to take responsibility for this agenda and a non-executive director to be 
responsible for oversight of progress. Executive directors responsible for leading on 
mortality and non-executive directors responsible for quality oversight are likely to be 
well-placed to take on these responsibilities.  

 
Providers should also review skills and training required to support this agenda. 
For example, this should include ensuring that staff reporting deaths have 
appropriate skills through specialist training to review and investigate deaths 
associated with problems in care. The Royal College of Physicians has been 
commissioned to provide training in case record review skills to all acute NHS 
providers and more information on this will be provided in due course. 
 
The Care Quality Commission’s report stressed the importance of how providers 
engage with bereaved families and carers, including enabling more effective 
learning from the care provided to their loved ones. Further guidance on this is being 
developed. In the meantime, Trusts and Foundation Trusts should ensure that they 
have appropriate engagement processes in place so that families and carers receive 
candid, sensitive and timely communications in the event of a family member’s 
death, and are invited to express any concerns about the care their loved one 
received.   
 
Improved data collection and reporting  
 
From April, NHS Trusts and Foundation Trusts must collect and publish, on a 
quarterly basis, specified information on deaths, including those that are 
assessed as more likely than not to be due to problems in care, and evidence of 
learning and action  that is happening as a consequence of this information: 
 

 This should cover the total number of the provider’s in-patient deaths, the 
subset of these that the provider has subjected to case review and, following 
application of the Structured Judgement Review methodology, estimates of 
how many deaths were thought more likely than not to have been related to 
problems in care. 

 A full version of the Structured Judgement Review methodology under 
development by the Royal College of Physicians will be provided to you as 
part of more detailed guidance, for imminent publication. This will be 
accompanied by a suggested dashboard.  

 The data in the dashboard should be collected and published on a quarterly 
basis together with relevant qualitative information, interpretation of the data, 
and what learning and related actions your organisation has derived from it.  

 This data should be collected from April for an initial quarterly publication in 
June. Our suggested best practice in publication would be a paper and an 
agenda item to a public Board meeting in each quarter. 
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Forthcoming changes to the Quality Accounts regulations will require these data to 
be summarised in your Trust’s June 2018 Quality Accounts. This will need to include 
an assessment of the impact of actions that your Trust has taken as a result of the 
information that you have collected.  
 
To underpin this improved data collection and reporting each Trust and Foundation 
Trust should publish its policy for undertaking case record reviews. We would 
expect this policy to be aligned with the Structured Judgement Review methodology. 
 
For mental health and community trusts, this guidance should be used as a starting 
point, but will require adaptation to reflect patient and clinical circumstances. Further, 
imminent guidance from the National Quality Board, see below, will include more 
detail on how adaptations can be made. Case reviews of patients with learning 
disabilities should also be aligned with guidance developed as part of the Learning 
Disabilities Mortality Review (LeDeR) Programme. 
 
In particular, your organisation’s policy should include its approach in the following 
areas: 

 

 Definition of the total number of deaths in scope for case review. Some 
people die shortly after having been in-patients but the circumstances of their 
death should still be subject to case review where possible. Trusts will need to 
set out which of these deaths should be in scope of their policy. A minimum 
suggestion for acute organisations would be all in-patients, plus Emergency 
Department cases.  
 

 Selection of deaths for case review. Providers continue to have flexibility to 
set their own policy, but in response to the Commission’s report there should 
be some standardisation of approach. At a minimum, policies should require 
reviews of the following cases:  
 

o All deaths where family, carers or staff have raised a concern about the 
quality of care provision;  
 

o All deaths of those who are identified to be significantly disadvantaged, 
particularly all deaths of those with Learning Disabilities and all deaths 
of those identified with severe mental illness; 
 

o All deaths in a service specialty, particular diagnosis or treatment 
group, where an ‘alarm’ has been raised with the Trust through 
whatever means. For example, via a Hospital Standardised Mortality 
Ratio (HSMR) elevated mortality alert, concerns raised by audit work or 
by the Care Quality Commission or another regulator; 
 

