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A MEETING OF THE BOARD OF DIRECTORS 
WILL TAKE PLACE ON THURSDAY 4TH AUGUST 2016, 9AM 

IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL 

AGENDA 

No Item   Sponsor Ref 

1.  Apologies and Welcome     

S Wragg, 
Chairman 

 

2.  To receive any declarations of interest  

3.  To approve the Minutes of the meeting of the Board of 
Directors held in public on 7 July 2016 16/08/P-03  

4.  To approve the Action Log in relation to progress to date  
and review any outstanding actions 16/08/P-04  

Strategic Aim: Patients will experience safe care 

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

6.  

To receive and approve from the Quality & Governance 
Committee: 
a)  the Chair’s Log and assurance from latest meeting  
b)  the Committee’s Annual Report 2015/16    

R Moore, 
Quality & Governance 

Committee Chair 

 
16/08/P-06a 
16/08/P-06b 

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

D Wake 
Chief Executive Verbal 

8.  
To receive and approve from the Audit Committee: 
a)  the Chair’s Log and assurance from latest meeting  
b)  the Committee’s Annual Report 2015/16     

S Brain England 
Committee Chair 

16/08/P-08a 
16/08/P-08b 

9.  
To endorse quarterly  review of the Board Assurance 
Framework 2016/17 (Q1) 

H McNair, 
Dir of Nursing & Quality 

16/08/P-09  

10.  
To endorse the quarterly review of the Corporate Risk Register 
2016/17 (Q1)  16/08/P-10  

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

11.  

To receive and approve from the Finance & Performance 
Committee: 
a)  the Chair’s Log and assurance from latest meeting  
b)  the Committee’s Annual Report 2015/16       

F Patton 
Committee Chair 

 
16/08/P-11a 
16/08/P-11b 

12.  To review the integrated performance report (month 3) Executive Team 16/08/P-12  

13.  
To receive and review the quarterly report on the 2016/17 
objectives (Q1) 

K Sowden 
Head of Business 

Planning & Programmes  
16/08/P-13  

Strategic Aim: Partnership will be our strength 

14.  To note the monthly report from the Chairman  S Wragg, 
Chairman 16/08/P-14  

Cont/…   
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No Item   Sponsor Ref 

15.  To note the monthly report from the Chief Executive D Wake,  
Chief Executive Verbal 

16.  
To receive intelligence reporting/horizon scanning for the 
Board 

E Parkes 
Director of Marketing & 

Communications 
16/08/P-15  

17. 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. 

18. Date of next meeting: 01 September 2016, commencing at 9am 
 
 
Signed: ………..……………………  
               Chairman 

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



  
REF: 16/08/P-03 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT  
 

MINUTES OF A MEETING OF THE 
BOARD OF DIRECTORS  
HELD ON 07 JULY 2016  

IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL NHSFT 

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

IN ATTENDANCE: 
Mr J J Bannister Deputy Medical Director 
Mrs L Christopher Director of Estates & Facilities  
Mr T Davidson Director of ICT 
Ms C E Dudley Secretary to the Board & Governors 
Mr J Fernandez Associate Director of HR&OD 
Ms J Howarth Service Manager, RightCare Barnsley * 
Mr R Kirton Director of Strategy & Business Development 
Mr S Mitchell Clinical Director, CBU2 (Surgery) 
Ms E Parkes Director of Marketing & Communications  
Ms K Sadler BMBC Health & Wellbeing Strategy Project Manager** 
(*  attended part of meeting re Minute 16/111)   
(** attended part of meeting re Minute 16/118) 
 

APOLOGIES: 
Mr F Patton Non Executive Director 

 
16/107  APOLOGIES & WELCOME 

Members and attendees were welcomed.  The Chairman also welcomed 
Mr Mitchell, attending first meeting since taking on the role of Clinical Director, 
and Ms Howarth, attending to present information on the RightCare Barnsley 
Service.  Apologies were noted from Mr Patton and, as a courtesy, had also 
been received from Miss Dass and Dr Mitchell, Clinical Directors.  
 

 

16/108  REGISTER OF INTERESTS (16/07/P-02) 
& DECLARATION OF INTERESTS 
The Registers of Interest for the Board of Directors and the Executive Team 
and Clinical Director, dated July 2016, were received and noted.   
Mrs Brain England advised the meeting that she would be leaving the Trust to 
take up a new appointment from 1st January 2017 as Chair of Doncaster & 
Bassetlaw Hospitals NHS Foundation Trust (FT).  Mrs Brain England’s final 
date at Barnsley had not yet been determined but was not expected to be 
immediate; in the meantime she assured Members that the Trust would 

 

 
                              Pack pg no 3



 
BoD Aug 2016: July Minutes PUM (p2 of 12) 

continue to have her full commitment and loyalty.   It was not envisaged that 
this would create any conflicts of interest, and indeed could help with some 
areas of joint interest across the region, but if it was deemed unsuitable at any 
time for Mrs Brain England to participate in discussions/receive reports on 
certain topics, she would exclude herself at the Board’s direction.  Mrs Brain 
England was congratulated on her appointment and thanked for her continued 
support. 
The Chairman reminded members of the importance of keeping the Registers 
up to date and requested that any further updates at any time be provided to 
Ms Dudley.  
 

16/109  MINUTES OF LAST MEETING (16/07/P-03) 
The Minutes of the meeting of the Board of Directors held in public on 2nd July 
2016 were received and approved as a true record.  
   

 

16/110  ACTION LOG (16/07/P-04) 
The action log showing progress on matters arising from the last and previous 
meetings held in public was reviewed and noted.   One item (16/104) had been 
deferred to be discussed in private due to it commercial and confidential 
nature. 
The Chairman thanked Ms Christopher and Mr Davidson for progress with the 
acoustics in the meeting room.  The improved microphone system was 
appreciated and would be useful for the Council of Governors too.  
  

 

16/111  PATIENT’S STORY 
Mrs Kelly introduced Ms Howarth, the Service Manager for RightCare 
Barnsley.  The presentation from Ms Howarth (copy attached) aligned with the 
aim of the ‘patient’s story’ at the start of each meeting to emphasise the focus 
of the Board’s work: to deliver high quality and safe healthcare services with 
patients at the centre of every decision.  Ms Howarth was pleased to report 
that the RightCare Barnsley team had recently won a second award, this time 
from NHS England: the Clinical Commissioning Award for Healthcare 
Transformation. 
In her presentation Ms Howarth outlined the improvements delivered by the 
RightCare service since its inception: it was intended to provide a single point 
of access and co-ordination for community healthcare professionals referring 
patients who they believed would need hospital care within the next 24 hours.  
The service worked closely with teams across the patch, including the Trust’s 
discharge management team with which it was co-located on the hospital site.  
It operated seven days a week, with out of hours currently supported by 
access to the community Rapid Response Service.  Ms Howarth explained 
how referrals were subject to robust clinical assessment to identify the right 
care, right time, right place for each patient, avoiding unnecessary hospital 
admissions.   
Benefits in the first 12 months to March 2016 showed an admission avoidance 
of c32% (the initial target had been just over 4%), reduced pressure on 
referring practitioners (many of whom were now ringing the service for 
information and advice in the first instance rather than simply referring patients 
for the team’s consideration) and, equally importantly, helping patients and 
families by effective resolution of their needs.  All referrals were reviewed at 24 
hours and 30 days to validate the decisions made.  The service was about 
increasing safety too: escalating acutely ill patients quickly where needed.    
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Ms Howarth explained that the service was being rolled out in three phases: 
firstly to avoid unnecessary hospital admissions, secondly to focus on live 
community bed state (work ongoing) and management of patients in 
community rehabilitation beds to minimise stays and support timely referrals to 
social services, and thirdly to support management of discharge from hospital 
and care home beds, developing management plans for those patients 
identified at risk of readmission.  The fourth phase to follow would be 
developed alongside case managers, supporting the discharge team working 
out on the wards and ensuring patients were referred into RightCare as soon 
as possible.  The effectiveness of the service to date was well illustrated in the 
patient stories provided in the presentation.  Its growth and the positive impact 
of the service had been dependent on building good relationships with other 
health and social care providers across the community. 
The Board thanked Ms Howarth for a full and informative presentation.  
Several aspects were explored in discussion.  
Ms Brain England enquired if the team had spotted any areas where service 
offers were not yet being delivered; Ms Howarth acknowledged that the work 
with the ambulance service was not as fulsome as she would have expected 
but this was being redressed.  In broader terms, the team intended to ensure 
that referrals operated two-ways across the care providers to ensure patients 
were able to receive more support in the community (for example: the potential 
for ECGs to be undertaken in the community, maybe through paramedics, with 
the results fed in for hospital assessment).   
In response to a question from Ms Dean, Ms Howarth affirmed that no 
geographical or other patterns had been identified through the team’s work; 
referrals had been received from every Practice in the borough and were 
generally proportional to the scale of each one. 
Dr Jenkins was pleased to advise that the service had been recognised 
beyond the immediate community too, having been cited in the ongoing 
discussions around the Sustainability & Transformation Plan (STP) as a good 
example of co-regional working.  He also appreciated Ms Howarth’s assurance 
that areas of learning or concern identified by the RightCare team, including 
some of the issues highlighted in two of the patients’ stories, were fed back to 
partner organisations.  In terms of governance, the Chairman enquired as to 
how the RightCare Service linked into the Trust’s own reporting systems.  
Mrs Kelly advised that the Trust sat on the RightCare Service Board so would 
have an awareness of any issues of concern reported to that board and, if 
appropriate, through the community-wide Systems Resilient Group too.  
Additionally assurance was given that cases of concern directly affecting the 
hospital would be reported as serious incidents in accordance with the Trust’s 
usual protocols. 
Ms Kelly reported that the hospital’s consultants appreciated the way that 
RightCare assessed patients and were considering how that approach could 
be utilised within the Trust too.  Airedale Hospital had a similar system, linked 
with telehealth to take the system out to patients at home and this would be 
part of the forward thinking too. 
It was acknowledged that RightCare was filling a gap in terms of overall co-
ordination between the various care providers, which, as pointed out by 
Ms Wake had been raised previously as a lack by many complainants.  
Ms Wake would, however, also welcome a focus on management of 
readmissions.  She noted Ms Howarth’s expectation that the RightCare Board 
would be focussing on a range of identified service gaps, including those in the 
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patients’ stories, as the next stage of development now that the pilot service 
was becoming more established.  In response to a query from Mr Mapstone, 
Ms Howarth also referred to approaches from other providers, including 
CAMHS (Children & Adolescent Mental Health Services), which would 
contribute towards building a more holistic approach.  She hoped work would 
also continue on development of virtual wards across the community. 
Ms Howarth was thanked for making the time to attend the meeting. The Board 
expressed sincere congratulations on the two well deserved Awards recently 
won by the RightCare team.  Ms Howard left the meeting at 9.35am. 
The good progress and effectiveness of the service were acknowledged albeit 
gaps remained, particularly some in relation to some community links – for 
example, Medworxx, which, contrary to earlier expectations, would not now be 
rolled out community-wide from the outset although support for closer working 
would continue to be promoted wherever practicable.  It would also be helpful 
if the RightCare Service would be added to the Health & WellBeing Board’s 
agenda at some point.   
Ms Kelly commented on the impact on the hospital: whilst the service clearly 
had helped to avoid a number of admissions by referring patients to other 
routes for appropriate care, it seemed to be addressing an unmet need. 
Hospital admission levels themselves had not yet reduced.  The Chief 
Executive’s comment regarding readmissions was reiterated.  
 