o All deaths of patients subject to care interventions from which a 
patient’s death would be wholly unexpected, for example in relevant 
elective procedures; 
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o Deaths where learning will inform the organisation’s existing or planned 
improvement work, for example if work is planned on improving sepsis 
care, relevant deaths should be reviewed, as determined by the Trust; 
 

o A further sample of other deaths should be selected that do not fit the 
identified categories, to ensure Trusts can take an overview of where 
learning and improvement is needed most overall. This does not have 
to be a random sample, and could use practical sampling strategies 
such as taking a selection of deaths from each day of the week. 

These minimum requirements add to, rather than replace existing requirements for 
Trusts to undertake case reviews for specific groups of patient deaths. 
 
Fit with existing processes 
 
Each provider’s response to any findings from case record reviews must be coordinated 
within existing clinical governance processes. This will not only ensure this information is 
not viewed in isolation and that any local response is considered in the round, it will also 
mean that information on safety issues generated via case record review will be fed into 
existing local risk management systems and onwards to the National Reporting and 
Learning System.  
 
Specifically, where case record review identifies a problem in care that meets the 
definition of a patient safety incident (any unintended or unexpected incident which could 
have or did lead to harm to one or more patients receiving NHS care) this should be 
reported via local risk management systems to the National Reporting and Learning 
System (NRLS).  
 
All patient safety incidents reported as resulting in death or severe harm to a patient are 
clinically reviewed by the national patient safety team to determine if there are 
implications for national learning and if a response is appropriate. More information on the 
national process is available at https://improvement.nhs.uk/resources/patient-safety-
alerts/.  
 
All Serious Incidents that are patient safety incidents and are identified via case record 
review should be reported to the NRLS for the same reason. 
 
Next steps, including further tools  
 
To support Trusts on this agenda, a range of further tools will be made available over 
coming months: 

 

 Guidance from the National Quality Board on learning from deaths. This 
will set out expectations of NHS Trusts and Foundation Trusts, advise on the 
role of their non-executive directors to challenge boards about mortality 
governance and the reporting of deaths due to problems in care, and provide 
tools and resources. These will include the Royal College of Physicians 
Structured Judgement Review case note methodology and the reporting 
dashboard.  This national framework will be published in March in time for the 
Learning from Deaths conference.   
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 A training programme for all Trusts is planned to support the roll out of the 
Royal College of Physicians Structured Judgement Review case note 
methodology. From April, the Healthcare Safety Investigation Branch and 
Health Education England will engage with relevant system partners, families 
and carers, and staff to understand broader training needs and develop 
approaches to ensuring that staff have the capability and capacity to carry out 
good investigations of deaths, with a focus on these leading to improvements 
in care. 
 

 Further guidance on how Trusts should support bereaved families and 
carers, setting standards for local services on the information to be offered – 
for example, how and when families may be contacted about investigations, 
what local support is available, what to expect when services have identified 
the death as complex or needing an independent investigation so potentially 
involving longer timeframes and multiple agency involvement, and how this 
will be communicated, nationally and locally.  

The national Learning from Deaths conference on 21 March this year is an 
opportunity for us to discuss implementation of these new commitments and 
requirements. We look forward to your engagement on these critical issues, which 
will be used to further develop guidance and associated tools. 
 
This letter is intended to alert you to a forthcoming set of expectations. We are 
however, well aware of current pressures on you, your staff and your services and 
thank you for your continued commitment and support.  
 