16/112  QUALITY & GOVERNANCE (Q&G) CHAIR’S LOG (16/07/P-06)  
As Chair of the Q&G Committee, Ms Moore presented the Log from the 
Committee’s meeting held in June. She highlighted a range of issues including 
discussions around the reported new risk to Stroke Services, recognition of 
continued concerns regarding D1s (discharge summaries) and work ongoing 
for both issues; the annual reports received from each of the Committee’s 
reporting sub-groups, and the good outcomes from the latest MBRACE 
national benchmarking data, showing the Trust to be a good performer in 
terms of the levels of neonatal deaths although work would be continued to 
reduce these further.  Ms Moore also reported briefly on the presentation 
received from the new team leader for the Advanced Nurse Practitioner (ANP) 
team, which had been every encouraging and reflected the good progress to 
date in development of ANPs within the Trust.   
Several points were expanded upon in discussion: 
• D1s – Dr Jenkins explained that this had been a long standing issue; he 

outlined the background and the concerns raised by some of the local GPs.  
The Trust had recently revised the form to reduce the number of fields to a 
more manageable and effective number and was also trying to encourage 
better use of electronic D1s (compliance had increased from 35% to 80% 
but more was required).  Further actions were planned, including work 
around nurse led discharges where appropriate and improvements to 
medication records (to address the differences between GP and hospital 
records).  The Clinical Commissioning Group (CCG) had requested a 
quality review meeting although it was understood that the Care Quality 
Commission (CQC) and NHS England believed it should be referred for 
local resolution.  The Trust recognised the validity of the GPs’ concerns 
around timeliness and quality of the D1s and would continue to work with 
them and drive forward the improvement works.  Dr Jenkins had offered to 
talk to the CCG’s Governing Body to report on the work in hand although 
this had not yet been taken up.  
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• Stroke Services – Ms Wake assured the Board that all avenues were being 
considered to identify the best way to address the lack of consultant 
support in stroke services that would impact from August/September.  
Options included networked services, recruitment (market testing ongoing) 
and alternative service models.  She also advised that provision of hyper 
acute services were likely to change as part of the STP and a neighbouring 
Trust had indicated that they could support Barnsley’s hyper acute patients 
in advance of this if needed.  This would only relate to a very small number 
of Barnsley patients.   

• Annual Fire Statement: This was reviewed and approved for sign off by the 
Chief Executive. 

The Board received and noted the Chair’s Log.  The Q&G Committee would 
continue to monitor the issues highlighted above and keep the Board informed 
of progress.  
 

 
 
 
 
 
 
 
 
 

CEO 
 

16/113  MEDICAL DIRECTOR’S REPORT (16/07/P-07) 
Dr Jenkins presented and expanded upon his quarterly report to end of June 
2016.  He highlighted the Medical Staffing reports and the position with the 
Junior Doctors’ contract.  The contract had recently been rejected by Junior 
Doctors following a ballot held by the BMA and the Secretary of State had 
announced that imposition of the contract would go ahead.  The first tranche of 
doctors would be transitioned to the new contract in October, with phased 
transition for the remainder over the next year.  Views were being sought from 
clinical colleagues to ascertain how this might be received by the Trust’s junior 
doctors; earlier feedback had indicated a degree of resignation to the situation 
and little appetite for further industrial action but this could have changed, 
particularly with the BMA’s lead negotiator having resigned.  Dr Jenkins 
reminded Members that as a Foundation Trust, BHNFT was not obliged to put 
the contract in place.  When options had been considered previously it was 
acknowledged that any alternative action could attract problems of its own and 
there had been a consensus that it would be inappropriate to try to avoid the 
directive.  If appropriate, however, this could be reconsidered by the Executive 
Team.     
In response to a query from Mrs Brain England, Dr Jenkins briefly outlined the 
main content of the new contract.  Whilst it was not intended to impose 
extended working hours, junior doctors nationally had raised concerns that 
some trusts might try to override the guidance put in place to support safe 
working hours or enforce regular weekend working.  Mr Bannister agreed with 
Dr Jenkins’s view that this was a theoretical rather than a practical risk and 
advised that junior doctors would be further protected with the right person 
appointed as a Guardian of Safe Working, to monitor issues such as working 
hours. The Guardian could be an internal appointment but must be 
independent of line management arrangements for the staff involved.  The 
Trust was currently out to advert for this appointment. 
Dr Jenkins responded to several queries from the Non Executive Directors, 
including: 
• Safety Huddles: The Board was reminded that initially the Trust had been 

part of a multi-centre study, involving two wards (wards 18 and 23).  
Experience had shown that the huddles had worked well but effectiveness 
was dependent upon staff engagement and response; it was important to 
get senior medics involved.  Dr Jenkins did not have details regarding 
timings for the wider roll out to hand but would obtain and circulate the 
information outside the meeting.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

RJ 
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• Sepsis compliance: Compliance requirements had changed – previously 
trusts had been asked to look at (say) five patients per month with actual 
analysis being lower.  Now trusts were being asked to analyse enough 
notes to find 50 patients, which could entail review of hundreds of notes, 
putting a significant burden on the system.  With the Executive Team and 
CCG’s support, Dr Jenkins planned to write to NHS England to advise that 
the Trust would continue to review a smaller number, as a less time 
consuming but equally effective measurement process. 

• Job planning: Dr Jenkins explained that contractually, all consultants were 
required to have an annual view of their job plans as a minimum (more 
could be triggered on request).  As stated in the report, reviews would be 
linked to the business cycle based on objectives being developed over the 
next few weeks in liaison with the Director of Operations and Clinical 
Business Unit (CBU) leads to capture issues to feed into the plans.  Last 
year’s reviews had been particularly difficult with the dispute around SPAs 
but this was now nearly fully resolved. 

The format of the report was also reviewed.  Whilst its qualitative style was 
appreciated and gave a useful overview of progress, Ms Dean enquired how 
the Board could best track delivery against the work and plans outlined.  On 
review, it was agreed that the report’s current format was effective and 
progress of the initiatives and plans should be measurable from the impact on 
performance evidenced in the integrated performance report (IPR) and other 
papers presented and could be further tested in Committee and Board 
discussions.  Nevertheless Dr Jenkins would welcome suggestions for change 
at any time in order to meet the Board’s requirements.  
 

 
 
 
 

16/114  MORTALITY REPORT (16/07/P-08) 
The latest report on mortality was received and noted.  Dr Jenkins drew 
attention to the extract from the Dr Foster data, included as an appendix.  The 
report reflected some good progress: the Trust remained below 100 on all 
measures and had started the new year lower than it had ended the previous 
year.  Pneumonia HSMR (Hospital Standardised Mortality Ratio) had reduced 
too, which it was anticipated was linked to the growing impact of the 
pneumonia bundle.   
There was also evidence of improvements in coding but further work was 
needed on this important aspect.  Dr Jenkins agreed with Mr Mapstone that 
coding did have a financial impact too, as better coding was expected to 
provide better payments.  Mr Wright advised that an external, retrospective 
audit of coding recently undertaken at no charge to the Trust had also 
identified some issues, which had enabled some coding errors and 
consequent financial gaps to be redressed.   Generally there was not an IT 
solution to the position, although Mr Davidson outlined more work ongoing to 
support greater accuracy; coding could be improved by more staff awareness, 
particularly junior doctors (not to detract from the responsibilities of senior 
doctors), aided by training both internally and through the training schools. 
Concerns remained around sepsis, which remained high despite improved 
adherence to the sepsis six guidance.  This was being reviewed and findings 
would be shared with the Board in the next quarterly report.  
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16/115  INFECTION PREVENTION & CONTROL (IP&C) (16/07/P-9) 
- ANNUAL REPORT 2015/16 
Mrs McNair presented the annual report, which summarised the Trust’s 
continued good progress and achievements around IP&C throughout 2015/16.   
The report had been reviewed and endorsed by the Quality & Governance 
Committee and the IP&C team’s valued contribution had been acknowledged.  
It was reviewed and approved by the Board of Directors.   
 

 

16/116  EXECUTIVE TEAM (ET) CHAIR’S LOG  
Nil return; relevant issues in the month had been reported via the Finance & 
Performance and Quality & Governance Committees.  
 

 
 
 

16/117  WORKING TOGETHER PARTNERSHIP (WTP) VANGUARD (16/07/P-12) 
- ACUTE FEDERATION BOARD 
The Chairman and Chief Executive jointly introduced the report, which 
presented the proposed way to formalise decision making across the WTP in 
certain clinical pathways.  Ms Wake emphasised that, contrary to some media 
reporting, it was neither a transfer of Board powers nor was it intended to 
undermine the authority of any of the Boards within the WTP.  Governance of 
the programme would fit into the Trust’s existing structure 
In terms of its budgetary and financial controls, the Chairman reminded 
members that the WTP already had a shared budget.   Ms Wake anticipated 
that there would be a shared STP Control Target – ie a recovery in totality 
rather than individual organisational targets – which might impact on the WTP 
but this was not yet confirmed.  Mr Kirton also reported on recent discussions 
at WTP network sessions which had acknowledged that not every action would 
be beneficial to every trust but had emphasised the focus on increasing 
commitment and the ability for partner trusts to hold each other to account, 
supported by the proposals for the Federation Board.  The Chairman was 
conscious that it would be an executive board and highlighted the need for 
there to be an accountability to Non Executives and give assurance to Chairs, 
Mr Kirton confirmed that this point had been well made in the latest WTP 
discussions and would be taken into consideration in future plans.   
The Board was also conscious that the intent behind the Federation Board 
could be misunderstood, as illustrated in the recent media reporting.  It was 
important that, subject to approval, the intent and impact of the Federation 
Board was explained properly to staff. Ms Parkes advised that work on robust 
communications was ready to be rolled out if/when required. 
After considerable discussion of the merits and potential drawbacks to the 
proposal, it was approved by the Board.  Ms Parkes would launch the 
supporting communications in the next Team Brief.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

EP 

16/118  HEALTH & WELLBEING (H&WB) STRATEGY  (16/07/P-11) 
Ms Sadler joined the meeting at 11am and was introduced as the HWBB 
Project Manager leading work on the H&WB Strategy refresh for 2016-2021.  
Ms Sadler advised that the Strategy refresh had been widely consulted upon 
as reflected in the latest draft distributed in the Board packs.  As a key 
strategic tool for the local health economy it had been re-presented to the 
hospital Board for information and any further comments. 
Ms Sadler highlighted the many challenges facing the region with an ageing 
population, variable health expectations (very low in some areas of the 
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borough) and the consequent demand on healthcare services.  The 
presentation included a snapshot of the many community networks in 
Barnsley, which contributed to the developments and improvements which 
needed to be co-ordinated through the H&WB Board and provided enabling 
strategies supporting an overarching Framework – the H&WB Strategy.   
The Strategy’s vision was to ensure that “People of Barnsley are enabled to 
take control of their health & wellbeing and enjoy happy, healthy and longer 
lives, in safer and stronger communities, regardless of who they are and where 
they live”.  As shown in the presentation, this was underpinned by four guiding 
principles, four areas of focus and four long term goals.   
When finalised, key issues in the Framework would include – but not be limited 
to - 

• creating a smoke free generation 

• making every contact count to improve health & wellbeing 

• reducing health inequalities across the borough 

• better integration of health and care services (a national expectation by 
2020) 

• systems resilience, ensuring Barnsley was well placed to fit with initiatives 
such as the STP and Sheffield City’s regional plans 

• clear measurements to show progress  
Feedback from was wide ranging: 

• Ms Dean queried how the Framework would target geographical issues, 
mindful that data showed greater uptake of services by the more affluent 
people in any region.  This was particularly pertinent in Barnsley. 

• Dr Jenkins suggested it was important to be able to illustrate progress, 
which could be boosted by focussing on small projects and allocating 
resources where needed (the number of GPs being a critical issue for the 
Borough). 

• Ms Moore questioned the value of the huge number of underpinning 
strategies: did the Framework offer an opportunity to reduce/streamline 
these to make more effective and more manageable? 

• Ms Moore also queried the intent of “integration”; discussions to date had 
referred to integration of services, not full systems. 

• Mrs Brain England picked out one heading to illustrate a point: under 
“integrated health & social care” there was clear intent to put patients at the 
centre of everything, as was right – but the complexity of the current 
structure would present barriers.  The draft said that the H&WB Board 
would continue to develop the digital road map (as required by 
Government) but would it have the power to do so with all organisations 
having their own IT systems and their own responsibilities? 

• Was there too much focus on physical rather than mental health?  The 
Chairman suggested the latter was implicit but should be more explicit. 

• Reflecting earlier discussions, it was imperative that the progress was 
measurable against specific targets, was more “live” and aligned with other 
drivers regionally and locally, such as PLACE and STP. 

 
 

 
                             Pack pg no 10



 
BoD Aug 2016: July Minutes PUM (p9 of 12) 

In conclusion it was confirmed that BHNFT very much wanted to be part of the 
H&WB Strategy for Barnsley.  The Board would welcome feedback on the top 
three things that the Trust could take forward as part of delivering the Strategy. 
Before leaving the meeting at 11.25am, Ms Sadler was thanked for attending 
and for a useful presentation, which had led to some interesting discussions.    
 

16/119  CHAIRMAN’S REPORT (16/07/P-13) 
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 and Barnsley Hospital Charity. 
Points highlighted included: 
- the HEART Awards held in June, which had been another very successful 

event; 
- the Rainbow Dash, which had also been very successful: it had been 

thoroughly enjoyed by participants, had raised welcome funds for the 
Hospital Charity and has also raised the profile of both the Charity and the 
Hospital across the Region 

- the call for volunteers to join the Charity’s team marching in the Mayor’s 
Parade 

- the charitable donations to the end of June, for both the general funds and 
the Tiny Hearts appeal – including nearly £20,000 raised since November 
in the incubator collection unit at main reception. 

No reports were received from other members of the Non Executive team.  
    

 

16/120  CHIEF EXECUTIVE’S REPORT (16/07/P-14) 
The Chief Executive’s report was received and noted, providing information on 
a number of internal, regional and national matters.   
Ms Wake highlighted section 10 - a brief update on the STP, which reflected 
earlier discussions around alignment of the various workstreams and the need 
to ensure critical initiatives were being progressed.    
 

 

16/121  COUNCIL OF GOVERNORS (16/07/P-15) 
The latest agenda and approved Minutes for the Council of Governors’ 
General Meetings held in June and May respectively were received and noted.   
A number of Board members had been present at the June General Meeting 
and had provided feedback to the Chairman and via the governance 
Committees.  The agenda and minutes were noted.  
 

 

16/122  HORIZON SCANNER (16/07/P-16) 
The monthly horizon scanner was received and reviewed.  Ms Parkes drew 
attention to the feedback on the Trust’s services included from the NHS 
Choice Website.  Other points of note included the ongoing consultation on the 
NHS Single Oversight Framework (SOF), which aimed to give an integrated 
approach for all trusts – any comments on the SOF should be directed to the 
Chair and CEO as soon as possible for submission as part of the consultation 
process, and news from the CQC, including reported outcomes from latest 
inspections carried out in the region. The latter included a “good” rating for 
Sheffield Teaching Hospitals, despite its breach position on A&E and finance, 
and “requires improvement” for SWYPFT (the Chairman and CEO had 
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received invitations to the quality summit for SWYPFT). The report also 
referenced the Manchester devolution plans, now endorsed by the Manchester 
Council.  
 

16/123  FINANCE & PERFORMANCE COMMITTEE (F&P) (16/07/P-17) 
In Mr Patton’s absence, Mr Wright (Vice Chair of the F&P Committee) 
presented the Chair’s Log from the Committee’s meeting held in June.  Key 
issues escalated by the Committee included: 

• the latest financial position – on plan at the end of month 2 but with areas 
for scrutiny within the overall outcomes 

• improved position in the <4 hours emergency access time 

• continued improvement in sickness absence levels, now at 3.7% (best 
performer regionally) 

• two new Strategies received and endorsed on Staff Engagement and ICT 
(the latter also a separate item on the Board’s agenda) and the updated 
Workforce Strategy, also endorsed  by the Committee 

• continued focus on the cost improvement programme (CIP).  Mr Mapstone 
advised that this was currently the area of most concern for the Committee.  
The Chairman agreed, with costs rising it seemed inequitable that the 
bottom line was on track but the CIP was considerably off trajectory.  As 
requested by the Committee, Mr Kirton would provide an update for the 
Board (in private session due to commercial content); Ms Wake advised 
that this would be a revision to the month end data for May, including some 
savings not previously captured. 

The Log was accepted and the Workforce and Staff Engagement Strategies 
were approved as recommended by the Committee.  
 

 

16/124  INTEGRATED PERFORMANCE REPORT (IPR) (16/07/P-18) 
The month 2 IPR was received and reviewed.  Lead Directors highlighted key 
factors from each section: 
Quality  
Mrs McNair reported on the improvements in response times to complaints 
and the further reduction in harm from falls.  She also drew attention to the 
levels of hospital acquired pressure ulcers, although the numbers were 
relatively small, there had been an increase and a deep dive had been 
commissioned to gain more detail.  The serious incidents (SIs) had been 
reviewed by the Q&G Committee, four of which were pressure ulcers (now 
reportable as SIs).  The Chairman advised that, as requested at Q&G, weekly 
reporting to him on all SIs had been reintroduced and this was appreciated. 
Workforce  
Mr Fernandez drew attention to the position on recruitment and highlighted the 
41 vacancies recently recruited to nursing subject to qualification; some might 
give backword but the vacancies had been over-appointed to mitigate this risk. 
The good performance on sickness absence levels was reiterated, although 
work still continued around use of the fast track system, which was not yet 
being adhered to fully.   
The report reflected the uptake of appraisals at month 2; latest data now 
included month 3 and showed that the Trust had overachieved target at 91%  
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for April-June.  Emails had been sent to the CBU triumvirates to ensure all 
appraisals were completed, so the report next month was expected to reflect 
95-96% attainment. 
Activity  
As reported earlier, Mrs Kelly was pleased to highlight the continued 
improvement in the <4 hours emergency access target.  This now stood at 
94.78% year to date, and she was hopeful that the Trust would reach 95% 
compliance by the month end, with plans to continue to sustain delivery going 
forwards.  Whilst national benchmarking data was not currently available, the 
Trust was among the top performers locally.  This reflected closure of the 
escalation beds and very different working practices around management of 
flows and different working in the bed management team; the Non Executive 
Directors were encouraged to revisit this team to see the changes. 
There were still areas of concern around the 62 day cancer targets (largely in 
lung and colorectal services) and work continued to ensure compliance with 
the 38 day referral to tertiary services, which would go live in October.  The 
CBUs involved were very aware of the work needed and Mr Wickham, the 
Cancer Services Lead, would be meeting with key leads to take the work 
forward.  With the new Radiology Consultant now in post, changes were being 
made in Breast Symptomatic services both at BHNFT and in partnership with 
Doncaster, the impact of which would be seen in future reporting. 
Other good news was noted in terms of Referral to Treatment (RTT) pathways, 
which continued to perform well; DNAs (did not attend), which had continued 
to reduce (c8% in June - would be seen in the month 3 reporting), and the slot 
utilisation system now in place for theatres (further embedding work with the 
CBUs ongoing). 
Mrs Kelly was also pleased to confirm that the outpatients review list had now 
been resolved, with only 30 patients outstanding (but all appointed).  A more 
detailed report would be presented to the Audit Committee in July. 
Finance  
Most issues had been addressed in the F&P Chair’s Log but Mr Wright 
highlighted the recovery on income in month 2, which had brought the 
outcome broadly in line with plan despite some pressures in CBU1.  Pay costs 
were in line with plan due to good controls, particularly around agency spend.  
Month 3 would be more challenging.  
 

16/125  ICT STRATEGY 2016-2021 Presentation 
Although Members had seen drafts of the new Strategy in consultation, 
Mr Davidson presented an overview of the final version.  The Strategy 
document was intended to be a concise summary of the consultation and a 
move away from traditional ICT strategies, with more focus on outcomes, 
expected improvements and the real differences to staff and patients.  Subject 
to approval of the Strategy, Mr Davidson planned to issue brochures, posters 
and screen savers across the Trust to get the core messages embedded 
quickly.  Further workshops would be scheduled on existing technology and 
how it could be better used to deliver electronic records across the 
organisation (clinical and non clinical).   Key areas of focus in the Strategy 
included  
- delivery of electronic records safely by December 2020  
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- delivery of missing capabilities in 2016/17 and ensuring all essential  
technology was in place  

- investigation and delivery of patient facing technology (eg quick access to 
live information on A&E waits etc) 

- sharing information with colleagues across boundaries as part of the Digital 
Roadmap for Barnsley being led by the CCG 

- working towards more paperless systems, with a route map outlined 
(including training and staff support needs) to show how this would be 
achieved in some teams.  A robust template was being developed to roll 
the programme out to other areas 

- continued benefits to patient safety, patient experience, efficiency 
productivity and interoperability 

Ms Dean welcomed the operational focus and the clear articulation in the 
document and this was echoed by everyone present.  
The Strategy was approved.  
 

16/126  ANY OTHER BUSINESS & DATE OF NEXT MEETING 
a)  Public Comments  

None 
b)  Date of Next meeting  

The next meeting of the Board of Directors was scheduled for 4th August 
2016, commencing at 9am. 

In accordance with the Trust’s Constitution and Standing Orders, it was 
resolved that members of the public be excluded from the remainder of the 
meeting, having regard to the confidential nature of the business to be 
transacted.   
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Putting Barnsley People First

RightCare Barnsley
BCCG , BHNFT , SWYT 

Jacqui Howarth, Service Manager, RightCare Barnsley

The Team in action…….

RightCare reduces pressure

As the healthcare brokerage service for the Borough
• On beds (admission avoidance rate of 32%)
• Off referring practitioners ( frees them up to see

other patients)
• Off patients & families with effective resolution of

need

RightCare increases safety

Not just right place right time - avoiding 
unnecessary hospital admissions 
Escalating acutely ill patients - identified by the use 
of the NEWS (National Early Warning Score ) to 999 
ambulance if required 

RightCare has curbed spending money 
on emergency admissions 

Admission avoidance is 32% 
> 1000 patients (end of March), LOS 5.3 days, cost 
of £1,900 
= just over  £2 million 

Phased roll out approach

Phase 1 - referrals for Patients at risk of 
admission by community health professionals
Phase 2 - community beds & services
Phase 3 - Discharge service for Hospital & 
Care home rehab beds, develop management 
plans for those identified at risk of 
readmission.  
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Patient stories

RightCare use patient stories to demonstrate
effectiveness, promote learning, share positive 
and negative experiences

James

James was referred to RightCare by his GP with a Haemoglobin of 78. He was known to have renal 
failure which had been deemed to be the cause of his consistently low HB.
The GP felt a blood transfusion was indicated but there were complications with this being carried out 
and he shared that James had sociophobia and agoraphobia and when an attempt to transfuse him had 
been made the previous week in the ambulatory care clinic he had had a severe panic attack and left 
prior to having any blood. 
RightCare called James at home to enquire what he felt would be the best route for him. James stated 
he would be more comfortable being brought to hospital in outpatient transport as he could then come 
with his electric wheelchair and this would prevent him feeling his independence had been taken away, 
also if he could be allocated a cubicle on an elective basis. RightCare indicated that they would see what 
they could do though advised him this may be very difficult to guarantee on a set date due to the bed 
available at the moment. 
RightCare having already ascertained that recent iron infusions at the tertiary hospital had little or no 
effect, that James had an appointment with the renal consultant on the following week and that his 
current haemoglobin had not varied very much recently RIGHTCARE then discussed potential options 
with one of the hospital’s medical consultants and it was agreed with all parties that James would be 
better off staying at home, and that the GP could continue to closely monitor his haemoglobin and 
commence  erythropoietin injections on his next clinic appointment. RightCare informed James of the 
proposed course of action - he was very appreciative and very relieved that  he did not have to attend 
hospital.