 
Yours sincerely, 
 

 
 
Dr Kathy McLean      Professor Sir Mike Richards 
Executive Medical Director     Chief Inspector of Hospitals 
NHS Improvement       Care Quality Commission 
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 17/04/P-16  
 
SUBJECT:   QUARTERLY COMMUNICATIONS REPORT 
DATE:          April 2017  

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: Richard Jenkins, Interim 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 
• Membership 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 ratify the novation of contract in relation to the Trust membership 
database, as outlined in section 2.5 of this report.    
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Subject: QUARTERLY COMMUNICATIONS REPORT Ref: 17/04/P-16 
 
1. STRATEGIC CONTEXT 

 
1.1 This report provides the Board with an overview of communications and stakeholder 

engagement activity from January to April 2016/17 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 which 
has been positive in the main. 

 
2.2.  The Trust, together with key partners, has adopted a strategic approach to ensuring 

system-wide, relevant messages are delivered in a timely and planned manner.  The 
Director of Marketing & Communications represents the Trust in regional and local 
engagement work streams for the STP, ACO and local plan.  

 
2.3 Much of the communications activity in the quarter has focused on the plans the 

Barnsley facilities Services (BFS), the wholly own subsidiary of Barnsley Hospital 
NHS Foundation Trust. Intensive internal communications support has ensured staff 
are briefed and have the opportunity to raise questions in a variety of ways.  
Externally, messages have been communicated to stakeholders and the Trust has 
initiated its media strategy in recent weeks.   

 
2.4 The changes to Senior Leadership at CEO and Medical Director roles have been 

proactively managed, ensuring the celebration and farewells to departing CEO Diane 
Wake, combined with announcements welcoming the interim positions of CEO, 
Deputy CEO and Medical Director.  

 
2.5   CHKS, the providers of the Trust membership database, have withdrawn from the 

market and offered to transfer the current contract to MES, the national leader in this 
field.   MES offered the opportunity to transfer the contract and secure an extension at 
existing prices.   Having reviewed this with the Director of Finance and Head of 
Procurement, the Trust has agreed to the MES offer.  As this included a novation of 
contract, the Trust Seal was affixed under signature of the Chairman and Director of 
Finance and the Board is asked to ratify this.   

 
3. INTERNAL COMMUNICATIONS AND STAFF ENGAGEMENT  

3.1 Key activity in the quarter has included:   
 

A new intranet site, the Hospital Hub, will launch on 7 April 2017.  This has been 
designed following feedback from staff and will feature a more up-to-date, user 
friendly approach; ensuring key messages are communicated with ease.  The site will 
be mobile device friendly in order to encourage staff who may not be frequent users 
of email to access Trust news on their own device.    
 
Preparation is underway for the annual Heart Awards, which will be held at the 
Holiday Inn on 1 June 2017. Sponsorship is being sought, communications have 
commenced and the nominations process is open, with an encouraging number of 
nominations received from staff and members of the public. A shortlisting event is 
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planned where nominations will be reviewed by Governors, partners and volunteers 
to reduce to a final three per category.  
 

4. EXTERNAL COMMUNICATIONS / EVENTS 

4.1 The first 2017 edition of Barnsley Hospital News was issued in March with a 
circulation list of circa 33,000 people across the town and within the Trust.  

4.2 The CEO column remains a key method of communicating with the wider general 
public, facilitated by the Barnsley Chronicle. 

4.3 Preparation of the Trust’s statutory Annual Report 2016/17 is underway. 
 
 

5. MARKETING  

5.1   A new Directory of Services has launched on the Trust’s website. This replaces 
previous, non standardised information pages with a new searchable service 
directory, providing essential information in a standard format for each public and GP 
facing service. Phase 2 will see the publication of Consultant profiles for each service 
in early 2017/18.  This will then be proactively communicated to GP’s.  
 

5.2  The Trust’s Commercial and Marketing Manager left the Trust at the end of March 
2016, securing a position outside the NHS.  The vacant role is under review to ensure 
that all of the commercial and market related requirements are met by this position.  
 

5.3   Work continues with regards to market analysis reporting in support of Trust and 
individual CBU / Service performance reviews.   

 
 

6. MEMBERSHIP  

6.1 Over the previous six months, an increased focus on membership of the Trust has 
resulted in an increased in both public and staff constituencies.  
 