Margaret

Margaret was referred to RightCare at 5 pm by the Clinical Decisions Unit (CDU), medically fit for discharge and 
required the reinstatement of her care package.  RightCare contacted the duty Social Worker and the package was 
reinstated for  the 8pm call,  RightCare informed CDU staff.
At 7pm CDU rang requesting carers be cancelled as Margaret was no longer medically fit for discharge and required 

repeat blood tests.  Upon further questioning by RightCare the blood test was a INR (blood clotting) and if that was 
normal, Margaret would still be fit for discharge.  RightCare liaised with the care agency and identified that they could 
defer the visit until later if  required.  RightCare advised CDU to send blood sample and that they would monitor the 
computer system for the result.  
At 7.20 pm, INR result came back in therapeutic range so Margaret was medically fit for discharge, the care call was
re-arranged for 9pm.
At 7.40 pm, further call from CDU to RightCare, night staff expressed uncertainty as to whether Margaret’s family were 
aware of discharge and said the numbers they have for her family were not working. CDU were asking RightCare to 
cancel carers and sort discharge out in the morning. RightCare rang the Care Provider and secured the phone number 
of Margaret’s daughter Susan who they then called. Susan confirmed that she was aware of Margaret’s discharge but 
hospital transport was required.  Susan had already turned on her mum’s heating and had ensured that Margaret’s 
fridge was stocked.  
RightCare contacted CDU, who booked the transport but could not get her home for 9pm and said it could be up 
to10pm.  RightCare made a  further call to the care agency and Margaret’s call was re-arranged to 10pm as a one off 
visit.  CDU and Susan were informed of all arrangements and Margaret got home by10 pm.

John

RightCare were contacted by a GP requesting admission to the acute medical unit for a patient in his 
surgery. This was John, a 35 year old, who was short of breath and had swollen legs. An assessment 
was carried out by the RightCare Nurse. John had been given a nebuliser in surgery and the GP 
reported that his oxygen saturation was 85%,  heart rate 117bpm  but that no other vital signs had been 
recorded. RightCare ascertained that John had no known history of chest condition. The GP said he had 
seen the patient twice in the last few days and the patient had contacted 111 the previous day. As John’s 
NEWS was already 6 based on the observations that had been recorded RightCare advised the GP that 
a 999 call was indicated to bring John straight to the emergency department.
The Nurse in RightCare contacted the ED with an SBAR* handover and an ETA advising that John was 
very ill and would likely need immediate admission to the ED resuscitation room. The RightCare Nurse 
then contacted the GP to inform them that John was expected by the ED and learnt that he had de-
saturated further to 76% so the nurse rang ED and informed them.
On arrival to ED John was in peri-arrest and moved straight into resuscitation area, he was intubated and 
ventilated and transferred to ITU.  
Recovery was quite lengthy but John was discharged from hospital the following month. 

Relationships 

Relationships are key

RightCare is built on them 

The alliance enables the  brokerage RightCare 
also builds them and system knowledge 

Resilience 

Resilience is integral and that is exactly what 
RightCare delivers by holding real time and trend 
data that can inform day to day and strategic 
decisions across Barnsley.
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Revolutionising

Revolutionising how we think about supporting 
patients and staff –without yet encountering any 
adverse views AND with flexibility and appetite to do 
more. We now have a track record that we can do 
things differently – this is just the start!

Right Care, Right Place, Right 
Time
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REPORT TO THE BOARD OF  
BARNSLEY HOSPITAL NHSFT REF: BoD 16/08/P-04 
 

BoD Aug 2016:Action Log (PuM)   
 

SUBJECT: BOARD ACTION LOG 

DATE: AUGUST 2016  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Carol Dudley, Secretary to the Board & Governors 
SPONSORED BY: Diane Wake, Chief Executive 
PRESENTED BY: Stephen Wragg, Chairman 
STRATEGIC CONTEXT  

 

EXECUTIVE SUMMARY  

 

RECOMMENDATION(S)  

 
The Board of Directors is asked to: 
a) note and approve reported progress and any verbal updates  and 
b) review any outstanding actions 
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Subject: Board Action Log Ref: 16/08/P-04 
 

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

 
Table 1ACTIONS ON AGENDA 
Minute 

ref 
Meeting 

date Item Action Owner Due date Done 
Date Progress report RAG 

status 

16/98 June 2016 
Quality & Governance 
Committee (Q&G)  
– Chair’s Log 

Structure and composition of 
reporting groups to be 
reviewed 

Q&G Chair & 
Dir of Nursing 

& Quality 
August 
2016 

August 
2016 

Progress and plans for future 
reflected in Q&G Annual Report – 
agenda item 6b 

 

16/62 April 2016 Mortality Ratios 

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

Q&G Chair / 
Dir of 

Nursing & 
Quality 

April 2016 
April 2016 

& 
August 

Actions taken forward as reported in 
Committee’s annual plan.   
See agenda item 6b; delivery to be 
progressed via Q&G. 

 

 

ACTIONS COMPLETED & CLOSED SINCE LAST MEETING   
Minute 

ref 
Meeting 

date Item Action Owner Due date Done 
Date Progress report RAG 

status 

16/117 July 2016 Working Together 
Partnership 

Supporting communications re 
the Federation Board to be 
launched at Team Brief. 

Dir of 
Marketing & 

Comms 
July 2016 July 2016 Actioned:  July  Team Brief  

16/112 July 2016 Q&G Chair’s Log Annual Fire Statement to be 
signed by CEO. CEO July 2016 July 2016 Completed as required.  

16/113 July 2016 Medical Director’s 
Report 

Timeline for roll out of Safety 
Huddles to be distributed  by 
email. 

Medical 
Director July 2016  

Ongoing - to continue through to 
July 2017.  NB: timeframe includes 
review of outcomes with project 
partners. 
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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 Aug 2016 Action Log / 2  
 

ROLLING TRACKER OF OUTSTANDING ACTIONS   
Minute 

ref 
Meeting 

date Item Action Owner Due date Done 
Date Progress report RAG 

status 

16/104 June 2016 Integrated performance 
report 

SPC chart for mortality ratios 
to be developed covering 
2014-17, reflecting 
interventions, impact and 
future expectations 

Medical 
Director 

October 
2016  

July update: Information team has 
been requested to put historical 
mortality data into SPC format for 
future reporting. Next quarterly 
report on Mortality due October. 

 

16/98 June 2016 
Quality & Governance 
Committee (Q&G)  
– Chair’s Log 

Training re Chair’s Logs to be 
provided for reporting groups  

Dir of 
Nursing & 

Quality 

August 
2016  

August: In progress -  Head of 
Quality & Governance liaising with 
Chairs of all operational groups 
reporting into Q&G & F&P. 

 

16/65 April 2016 Chief Executive’s report 

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

F&P Chair / 
Director of 
Finance 

April 2016 
& Autumn  

April: Further information received 
and reviewed at F&P in April.  Early 
indications reflected in F&P Chairs 
Log – see agenda item 18, April. 
Further guidance awaited later in 
year; will be reported to Board via 
F&P (August-October) 

 

16/08 January 
2016 Mortality Ratios 

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

Medical 
Director tbc  More information awaited nationally.  

 

 
 
 

 abbreviations:  
• BAF – Board Assurance Framework 
• CIP – Cost Improvement Programme 
• CRR – Corporate Risk Register 
• ET – Executive Team 
• F&P – Finance & Performance Committee 
• ICT – Information & Communications Technology 
• IPR – Integrated Performance Report 
• Q&G – Quality & Governance Committee 
• SPC  – Statistical Process Control (or SPCC  Statistical Process Control Chart) 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/08/P-06a 
 

SUBJECT: QUALITY AND GOVERNANCE ASSURANCE REPORT 

DATE: AUGUST 2016  

PURPOSE: 
 Tick as 

applicable   Tick as 
applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Carol Dudley, Secretary to Board & Governors 
& Heather McNair, Director of Nursing & Quality 

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

PRESENTED BY: Heather McNair,   
Director of Nursing & Quality and Committee Vice 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 July meeting, key issues for the 
Board’s attention include: 

• the Committee’s annual report for 2015/16 (presented separately) 

• work progressed to ensure safe services maintained in Stroke 

• the continued work on Infection Prevention & Control, supported by a refreshed Strategy for 
2016-2019 

• surgical site infections  

• the monthly review of Nursing & Midwifery staffing levels and notice of new guidance 

• site security, in light of recent global events 

• two updated policies approved and two new policies endorsed by the Committee and 
recommended to the Board for approval (see section 12) 

The Committee also received a demonstration of the recently introduced Perfect Ward app.  
Whilst still being new to most users, it showed clear benefits in terms of the app’s ease of use, 
effectiveness and outcomes.  Reports can be lodged instantly, with supporting evidenced 
provided by text and photos, enabling the ward teams to respond to identified issues quickly.  
Data can be easily analysed to assess progress against previous audits and identify any trends 
by area or across the Trust.  In July use of the app has been rolled out to 33 clinical areas.  It is 
working well but further refinements are being progressed to ensure that the benefits are 
maximised and the system fully meets the Trust’s needs.  This will also be an area of interest to 
the Council of Governors and will be shared with them through the Governors’ Q&G Sub-group. 
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RECOMMENDATION(S) 

The Board is asked to: 

a) receive and review the attached Log 

b) review and approve the IP&C Strategy 2016-19 (appendix 1) 

c) approve two new Policies – Handover of Care Policy and Policy for Deactivation of 
Implantable Cardioverter Defibrillators (ICDs) and Cardiac Resynchronisation Therapy 
devices with Defibrillation function (CRTs) at End of Life 
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Subject: QUALITY AND GOVERNANCE ASSURANCE REPORT Ref: BoD 16/08/P-06a 
 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
 
Committee / Group:  Quality and Governance Committee (Q&G) Date: 27 July 2016 Chair: Heather McNair 

 

Ref Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation / Assurance/ 
mandate to receiving body 

1 Stroke Services 

Confirmed plans to ensure continued and safe stroke services 
immediately following the departure of two consultants (as reported last 
month) were welcomed.  Discussions are still ongoing with neighbouring 
trusts to secure additional support where possible. 
Longer term plans are being developed within the Clinical Business Unit 
and will be agreed by the Executive Team (ET) before being finalised.  
Lead Officer: Medical Director 

Board of Directors For assurance 

2 Safety 

In addition to the Committee’s focus on safe services, Members were 
mindful of the recent shocking incidents reported internationally.  
Assurance was given on the high security standards across the Trust and 
the ability to enact swift “lock down” of any area if needed.  Nevertheless it 
was agreed that it would be useful to revisit security and provide a report 
to the Committee and Board of Directors. 
Lead Officer: Director of Operations 

Board of Directors To note 

3 
Integrated 
performance 
Report (IPR) 

- All quality and safety issues were reviewed.  No major concerns raised.  
- Mortality ratios all below 100 and within expected range, with 

improvements showing around pneumonia HSMR (hospital 
standardised morality rates) and focussed work continuing on sepsis.     

- Zero cases reported for Clostridium difficile in the first quarter. Three 
cases recorded subsequently in month 4 but the Trust remains on 
trajectory for the year.   

- Improvements in both harm from falls and response times to complaints 
were noted but the Trust is far from complacent and work is ongoing to 
deliver more improvements.   

- Incidence of avoidable pressure ulcers continues to be a cause for 
concern to the Committee.  To support better assessment around 
pressure ulcers on admission, engagement with regional work 
continues and learning is being introduced in the Trust. 