 
6.2 Engaging members 

 
• The Trust now interacts with members via email communications through the 

membership database, keeping members informed about news and important 
events.  

• A new quarterly email update for members includes a round up of important 
information about events, key news stories, NHS discounts and any volunteering 
opportunity’s.  

• A recent campaign to encourage current members to send their email addresses 
has resulted in the email address count increasing to over 4,000 from just over 
5,000.  This has been achieved by utilising social media, website and other 
communication channels. 

Members:  1 September 2016 New  23 March 2017 
Public Constituency 8,091 59 8,150 
Staff Constituency 3,458 303 3,761 
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• New members receive a membership pack containing a welcome letter, 
information about the hospital, events and charity, extra sign up sheets for friends 
and family, information on NHS Discounts and how to become a governor. Options 
to enable the membership pack to be sent electronically via the database are being 
explored.  

 
6.3 Promotional Material and Sign Up 

 
• Promotional material with key messages about the membership are now on 

display across the hospital site, targeted to key areas in the hospital where 
promotions can be clearly viewed by the public and staff with the aim of increasing 
awareness.  

• Sign-up information is also in the waiting areas of the majority of GP Surgery’s and 
in key areas around the hospital, coffee shop, canteen and will be in wall mounted 
holders together with mounted post-boxes, making signing up more convenient. 

 
6.4 Events 

 
The Trust, together with Governors, proactively attends a range of events in the 
Barnsley area, attracting potential members. Such events support Governors in 
engaging with existing and new members. Planned events include:  
 
• Penistone Youth Market – 15 April 
• Classic Car Show Locke Park – 11 June 
• Craft Fair Elsecar Heritage – 25 June  
• Summer Gala Locke Park – 13 August 
• Penistone Agricultural Show – September 

 
 

7. BARNSLEY HOSPITAL CHARITY 

7.1 Key activity in the quarter has included: 
• The Tiny Hearts appeal continues to increase and has now passed the half million 

marker, the balance at the end of February is £515,423.12.  

• The summer event calendar is live with a series of three challenges being 
managed by the Charity. A Tandem Skydive will take place at Hibaldstow in 
Lincolnshire from 15,000ft, for which there are 13 people with confirmed intent 
across the three available dates.  The Yorkshire Three Peaks Challenge takes 
place on 1 July, for this we have partnered with Kuta Outdoors to ensure the safety 
and support of all our participants. There are currently 22 signed up participants.  
The annual Rainbow Dash date has been set for Sunday 18 June, the event 
promotional activity will launch in April.   

• The charity website has had a redesign, giving it a more professional and 
streamlined feel, this also incorporates the Charity’s own events calendar as well 
as individual supporter events. The maintenance of this site is also simplified.  This 
can be viewed at www.barnsleyhospitalcharity.co.uk  

• The social media strategy was reviewed in the period, with the aim of increasing 
engagement with supporters, giving it a personality and celebrating supporter’s 
achievements, inn turn supporting them in their fundraising endeavours. The result 
has been an increase in likes and shares without the need for paid boosts. This 
enables more effective targeting for paid boosts to ensure maximum impact.  
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8. CONCLUSION  

8.1 The function has again had a positive quarter, continuing to proactively manage the 
Trust’s reputation by delivering timely and appropriate messaging to a variety of 
audiences. 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 Barnsley Hospital News.  
 

8.2 The Trust has benefitted from an increased focus with members, resulting in greater 
engagement and an increase in new members.  
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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 period Dec 16 to Mar 17.  
Please note data for March is only partial data - as of 13 March. 
 
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 proactive positive press releases per month and over the 
reporting period have reached this target.  
 
We have issued 10 reactive press statements over the reporting period. A number of these related to the 
busy winter period with local papers asking how we were performing against the 4 hour target. Other 
press statements include responses to queries about escalation beds and cancelled operations.  
 