Board of Directors For assurance  
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Ref Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation / Assurance/ 
mandate to receiving body 

4 
Infection 
Prevention & 
Control (IP&C) 

a) The IP&C Strategy has been refreshed for 2016-2019 and re-
presented in closer alignment with the Trust’s four key objectives (the 
4 Ps: Patients, People, Performance and Partnerships). 
The Committee supported the continued good work of the IP&C team 
and recommends the Strategy for approval by the Board  
– appendix 1). 

 Lead Officer: Director of IP&C 
b) The latest report on surgical site infections (SSIs) was also received.  

Despite continued efforts, the Trust remains an outlier in neck of 
femur, knees and breast surgery when assessed across the past four 
quarters to  March 2016.  Although some of the numbers are relatively 
small, this is an issue of concern to the Committee. 
Although national quarterly trend data is useful, it was agreed going 
forward to use the Trust’s own data to plot progress monthly. 

 Lead Officer: Medical Director 

Board of Directors 

To note and for approval 
 
 
 
 
 
 
 
 
To note 

5 
Nursing & 
Midwifery 
Staffing 

Staffing remains static and continues to be at safe levels.  Vacancies are 
projected to reduce to <16 wte in September, when newly qualified 
nursing staff are able to take up post.  This report will need reviewing in 
light of ward reconfiguration. 
The National Quality Board released updated guidance in July 2016; this 
is less prescriptive than previously.  A fuller report on the new 
requirements will be presented to the Committee in August. 
Lead Officer: Director of Nursing & Quality 

Board of Directors For assurance 

6 Q&G Annual 
Report 

Members reviewed the draft Q&G Annual Report 2015/16.  This was 
approved for presentation to the Board – see separate report. 
Lead Officer: Committee Chair 

Board of Directors For approval (separate report) 

7 Internal Audit 

The outcome of the recent audit on Serious Incidents was noted.  
Significant Assurance was given overall, recognising the Trust’s good 
progress.  Action plans are in place to respond to the audit 
recommendations and ensure further improvements. 
Lead Officer: Director of Nursing & Quality 

Board of Directors For assurance 
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Ref Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation / Assurance/ 
mandate to receiving body 

8 
Board 
Assurance 
Framework 
(BAF) 

Only one change in month and several risks reduced.  The BAF – and 
CRR – continues to be subject to monthly review with each of the director 
leads.  Further reductions will flow through in the next 1-2 months, 
reflecting continued progress (eg closure of outpatient review list and full 
recruitment to Emergency Department middle grades). 
Lead Officer: Head of Clinical Governance & Quality 

Board of Directors For assurance  

9 Clinical Risk 
Register (CRR) 

The latest CRR was received and reviewed, largely mirroring the changes 
outlined under the BAF. 
Lead officer: Head of Clinical Governance & Quality 

Board of Directors For assurance 

10 Policies 

Two updated Policies were accepted by the Committee: 
• Safeguarding Supervision Policy  

- minor amends approved by Patient Safety Group, noted by Q&G 
• Medical Devices Policy   

- updated to align with current governance; one change to wording 
requested, subject to which the Policy was approved by Q&G 

Two new Policies were endorsed by the Committee and are 
recommended to the Board for approval (copies distributed to Board 
members separately): 
• Handover of Care Policy   
• Policy for Deactivation of ICDs and CRTs at End of Life. 
Lead Officer: Director of Nursing  

Board of Directors 

For assurance and to note 
 
 
 
 
 
For assurance and approval 
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Barnsley Hospital NHS Foundation Trust 
Infection Prevention and Control Strategy 

2016-2019 
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3 
 

 
1.0 Introduction 

HCAI (Healthcare Associated Infection) impacts upon safety, productivity and our ability to 
deliver high quality care.  This Infection Prevention and Control Strategy builds on 
previous strategy’s and sets out the approach that will support the Trust to sustain the 
improvements made in the reduction HCAIs and is key to supporting and underpinning the 
achievement of broader Trust objectives of sustaining patient safety and ensure 
compliance with CQC registration requirements.   
 

2.0 What Infection Prevention and Control means 
The term “Healthcare Associated Infection” (HCAI) encompasses any infection by any 
infectious agent acquired as a consequence of treatment for a medical condition or 
acquired by a health care worker in the course of their duties.  HCAI impacts on all NHS 
organisations and their ability to deliver services with an estimated cost to the NHS of 
around £1 billion per year.  
 
It is estimated that approximately 5,000 deaths nationally are directly attributed to 
infections acquired whilst in the care of a hospital and in addition it is cited in many more 
as a contributory factor.  The last national prevalence survey conducted in 2011 of 
England, Wales, Northern Ireland and the Republic of Ireland has reported an infection 
prevalence rate in adult patients in acute hospitals to be 7.6%.(HPA 2012)  The England 
only prevalence rate is 8.2%, Barnsley’s 
prevalence rate was 8.10%. 
 
Infection not only affects an individual, but it can 
and too frequently does transmit to others who 
rightly have an expectation that they will be protected from cross infection. 

 
2.1 What does Infection Prevention and Control mean for our patients 

If a patient acquires an infection it delays discharge, complicates their underlying 
condition, increases costs and outbreaks disrupt the normal activity of the Trust; as 
well as subjecting the patient to anxiety, pain, suffering and sometimes death.  This 
is not how we would wish our patients, their family or friends, to remember their 
care with this Trust.  However the relentless media interest in this arena is 
increasing the public’s anxiety with the result that patients are more likely to take 
legal advice and seek compensation for any HCAI.  Likewise the public’s perception 
and their confidence in any Trust’s approach to and delivery of infection prevention 
and control will increasingly influence patient choice. 

 
2.2 What does Infection Prevention and Control mean for our staff 

Infection Prevention and Control is not the sole domain of the Infection Prevention 
and Control Team (IPCT) it must be everyone’s responsibility underpinned by clear 
lines of accountability led from a senior level.  From Board to the Ward personal 
commitment to the prevention of infection will be evident and included in personal 
objectives.  Organisational and clinical leaders must take responsibility for efforts to 
sustain the Infection Prevention and Control change process whilst seeking 
methods to improve. 

“PATIENTS’ WILL EXPERIENCE 
SAFE CARE.” People have an 
expectation that they will be 
protected from infection 
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“TO BE IN THE TOP 10% OF TRUSTS 
IN COUNTRY FOR INFECTION 
PREVENTION AND CONTROL 

PERFORMANCE” 

“PATIENTS’ WILL EXPERIENCE 
SAFE CARE.” Patient will be 
identified promptly and managed 
according to good clinical practice.  

 
3.0  Why does Barnsley Hospital NHS Foundation Trust have a Infection 

Prevention and Control Strategy? 
The Trust aims to be in the top 10% of Trusts in the country for infection prevention and 
control performance.  This will mean continuously meeting and exceeding government 
targets and running an infection prevention and control programme, which meets the need 
of our patients, staff and others whilst 
adhering to current legislative, regulatory and 
national guidelines/acts. 
 
Whilst considerable progress has been made 
to integrate Infection prevention and control into all management systems this must be 
sustained and developed. The Health & Social Care Act 2008 (updated 2015) and 
associated code requires the Trust to address leadership, management arrangements, 
design and maintenance of the environment and devices, application of evidence based 
protocols and practices for both users and staff, and education, training, information and 
communication from boards to ward. Effective prevention and control of HCAI has to be 
embedded into everyday practise and applied consistently by everyone. 
 
This will be led and supported by Board level ownership that includes a Board level 
agreement outlining its collective responsibility for minimising the risks of infection and the 
general means by which it prevents and controls such risks. Achieved through the 
acceptance of this strategy and yearly work programme.  
 
Clearly the challenge for successful delivery of a HCAI reduction strategy is to change 
behaviour at each individual patient contact and to ensure that this change is sustained. 
However successful delivery of the actions and approaches outlined within this strategy 
will ensure that the Trust is enabled to change the culture and traditional behaviours, 
embedding Infection Prevention and Control into the fabric of the organisation and placing 
it at the forefront of clinical care.  
 
The anticipated impact will be a reduction in MRSA, Clostridium Difficile and other 
healthcare associated infections. The national quality agenda will demand reductions in 
HCAI and will financially penalise Trusts for not controlling and preventing infections. The 
benefits to the patients, the public and the Trust are not only significant but a clear 
statutory duty and thus achievement of this strategy is a key enabler to the Trust’s future 
service development. 
 
The three year objectives will be refreshed yearly to include any significant changes to the 
national and local infection prevention and control agenda. 

 
4.0  Infection Prevention and Control’s Vision 
 

Patients will experience safe care: 
• So far as is reasonably practicable, patients’ 

staff and other persons are protected against 
identified risks of acquiring HCAI, through 
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“PEOPLE WILL BE PROUD TO 
WORK FOR US.” Staff will 
receive instruction, training, 

supervision and information on 
how to be safe practitioners 

“PARTNERSHIPS WILL BE OUR 
Strength. “Patients visitors and relatives 
are essential to the success of the 
Infection Prevention and  
Control Strategy 

the provision of appropriate care, in suitable facilities consistent with good clinical 
practice. 
 

• Patients presenting with an infection or who acquire an infection during treatment are 
identified promptly and managed according to good clinical practice for the purposes 
of treatment and to reduce the risk of transmission. 

 
Partnerships will be our strength: 
The Trust will work together with the CCG, SWYPFT and neighbouring trusts to ensure 
that there is sharing of information that promotes Infection Prevention and Control. The 
Trust is an integral part of the District Post Infection Review (PIR)  meeting and Health 
Protection Board.  The IP&C team will liaise with appropriate agencies to facilitate the 
effective discharge and transfer of patients with infection issues.  The team will maintain 
and establish regional and national links by attendance at meetings and maintaining 
membership of appropriate national bodies.  The on-call Consultant 
Microbiologist/Infection Control Doctor, jointly provided by Barnsley and Rotherham will 
continue to provide a 24 hour/365 day service. 
 

Healthcare staff will work in partnership 
with members of the public including 
patients, visitors and relatives to prevent 
the transmission of infection and as such 
they are essential to the success of the 
Infection Prevention and Control Strategy. 

 
People will be proud to work for us:  
Each member of staff will be made personally aware of their responsibility for compliance 
with Infection Prevention and Control policies and procedures and it will be included in the 
job profile, personal development plans and appraisals, as appropriate to their grade and 
role including as appropriate non clinical roles e.g. Estates and Facilities.  Staff will 
receive instruction, training, supervision and information on how to be safe practitioners 
within the Trust.  Staff will be offered health surveillance and immunisation where 
appropriate.   

 
Performance matters: 
The Infection Prevention and Control programme 
will be supported by an accredited laboratory 
service. The lab has acquired the required CPA 
accreditation and this will be maintained. 
 
The Matrons will assist in developing the Trust’s Infection Prevention and Control 
programme each year and monitor progress locally. The Infection Prevention and Control 
Team will lead the programme and Matrons will work with and be supported by the team 
to monitor, enforce and integrate into practice the current and emerging Infection 
Prevention and Control agenda.  The Matrons will complement and play an essential role 
in the delivery of the strategy under the expert guidance of the Infection Prevention and 
Control team.  They will ensure all staff in their sphere of responsibility are equipped and 
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competent to practice the principles of infection prevention and control including 
education and training against agreed standards.   
 
The Trust will instigate a more robust monitoring approach via more frequent clinical and 
environmental audits.  These work streams will be led by Matron’s supported by the 
Infection Prevention and Control team.  All results will be fed back to the CBU’s monitored 
and action taken to correct deficiencies.  
 
The IPCT and Matrons will continue to be actively involved in the cleaning arrangements, 
PLACE inspections and other environmental audits.  The Matron will be the lead in the 
prevention of sharps injuries monitoring their 
incidents within their own area and reporting 
to the Sharps Prevention group via their 
nominated representative.  