 
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 reporting period the majority of the stories about the Trust in the media have been positive. In 
February all media coverage was either positive or neutral with no negative coverage at all throughout 
the month. The chart below shows media coverage by tone. 
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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. This reporting period we have seen an 
increase in coverage in the Yorkshire Post from previous reporting periods. 
 
The charts below show the coverage by the top three publications, both print and online plus and a 
combination of other publications. 
 

 

The chart above show all media coverage of the Trust by publication including positive, neutral, and 
negative stories. 

 

Opportunities to view – print  

Total opportunities to view in print is up from the previous reporting period with a total of 3,775,446.  

  Barnsley Chronicle  The Star  Yorkshire Post  Total views  
Dec-16 1,067,528 63,860 0 1,131,388 

       Barnsley Chronicle  The Star  Yorkshire Post  Total views  
Jan-17 1,067,528 63,860 0 1,131,388 

       Barnsley Chronicle  The Star  Yorkshire Post  Total views  
Feb-17 762,520 63,860 241,170 1,067,550 

       Barnsley Chronicle  The Star  Yorkshire Post  Total views  
Mar-17 381,260 63,860 0 445,120 
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Opportunities to hear – radio 

We have seen a great deal of radio coverage over the reporting period. The total opportunity to hear has 
more than doubled from the previous reporting period at 8,651,000. 

December      
Radio Station Number of items OTH 
BBC Radio Sheffield  3 666,000 
Dearne FM  2 90,000 
BBC Radio 5 1 5,713,000 

   January      
Radio Station Number of items OTH 
BBC Radio Sheffield  3 666,000 
Hallam FM 3 903,000 
Dearne FM 1 45,000 

   February      
Radio Station Number of items OTH 
BBC Radio Sheffield  1 222,000 
Hallam FM 1 301,000 
Dearne FM 1 45,000 

 

Social Media  

Our social media following continues to grow across both live platforms. The chart below shows 
Facebook and Twitter followers. 
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Website hits 

Visits to the Trust’s website totalled 207,380 in the reporting period. This is up on the previous period.  

 

 

The top five most popular pages in this period were: 

Page Number of hits 

Home 20,565 

Contact 14,136 

Work for us  13,048 

A-Z 6,808 

Service 5,397 
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS REF: BoD  17/04/P-17 
 
SUBJECT:   HORIZON SCANNER  
DATE:          APRIL 2017  

PURPOSE:  

 Tick as 
applicable   Tick as 

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

PREPARED BY: EMMA PARKES,  
DIRECTOR OF MARKETING & COMMUNCATIONS 

SPONSORED BY: RICHARD JENKINS, INTERIM 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 March 2017:  
 

• MY NHS/NHS Choices 
• NHS Levy confirmed on pension scheme  
• Leading vanguard project to draw up a £340m contract to get a single provider to run 

its new care model by April 2018. 
• Northumberland Tyne and Wear FT to establish a subsidiary company  
• Chesterfield Royal Hospital FT to create new arm’s length company 
• CQC Analysis of Staff Survey 

 

The Board of Directors is asked to receive the contents of this report for information. 
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Subject: INTELLIGENCE MONITORING/HORIZON 
SCANNING APRIL 2017 Ref: BoD 17/04/P-17 

*please note that this is not an exhaustive report, submissions welcome to emmaparkes1@nhs.net 
 
Publication Detail Impact/ Action/ 

Owner / Board 
involvement 

NHS 
Choices  

 
NHS Choices User Rating –  4* (5* is Excellent) 
 
Review Summary: 
18 Individual posts for March, of these 14 were positive and 4 
received a lower rating.  
 