 
5.0  Methods of Measurement 
 
 5.1 National 

Over recent years the national Infection 
Prevention and Control agenda has 
experienced significant change with 
increasing regulation.  The Department 
of Health (DH) is firmly committed to reducing HCAI and a number of documents 
have been produced to support and drive this agenda (see references)   
 
The most significant was the Health & Social Care Act 2008 (revised 2015) and 
associated statutory guidance ‘Code of Practice for Health & Adult Social Care on 
the Prevention and Control of Infections and Related Guidance’ (the Code).  The 
code sets out the minimum requirements by which Trusts can prevent and control 
HCAIs and is a requirement of registration. 
 
Failure to observe the Code may result in an improvement notice being issued to 
the NHS body by the Care Quality Commission or if significant failings exist being 
placed on “special measures” or legal procedures including fines. 
 
The Code joins and supports other legislative acts that impact on Infection 
Prevention and Control e.g. Health and Safety at Work etc. Act 1974, COSHH 
Regulations 2002, Provision of Personal Protective Equipment 1992, The Health 
and Safety (sharp instrument in health care) regulation 2013 and the Food Safety 
Act 1995.  In addition documents from NHS Estates, Medical Devices Agency, 
Public Health England, Health and Safety Executive set out a range of guidance 
and standards. 

 
5.2 Infection Prevention and Control Annual Programme 

Each year there is a mandatory requirement for the Trust to produce an annual 
report and infection control programme of work.  The programme of work highlights 
how the infection control requirements for the Trust for the coming year are to be 
achieved, in order to meet the requirements in the Health and Social Care Act 2008 
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(updated 2015).  The annual report demonstrates our performance and 
achievements over the previous year and is made publically available via the 
Trust’s internet site.   

 
5.3 Local Measurement 

In agreements with our main commissioners, Barnsley Clinical Commissioning 
Group (CCG), we have a programme for commissioning for quality and innovation 
(CQUINs).  We have worked with our commissioners to agree our CQUIN 
framework for the year, incorporating national CQUIN targets.  The CCG receive 
the yearly Infection Prevention and Control programme of work.     
 

5.4 Internal Measurement 
Each CBU is required to report and provide evidence of compliance with the 
Hygiene code via the Infection Prevention and Control Group and an assurance 
framework will be introduced and monitored in the form of exception reports. The 
Infection Prevention and Control Team then review the submissions against local 
surveillance data and national requirements. Measures to further strengthen local 
ownership will be identified and implemented. 

 
6.0 Our Approach to Infection Prevention and Control 

Whilst every effort and focus will be on managing the infection prevention and control agenda 
the organisation may need to respond immediately to the threat from emerging diseases as 
in the most recent Swine flu/Ebola pandemic. 
Currently the most challenging organisms are MRSA, 
Clostridium difficile and Extended Spectrum Beta 
Lactomase (ESBLs) producing micro-organisms.  The 
emergence of ESBLs is a serious concern since early 
epidemiology revealed that the infection carries a 
higher mortality rate.   

 
Changes in the microbial population are matched by 
other social and demographic changes with an 
increasing percentage of elderly and a decrease in 
human ability to resist infection. The users of hospital services are increasingly more ill and 
more vulnerable to infection.  The micro-organisms are adapting to conventional treatments 
becoming more resistant and pathogenic, whilst healthcare is more complex and often 
accompanied by more invasive techniques.  All of this adds up to a highly challenging 
agenda that requires the Trust’s full commitment. The use of work systems factors, best 
clinical practise and the built environment as means to maximise and sustain successful HAI 
reduction efforts. 

 
7.0 Making the Strategy a Reality 

HCAI’s are caused by a wide variety of micro-organisms, often bacteria from our own bodies. 
Thus some degree of HCAI is therefore inevitable. To achieve success in reducing avoidable 
HCAI the direct responsibility will lie with the clinical team who will be supported in this work 
stream by the Infection Prevention and Control Team.  Accountability and responsibility for 
the management of infection prevention and control in each CBU will belong to the Clinical 
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Our Goals are: 
• Reducing avoidable Healthcare Associated Infections 
• Delivering consistently safe care 
• Delivering consistently effective care 
• Treating infections with appropriate antibiotics 

“PROVIDE COUNSELLING, 
SUPPORT AND ADVICE TO 
PATIENTS AND SIGNIFICANT 
OTHERS” 

Director who will be supported in the discharge of this duty by the consultants, Matrons, Lead 
Nurses and the Head of Nursing. 
 
There is a significant remit enshrined within the Matron’s role to work alongside the Infection 
Prevention and Control Team to support and deliver the agenda within local clinical 
environments. This will be further enhanced and refined to ensure clinical operational focus 
of the delivery of this strategy with clear links to patient and public engagement. 
 
The Infection Prevention 
and Control Team will 
support and advise 
across the organisation 
including: 
 
• Provide counselling, 

support and advice to patients and significant others. 
• Monitoring, prompt identification and investigation of preventable infection or hazardous 

procedures and initiating the response to outbreaks. 
• To provide specialist Infection Prevention and Control advice to management, clinicians 

and practitioners.  Advising on appropriate microbiological tests and interpreting results to 
assist in prevention and control of infection.   

• Producing, implementing and monitoring policies, procedures and guidance which reflect 
relevant legislation, published professional guidance and evidence based practice. 

• To undertake targeted audit activities within the Trust, producing reports and identifying 
areas for action as an integrated part of continuous quality improvement. 

• Conducting active surveillance and presenting suitable and sufficient data to inform clinical 
decisions and the Trust’s overall strategy. 

• Ensuring procedures are in place to promote prudent prescribing and antimicrobial 
stewardship. 

• Advice on the purchase, cleaning, decontamination, 
maintenance and disposal of equipment. 

• Assist in the Trust’s waste disposal policy.  
• To liaise or actively participate with other appropriate 

meeting groups and departments. 
• Being active members of a water safety group and delivery of the water safety plan. 
• Ensuring that relevant staff, contractors and other persons receive suitable information, 

training and supervision in the measures required to prevent and control the risks of 
infections.   

• Providing assurance of IPC to the Trust Board via the Quality and Governance Committee.   
• Being active members of the organisations Clinical Governance and Patient Safety 

systems.   
• To assist in the identification of risk working with the risk department to maintain the 

corporate infection control risk register.  
• Close working relationships with Estates and Facilities ensuring that their service takes 

account and includes Infection Prevention and Control as an integral part of their 
practices, procedures and strategies.   
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“WE WILL WORK WITH PATIENTS 
AND RELATIVES TO PROMOTE 
GENERAL INFECTION CONTROL 
AWARENESS” 

• Conducting investigations including assisting clinical teams in route cause analysis (RCAs) 
and post infection reviews.  

 
Infection Prevention and Control will be integrated into the core business of the Trust and 
given the same priority as other government targets.  Senior clinical staff will be expected to 
act as role models adhering to and reinforcing excellence in the principles of asepsis and 
infection prevention and control.   

 
7.1 Communication 

The effective communication of our Infection Control Strategy is imperative if as an 
organisation we are to success in its delivery.  
Internal communication will support us in 
delivering the strategy, by ensuring all staff 
are clear about what our infection control 
initiatives are and what is expected of them.  

 
We will conduct promotional awareness weeks, targeted training, use information leaflets 
and display boards in public locations.  Opportunities to use other media outlets will be 
sought.  
 
The Trust has an intranet page for Infection Prevention and Control; this will be regularly 
reviewed and updated.     
 
The Trust must not underestimate the importance of the publics perception in this area, 
with issues such as cleanliness, basic hygiene, cleaning of hands and staff appearance 
all being issues of significant public concern Communicating to the public in a manner 
that informs but does not engender fear is challenging and the Infection Prevention and 
Control Team alongside the Matrons will continue to develop mechanisms to engage 
with all spheres of the public. This will clearly link with the Improving Patient Experience 
Strategy. 
 
The Trust will consistently provide relevant quality information and advice to patients so 
that they have sufficient knowledge of the risks when providing consent to the care and 
treatment being offered to them.  Appropriate information will be provided to patients 
before admission to hospital and during their stay.  The methods used to inform them will 
seek to allay unnecessary anxiety and reassure them that the Trust will take all 
necessary action to prevent infections occurring but that total elimination of all risk is not 
possible. 
 
Leaflets on key infections are available on the wards from the infection prevention and 
control team and the infection prevention and control teams strategic aim is that they will 
see each patient affected by a key pathogen. The team supplements this by being 
available for advice before during and after their stay to both patient’s relatives and 
others. 
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Appendix 1 

Committee Structures 
Lines of Communications and Accountability 

 
 

 
Health Protection Board BHNFT Board of Directors 

Quality and Governance 
Committee 

Infection Prevention and Control Group 

Decontamination 
Group 

BHNFT Infection Prevention 
and Control Operational Group 

CBUs and Departments 

Post Infection Review 
(PIR) Group 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/08/P-06b 

SUBJECT: QUALITY & GOVERNANCE COMMITTEE ANNUAL REPORT 

DATE: AUGUST 2016  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Gill Feerick, Head of Quality & Governance 
Ros Moore, Quality & Governance Committee Chair 

SPONSORED BY: Ros Moore, Quality and Governance Committee Chair 

PRESENTED BY: Heather McNair,  
Director of Nursing & Midwifery / Q&G Vice Chair 

STRATEGIC CONTEXT  
 
In accordance with the Terms of Reference for the Quality and Governance Committee, the 
Committee is required to produce an annual report for the Board of Directors setting out: 
 

a) The role and the main responsibilities of the committee 
b) Membership of the committee 
c) Number of meetings and attendance 
d) A description of the main activities during the year. 

 

EXECUTIVE SUMMARY  

 
The Quality and Governance Committee has successfully fulfilled its role in providing assurance 
to the Board of Directors on the standards of care provided within the Trust during 2015/16.  
The annual review of the terms of reference of the Committee has highlighted a number of 
recommendations with regards to membership and required attendance by other Trust 
representatives.  
 
The Committee has identified a number of improvement and priorities for 2016/17: 
 
Improvements 
 

• The governance structure currently in place remains with acknowledgment that Q&G will 
continue to monitor the situation throughout the coming year 

 
• The Patient Safety Group it is recommended that the group be re-named to the Patient 

Safety and Harm Group this reflects the committees’ commitment to developing a 
proactive safety culture as well as learning from past harms (PSHG). 
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• The current membership of the Committee to be reviewed with a particular need for the 
inclusion of discipline representation in and around healthcare sciences, preferably 
Pharmacy, Radiology and Allied Health Professional’s (AHP) 

 
• Members and deputies attending on behalf of members of the groups and Committee 

should be of an appropriate level of seniority and authority 
 
• Chairs of each of the five reporting sub-groups are required to be members of Q&G 

 
2016/17 Priorities 
 

• Continue to improve the structures and processes of the Q&G Committee building on the 
improvements noted and addressing recommendations made in the 2015/16 Self 
Assessment.  

 
• Monitor the impact of changes made to the Sub Groups ToR and review membership of 

those group reporting to the Sub Groups of the committee who report inconsistent 
attendance from key staff to see if that can be improved 

 
• Consider the recommendations of the University of Leeds Board to Ward Study 

 
• Maximise our use of data (e.g Promote the use of SPC charts to identify the impact of 

applied learning; promote data triangulation at all levels) 
 

• Enhance Board Assurance by setting and reviewing forward looking safety goals as well 
as reviewing past harms  

  
RECOMMENDATION(S)  
 
The Board is asked to receive the report, acknowledge the work of the Quality and 
Governance Committee and make any suggestions for changes in approach for 2016/17.  
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Subject: QUALITY & GOVERNANCE COMMITTEE  
ANNUAL REPORT 2015/16 Ref: BoD 16/08/06b 

 
 

1. STRATEGIC CONTEXT  
 

1.1 The Quality & Governance Committee (Q&G) is one of three Board sub-Committees 
responsible for providing assurance to the Board of Directors on the standards of 
care provided within the Trust. The Committee is responsible for assisting the Board 
in identifying any potential or actual risks to quality and ensuring that any risks 
identified are robustly addressed. 