Day surgery shambles (1 star) 
My son who is 14 came in for ear surgery he has had surgery before 
and contracted MRSA but was given a clear result after his pre-
assessment but he was however having to be last on that mornings 
list we arrived at 730 on ward 37 as he is an asthmatic feeling as 
anyone would nervous we were in a single room and were waiting to 
go down to day surgery the time was slowly creeping by nerves 
building at around 1230 we got the call they were ready for him so off 
we went only to be told they had ran out of time we now have another 
appointment for next month so that another month of pain he has to 
suffer he will probably be last again so I can see a pattern forming not 
a happy parent sort it out no child should be cancelled due to lack of 
time there was afternoon patients arriving. 
 
ENT were amazing for my little boy staff amazing!!!! 
Brilliant staff efficiency spot on!! Why you would even consider moving 
children’s wards to Sheffield is mind boggling. NHS staff sound in the 
news to be over worked and under paid but there was not one person 
in Barnsley Hospital on 7th March 2017 who wasn’t approachable 
friendly and committed to their job. You should be very proud of your 
staff!!! Esp. on ENT. 
 
A&E Visit 
I visited today following a fall. From booking in to going home in a 
sling following a diagnosis of tendon damage took 3 hours 20 minutes. 
I expected a much longer wait as it seemed very busy. The nurse and 
doctor who tended to me were both very friendly and helpful. I was 
very pleased with how smooth the whole process was. But in the 
nicest possible way, I hope I don't have to visit again for a very long 
time! 
 

Potential impact 
on reputation / 
All postings 
responded to / 
Board to note 
for information 

National Levy confirmed on NHS pension scheme  
 
A levy to cover the cost of administering the NHS pension 
scheme will be introduced on employers, commencing 1 April. 
The DH has argued that because administration of the scheme 
is a frontline operational activity for the benefit of NHS 
employers and staff, the cost of the scheme should also be left 
to the NHS. The levy will be a flat rate of 0.08% of pensionable 
pay for all employers and will be collected to the standard 
employee contribution rate of 14.3%. 
The change will mean that employers will now pay 14.38% of 
pensionable pay in total, and will have to change their 
arrangements to meet the new system. 

Board to note.  
DoF to report 
potential impact 
as appropriate 
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Publication Detail Impact/ Action/ 
Owner / Board 
involvement 

Regional - 
Sunderland 

Leading vanguard project to draw up a £340m contract to 
get a single provider to run its new care model by April 
2018. 
 
The All Together Better Sunderland multispecialty community 
provider model brings together health services, social care and 
the voluntary sector to keep vulnerable patients out of hospital. 
Sunderland Clinical Commissioning Group is now planning to 
bring the vanguard under a single contract, exploring how to set 
up a single entity to hold that contract and provide services, with 
the CCG hoping it will be live by April 2018. 
 

Board to note 
and monitor 
relevant 
developments 

Regional - 
Northumber
land 

Northumberland Tyne and Wear FT to establish a subsidiary 
company  
 
Northumberland, Tyne and Wear Foundation Trust’s board 
agreed the business case to create NTW Solutions, which is 
expected to go live on 1 April with the aim of making recurrent 
back office savings of £3m annually by 2018/19.  
 
The company will be a subsidiary wholly owned by the trust, with 
most its 600 estates services, facilities management and 
transactional service staff transferring to the new organisation. 
 
NTW Solutions will be granted the 25 year leasehold of a 
number of trust properties. It will buy equipment, furnishings and 
fittings, plant vehicles and inventory the buildings or company 
needs to manage the estates, facilities, finance, procurement 
and workforce for the trust. 
 

Board to note 
and monitor 
relevant 
developments 

Regional – 
Chesterfield  

Chesterfield Royal Hospital FT to create arm’s length 
company 
 
Chesterfield Royal Hospital Foundation Trust has created a new 
arm’s length limited company to provide GP services to more 
than 30,000 patients in Chesterfield and north east Derbyshire. 
 
The hospital has taken on five GP surgeries in the last two years 
and is seeking to formalise the arrangement with a new arm’s 
length organisation that will provide the full range of primary care 
services. 
 