 
1.2 Alongside the Finance & Performance Committee (F&P) and the Audit Committee, 

the Quality & Governance Committee is responsible for ensuring there are adequate 
and appropriate quality governance structures, processes and controls in place 
throughout the Trust which ensures high quality, safety and excellence in patient 
care. 

 
1.3 In 2014 work was undertaken to strengthen governance arrangements, with 

improvements made throughout the Trust. The review of the governance structure 
concluded with the recommendation that the structure of the operational groups 
reporting directly to the Quality & Governance Committee be revised. It was 
proposed to restructure into five sub-groups.  
 

1.4 Since September 2016 the Quality & Governance Committee has had five 
operational groups directly reporting into it; Clinical Effectiveness Group (CEG), 
Patient Experience Group (PEG), Infection Prevention & Control Group (IP&C) and 
Health & Safety Group (H&S) and the Patient Safety Group (PSG). (See Appendix 1). 

 
2. INTRODUCTION  

 
2.1  The Chair, would like to use this report to thank all members and attendees for their 

support in delivering the work of the Committee throughout the year. Their 
contributions have been instrumental in the development and effectiveness of the 
Committee’s progress.  

 
2.2 This report provides an overview of the work of Q&G in 2015/16 and takes into 

account the following key points: 
 

• Membership of the Committee 
• Compliance with terms of reference (TOR) 
• Overview of effectiveness of core business of the Committee 
• Key responsibilities and main activities of the Committee 
• Compliance with the annual forward plan 
• Effectiveness of the five reporting sub-groups reporting into the Committee 
• Effectiveness of the Quality and Governance Committee 
• Forward look for 2016/17. 
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3. MEMBERSHIP & ATTENDANCE 
 

3.1 In 2015/16 the membership of the Committee consisted of: 
 

• Non Executive Director  (Chair)  
• Non Executive Director (x2, excluding Chair) 
• Executive Directors (x3):  

o Medical Director  
o Director of Nursing & Quality (Deputy Chair)  
o Director of Operations  

• Associate Director of Corporate Affairs (see point 3.4 )  

In addition, and in compliance with the TOR for the Committee, additional Trust 
representatives are required to attend meetings of the Committee:  
• Deputy Director of Nursing 
• Head of Quality and Clinical Governance 
• Senior Representation from each Clinical Business Unit, e.g. General Manager, 

Clinical Director and Head of Nursing 
• Director of Infection Prevention & Control 
• Director or Deputy Director of Finance (shared seat) 
• Director of Communications & Marketing (ad hoc attendance) 
• Associate Director of Human Resources & OD 
• Patient Safety & Quality Lead 

 
3.2 The terms of reference require all Committee members to attend all meetings, or in 

the event of a member’s absence, a nominated deputy is required to attend on their 
behalf.  With regard to attendees at the Committee, the terms of reference require 
attendees or their representatives to attend at least 9 meetings per year. (See 
appendix 2). 

 
3.3 In 2015/16 the Committee met 11 times. 
 
3.4 There has been good overall representation of members and attendees at the 11 

scheduled meetings of the Committee in 2015/16. The Director of Operations has 
had to offer apologies several times throughout the year due to operational pressures 
and has therefore delegated attendance at the Committee on her behalf to the Health 
and Safety Advisor.  

 
3.5 Recommendations with regard to revision of the ToR and membership are: 

• Remove Associate Director of Corporate Affairs; post removed from 
organisational structure in February 2016 

• Amend attendance requirements of Director of Infection Prevention & Control to 
support consistent attendance by suitable representative; Director or Associate 
Director of Infection Prevention & Control. 

 

 
                             Pack pg no 39



Q&G Annual Report 2015/16 – p 5 
 

4. TERMS OF REFERENCE COMPLIANCE; Overview of effectiveness of core 
business; Key responsibilities and main activities. 

 
4.1 During 2015/16 the Committee has delivered its key responsibilities and duties as 

outlined with the agreed terms of reference. Meetings have been in held in 
accordance with the agreed schedule with one additional meeting having been held 
to facilitate the completion of the Trust’s annual Quality Report (incorporating the 
Quality Account). The annual forward plan (appendix 3), has been subject to 
continuous review throughout the year by the Committee with on-going review and 
update as and when required.  

 
4.2 All issues for escalation have been continuously reported upwards to the Board of 

Directors with relevant information being shared with the Finance & Performance 
Committee and Audit Committee, as and when required. Information is 
communicated and escalated via the Chair’s Logs with minutes from each meeting of 
the Committee being made available to the Board of Directors for information. 

 
4.3 Throughout the former part of the year the Committee continued to receive 

information from all CBUs in the form of presentations. These presentations provided 
the CBUs with the opportunity to highlight to the Committee their challenges, 
successes and future plans for quality improvement initiatives within each of the 
CBUs. In the latter part of the year the Committee has invited presentations from 
each of the five sub-groups reporting into the Committee; on areas of work pertaining 
to the key duties and responsibilities of each of the operational groups. The Chair has 
also attended subgroup meetings to see the good work being done by staff at that 
level and ensure that efficacy of our escalation systems.  

 
4.4 Throughout the year the Committee has continued to encourage all CBUs to raise 

any issues or concerns pertaining to quality and governance and for these matters to 
be escalated, when deemed necessary, directly to the Board of Directors via the 
Chair of the Committee. 

 
4.5 Through monthly review and scrutiny of the Trust’s Integrated Performance Report 

(IPR) the Committee has been able to provide the Board of Directors with the 
assurance that are robust systems in place to effectively monitor quality performance 
within the Trust. Throughout the year the Committee has continuously scrutinised 
and challenged the accuracy and robustness of the information being reported, 
ensuring that quality improvements are being made and organisational learning is 
being implemented. For areas identified as high risk by the Committee, single item 
reports have also been requested for the purpose of additional information and 
assurance. Examples of this being in-patient falls, surgical site infection rates, 
pressure ulcers and Serious Incidents (SIs).  

 
4.6 Q&G has monitored compliance with national and regulatory requirements including; 

National Clinical Audit requirements, National Institute for Health and Care 
Excellence (NICE) Guidance and Care Quality Commission standards and actions 
from inspections (CQC). The Committee has also monitored closely the Trust’s 
nursing and midwifery staffing levels and associated action plans to ensure safe 
staffing levels are maintained to support patient safety and quality, linking these to a 
heat map which identifies areas of concern. Where any action is required by the Trust 
to evidence compliance with national and regulatory requirements, close monitoring 
of action plan implementation and completion is undertaken by the Committee.  
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4.7 The assurance provided to the Board with regard to the risk management 
arrangements within the Trust is supported through the monthly review of the Trust’s 
Corporate Risk Register and Board Assurance Framework. The Committee has been 
instrumental in the continued development of both the Corporate Risk Register and 
the Board Assurance Framework resulting in an opinion of Significant Assurance 
being awarded by internal audit for 2015/16. 

 
4.8 The quarterly review of the Quality Governance Framework (QGF) and annual review 

of the Code of Governance has supported the Committee in being able to confirm 
that the Trust's Quality Governance systems are in line with those required by 
Monitor.  

 
4.9 The Committee has continued to play a lead role in the annual review of the Quality 

Report and Account (QA). In May 2015 the Committee dedicated an additional 
meeting to review and finalise the 2014/15 QA. This was subsequently approved by 
the Board of Directors and adopted as part of the Trust’s Annual report & Accounts. 
As well as reviewing the previous years QA the Committee has participated in 
identifying and agreeing the Trust's local quality priorities and targets for 2015/16.   

 
4.10 In accordance with the agreed terms of reference for the Committee and in 

accordance with the Committees duties to promote safety and excellence in patient 
care, in addition to those work-streams mentioned above, many other areas of focus 
have been identified and managed by Q&G as part of its core business during 
2015/16. These have included:   

• Infection Prevention and Control performance monitoring 

• Patient experience; complaints and concerns performance 

• In-patient survey results and subsequent action plans for future improvement 

• Surgical Site Infection rates 

• Stroke performance 

• Mortality performance 

• Review of ad hoc reports to ensure Trust-wide compliance with recommendations 
derived from the findings of reviews, inspections, national investigations and 
reports; these have included: Kirkup Report, Savile Report, “Right here, right now” 
(Mental Health Crisis Review) 

• Nurse Revalidation  

• Duty of Candour 

• Information Governance Toolkit Annual Submission; oversee the Trust's policies 
with respect to the use of clinical data and patient identifiable information, to 
ensure that this is in accordance with all relevant legislation and guidance 
including the Caldicott Guidelines and the Data Protection Act 1998 
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• Clinical Audit Annual Programme review and approval ensuring effective delivery 
of the Trust Annual Clinical Audit programme and the implementation of actions to 
improve standards and quality effectively. 

• Internal Audit Reports review 

• Clinical Negligence Claims and Litigation updates 

• Annual reports, including: Safeguarding, Risk Management, Infection Prevention 
and Control, Research & Development. 

• The ratification of a number of key new policies for the Trust including new 
policies, including: DNA, Falls, Duty of Candour, Safeguarding Children, 
Deprivation of Liberty, Mental Capacity Act. 

 
5. COMPLIANCE WITH ANNUAL FORWARD PLAN 
 

5.1 A copy of the annual forward plan is attached at Appendix 3; this will be subject to 
annual review in line with the review and revision of the terms of reference for Q&G. 

 
5.2 The forward plan in Appendix 3 is reflective of the programme for meetings of the 

Committee throughout 2015/16.  
 
5.3 The Committee’s detailed list of work delivered by the Q&G is all included within 

Q&G’s annual forward plan. The forward plan steers the agendas of all scheduled 
meetings. 

 
6. EFFECTIVENESS OF THE FIVE SUB-GROUPS 

 
6.1 Q&G has continued to monitor the Trust’s quality and governance structures through 

the monthly information and data received from the five groups reporting into the 
Committee. Each sub-group has presented an annual report to the Committee on the 
effectiveness of the delivery of their work during 2015/16 together with any 
recommendations for improvements to be made in 2016/17: 

 
6.2 Clinical Effectiveness Group (CEG) 

 
6.2.1 CEG has worked effectively since the group was established in November 2015. 

The terms of reference were last reviewed in May 2016 and areas of improvement 
have been identified with regards to the role and function of the group. 

 
6.2.2 Areas of improvement will be implemented early in 2016/17 and progress on 

achievements and improvements will be reported to accordingly to Q&G 
accordingly: 

 
• Develop a programme of work 

 
• Establish a stable core membership that represents the new CBU structure 

from the medical, nursing and AHP perspectives. 
 

6.2.3 Of the five subgroups that were created, all apart from CEG existed in a similar 
format before and therefore benefited from pre-existing structure and aims. CEG 

 
                             Pack pg no 42



Q&G Annual Report 2015/16 – p 8 
 

was a new group and as a result it has taken longer to agree the optimal shape and 
purpose of the group. 

 
6.3 Health & Safety Group (H&S) 

 
6.3.1 The Health and Safety Group receives reports from seven sub-groups during each 

Health and Safety Group meeting: 
 

• Stress Action Group 
• Moving & Handling Steering Group 
• Fire Risk Assessment Steering Group 
• Sharps Injury Prevention Group 
• Waste & COSHH Steering Group 
• Medical Gases Group 
• Radiation Protection Group. 

 
6.3.2 The revised Committee reporting structure and the management of the Health and 

Safety Group, including the reports received during meetings from the seven 
subgroups has improved the level of the assurance reported to Q&G in relation to 
health and safety compliance across the Trust.  