Trust chief executive Simon Morritt will sit on the board 
managing the new organisation, which has been registered at 
Companies House as Derbyshire Primary Care and Commercial 
Services. It will run as a limited company within the NHS. 
The trust has successfully recruited GPs; extended 
appointments to early mornings, evenings and weekends; and is 
looking at expanding the range of services it provides at 
surgeries, including ultrasound. 
 
 
 

Board to note 
and monitor 
relevant 
developments 
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Publication Detail Impact/ Action/ 
Owner / Board 
involvement 

National  CQC analysis of 2016 NHS staff survey against its ratings 
show staff at inadequate trusts most likely to witness harm 
but least like to report it. 
 
The CQC mapped the latest staff survey results against its 
ratings of each hospital trust. It found that 34 per cent of staff at 
inadequate trusts said they saw potentially harmful errors, near 
misses or incidents in the last month. This was 7 percentage 
points higher than at outstanding trusts, and 4 percentage points 
higher than at trusts rated require improvement. 
 
The data also showed that while the number of staff witnessing 
potentially harmful incidents falls as the rating of a trust 
improves, the reporting of incidents rises until a trust is rated 
outstanding, at which point it drops.  
 
These findings are in line with the CQC’s view that an open 
reporting culture is part of what makes a hospital better. The fall 
in reporting at outstanding trusts is in line with these trusts 
reporting the lowest level of staff witnessing concerning 
behaviour. 
 
The analysis also shows the percentage of staff experiencing 
harassment, bullying or abuse and those experiencing 
discrimination was higher at trusts with a lower CQC rating.  

Board to note 
for information 
purposes 
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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 
ACO Accountable Care Organisation 
ACP Advance Clinical Practitioners 
ACS Additional Clinical Services 
ACS Accountable Care System 
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 / CDs Clinical Director(s) 
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 
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EBITDA Earnings before interest, taxes, 
depreciation and amortisation 

ECIST Emergency Care Intensive Support 
Team 

ECN Emergency Care Network 
ED Emergency Department 
EDD Estimated Date of Discharge 
EDS2 Equality Delivery System 
ENT Ear, Nose & Throat 
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 

HASU Hyper Acute Stroke Services 
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  

ISU Inpatient Surgical Unit 
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  
MCP Multi Speciality Community Provider 
MDA Medical Devices Agency 
MDT Multi-Disciplinary Team  

MHRA Medicines &Medical Healthcare 
Regulatory Agency 

MIG Medical Interoperability Gateway 

MINAP Myocardial Infarction National Audit 
Programme 

MRCP Member of the Royal College of 
Physicians 

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 
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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 
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 

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 

RDASH Rotherham Doncaster & South Humber 
NHS Foundation Trust 

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 

STEIS Strategic Health Authority Executive 
Information System 

STH Sheffield Teaching Hospitals NHS 
Foundation Trust 

STP / S&T Sustainability & Transformation Plan 

SWYPFT South West Yorkshire Partnership 
Foundation Trust 

SY&B South Yorkshire and Bassetlaw 
TUV  
T&C Terms & Conditions 
TDA NHS Trust Development Authority 

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 
UGI Upper Gastro Intestinal 
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 

 
 

 
Pack pg 215


	00 agenda Apr 2017 BoD PUM
	03_Mar 2017 PUM
	04_Action Log PUM - 2017
	05_Q&G Chair's Log (March)
	06Mortality Ratios
	07_Quality Improvement Goals  Priorities 2017 18
	08_2016-17 Annual Review of Code of Governance Cover Paper
	09 BAF (Q4)
	11_FP Chairs Log (Mar)
	12_IPR - Feb
	13_Trust Objectives
	14_Chairman Report Apr 17
	15_CEO report
	15(i)_FINAL minutes of the meeting held 13 January 2017
	15(ii)_Independent_Consultation_Analysis_March_2017-3
	15(iii)_17022204 - Learning from deaths

	16 Communications Board report April 2017
	17_Horizon Scanner for Board Apr17
	XX Reference