 
6.4 Infection Prevention and Control Group (IPCG) 

 
6.4.1 The IPCG has delivered on its key duties and responsibilities as outlined in the 

terms of reference.  The group has worked effectively although the annual review of 
the effectiveness of the group has identified the need for a formal review of 
membership. 

 
6.4.2 The IPCG has two subgroups reporting into it; the Infection prevention & Control 

Operation Group and the Decontamination Group. Both groups have experienced 
difficulties throughout the year with regards to securing appropriate attendance at 
meetings and in ensuring frequency of meetings as required by the agreed terms of 
reference.   

 
6.5 Patient Experience Group (PEG)  

 
6.5.1 The Patient Experience Group (PEG) exists to provide direction for patient 

experience activities across the Trust and to give strategic assurance that the Trust 
is meeting its key objectives as defined in the Improving Patient Experience 
Strategy and supporting action plan. PEG has moved to bi-monthly meetings which 
supports the effective delivery of key objectives identified in the Improving Patient 
Experience Strategy and action plan. 

 
6.5.2 Areas of focus for 2016/17 include:  

 
• Improve response rates to the NHS Friends & Family Test in outpatient services 

and the Emergency Department 
• Improve the quality and timeliness of complaint investigation timeframes.  
• There will be further devolvement and ownership at CBU level 
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• Development of an e-learning training package to support staff to handle 
concerns and complaints in a timely and responsive manner. 

• The need to participate in wider organisational work streams to address the  
following areas: 

 Out patient transformation. 
 PLACE assessments and visits. 
 Quality visits. 
 Service improvement/research projects e.g. PRASE project. 

• Improved engagement with patients and public on key business and quality 
targets, with a particular focus on patients with long term conditions 

• Further development of thematic reports on trends from patient experience 
feedback to CBUs to trigger improvements in service delivery 

• Production of thematic reports on emerging themes from patient experience 
feedback and incident and claims data through improved use of Datix reporting 
functions. 

 
6.6  Patient Safety Group (PSG) 

 
6.6.1 PSG has responsibility for the development and implementation of: 

 
• Processes which hold the Trust to account for clinical and patient safety  
• The organisational learning from patient safety incidents  
• The monitoring of operational actions to reduce patient safety and risks. 

 
6.6.2 The membership of PSG requires a full and detailed review with regards to the 

appropriateness of the existing membership and processes are required to address 
non-compliance with the membership requirements of the group. 

 
6.6.3 The group’s annual work programme will be subject to review in line with the review 

and revision of the terms of reference for PSG. 
 
6.6.4 The results of the annual self assessment of the effectiveness of the Group will be 

instrumental in informing any future revisions of the TOR and any revisions to the 
annual work plan.   
 

6.6.5 There have been recognised overlaps between the key roles of PSG and CEG, 
however these have been identified by Chairs of the groups and are being 
managed appropriately and effectively. 

  
6.6.6 There are a number of areas PSG have agreed will be a focus for the groups work 

during 2016/17: 
 

• Triangulation of quantitative and qualitative data reporting of  incidents, 
complaints and claims 

• Directed work with the CBUs to ensure a unified and interrelated relationship 
between the CBU and PSG governance and patient safety agendas 

• Ensure the local patient safety and quality agenda is influenced and driven 
by the wider national patient safety and quality agendas 
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• Develop and implement trajectory performance reports for patient safety and 
quality indicators. 

 
6.6.7 PSG has worked effectively since the group was established in November 2015. 

The group’s annual report has identified numerous areas requiring review and 
change all of which will be implemented early in 2016/17. 

 
6.6.8  Throughout the year there has been significant input from the Governors’ at the 

meetings of the sub-group’s with regular feedback on work from the groups to the 
Council of Governors’ Quality and Governance Sub-Group. The Chair of the 
Committee would like to thank the Governor’s for their continued support. 

 
7. EFFECTIVENESS OF THE QUALITY AND GOVERNANCE COMMITTEE  

 
7.1 As required in its TOR, the Committee has recently undertaken a self assessment 

of its effectiveness as perceived by its Members and attendees (Appendix 4).  The 
feedback is of a positive nature and demonstrates improvements on the feedback 
obtained from the self assessment in the previous year. There are however, a 
number of areas in need of improvement that have been identified, including:  

 
• Development of clear and measurable objectives for the Committee 
• Ensuring appropriate membership of the Committee to support the 

effectiveness of its work 
• The work-plan for the Committee is revisited at the end of every meeting to 

ensure it is up to date and accurate and members are aware of required 
agenda items at future meetings 

• Non-attendance by members of the Committee are addressed in an 
appropriate way 

 
7.2 As a result of the feedback from the annual review of the effectiveness of the 

Committee, and as a result of the review of the annual reports from the reporting 
sub-groups, areas of recommendation are to include: 

 
7.3 As there have been no gaps identified in the work streams covered by the five 

reporting sub-groups of the Committee, it is recommended that the governance 
structure currently in place remains with acknowledgment that Q&G will continue to 
monitor the situation throughout the coming year. 

 
7.4 Despite the recognised overlaps between the key roles of PSG and CEG, these 

have been identified by Chairs of the groups and are being managed appropriately 
and effectively. Following a review of the key roles and duties of the Patient Safety 
Group it is recommended that the group be re-named to the Patient Safety and 
Harm Group (PSHG).  

 
7.5 The need to review the current membership of the Committee has been 

acknowledged and agreed with a particular need for the inclusion of discipline 
representation in and around healthcare sciences, preferably Pharmacy, Radiology 
and Allied Health Professional’s (AHP). 

 
7.6 All members and deputies attending on behalf of members of the groups and 

Committee should be of an appropriate level of seniority and authority. Any person 
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deputising at a group or committee meeting should receive a full and detailed brief 
of the work/area they are attending to present and represent.  

 
7.7 Chairs of each of the five reporting sub-groups are required to be members of 

Q&G. 
 
7.8 Membership of Q&G, CEG and PSG is to include one Clinical Director 

representation with a proposal that attendance at Q&G, CEG & PSHG is rotated 
between the three Clinical Directors on a six monthly basis. In addition there is a 
recommendation for a senior nurse representative to attend meetings of PSHG and 
CEG.  

 
7.7 The Chair of the Committee will continue to meetings of the five sub-groups of the 

Quality and Governance Committee and the Council of Governors’ Quality and 
Governance Sub-Group. 

 
8. FORWARD LOOK FOR 2016/17 

 
8.1 There are a number of areas Q&G have agreed will be a focus for the committee’s 

work during 2016/17:  
 

• Continue to improve the structures and processes of the Q&G Committee 
building on the improvements noted and addressing recommendations made 
in the 2015/16 Self Assessment.  

• Monitor the impact of changes made to the Sub Groups ToR and review 
membership of those group reporting to the Sub Groups of the committee 
who report inconsistent attendance from key staff to see if that can be 
improved 

• Consider the recommendations of the University of Leeds Board to Ward 
Study 

• Maximise our use of data (e.g Promote the use of SPC charts to identify the 
impact of applied learning; promote data triangulation at all levels) 

• Enhance Board Assurance by setting and reviewing forward looking safety 
goals as well as reviewing past harms  

 
9. CONCLUSION 

 
9.1 The Board of Directors is asked to endorse this report outlining the work 

undertaken by the Quality and Governance Committee and the progress it has 
made during 2015/16. The Board is also asked to note the proposals for further 
development of Quality and Governance Committee in the forth coming year. 

  

Appendices: 
Appendix 1: Quality & Governance Reporting Structure (September 2015) 
Appendix 2: Q&G Terms of Reference  
Appendix 3: Q&G Annual Forward Plan 
Appendix 4: Self-assessment of the Effectiveness of the Committee 
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Appendix 1 

Revised Quality & Governance Reporting Structure (September 2015) 
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Appendix 2 

  

 TERMS OF REFERENCE  
QUALITY & GOVERNANCE COMMITTEE 

 

1. CONSTITUTION 
 The purpose of the Quality & Governance Committee is to assist the Board in 

obtaining assurance that high standards of care are provided and any potential or 
actual risks to quality are identified and robustly addressed at an early stage. 
The Committee will work with the Audit Committee to ensure that there are 
adequate and appropriate quality governance structures, processes and controls in 
place throughout the Trust to: 

• Promote safety and excellence in patient care Identity, priorities and manage 
risk arising from clinical care 

• Ensure efficient and effective use of resources through evidence based clinical 
practice. 

2. DUTIES 
2.1 The Committee is responsible for the following; 

• Receiving assurance that robust Quality and Governance structures are in 
place Scrutinising and challenging quality indicators and ensuring that themes 
and organisation wide learning and improvement are taking place. 

• Ensuring that potential and actual risks to quality are proactively identified and 
robust action plans are in place and implemented to address these, providing 
assurance to the Board. 

• Authenticating the information to the Board, in the case of in depth reviews, 
staff from the locality could be invited to attend 

• Demonstrating direct dialogue with patients 

• Ensuring implementation of the National Patient Safety Agency Reporting 
requirements to achieve the standards of compliance 

• Compliance with statutory and regulatory requirements e.g. CQC and 
Health & Safety. Overseeing the development and the implementation of 
the Quality Strategy and achievement of quality indicators.  

• Risk Management. 

2.2 Further duties are: 
2.2.1 To ensure that there are robust systems in place across all services and all levels 

within the Trust, to enable the Trust to effectively monitor quality performance and 
to have an assurance process to improve the quality of care. 

2.2.2 To ensure that the Trust's Quality Governance system is in line with Monitor's Risk 
Assessment Framework and the Governance Quality Framework and that this is 
reviewed annually or in line with any updates. 

2.2.3 To oversee the system within the Trust for obtaining and maintaining any 
licences relevant to clinical activity in the Trust. 
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2.2.4 To scrutinise, robustly discuss and challenge information and reports in relation to 
quality to ensure that themes, organisation wide learning I  improvement are 
being addressed 

2.2.5 To sign off the Annual Quality report as determined by Monitor and any other as 
required. 

2.2.6 To ensure that all statutory quality governance requirements are adhered to 
within the Trust including the requirement of our regulators, Monitor and the 
Care Quality Commission. 

2.2.7 To promote quality and safety reporting within the Trust of any situation that 
may threaten the quality of patient care in accordance with the relevant policies 
and datix systems. 

2.2.8 To seek assurance that robust and timely systems and processes are in place to 
proactively ensure compliance with the CQC essential standards of Quality and 
Safety and that any remedial action is taken in a timely and outcome focused 
way. 

2.2.9 To ensure the delivery of the Trust strategies relating to Clinical Effectiveness, 
Patient Experience Group and the Trust agreed priorities published in the Trust 
Quality Account. 

2.2.10 To oversee the Trust's policies with respect to the use of clinical data and patient 
identifiable information, to ensure that this is in accordance with all relevant 
legislation and guidance including the Caldicott Guidelines and the Data Protection 
Act 1998 

2.2.11 To seek assurance that robust and timely systems or programmes are in place 
in respect of Patient Safety, including: 

• Effective systems for the reporting, scrutiny and implementation of actions 
arising out of adverse incident and external enquires 

• Safeguarding (Children and Adults) including training and lessons learnt 
and action  plans implemented 

• Infection Prevention & Control including policies, training, audit and inspection 

• Procurement, management and maintenance of Medical devices monitoring 
and compliance with national patient safety, medical device and drug alerts 
effective management and learning from clinical claims/complaints/SIs 

• Early Warning Trigger tool exception report 

• Annual review of the Health & Safety report  
2.2.12 To seek assurance that robust and timely systems or programmes are in place 

in respect of Clinical Effectiveness, including: 

• Effective Medicines Management 

• Timely review of NICE Guidance, technology appraisals and other national 
guidelines or regulations and the implementation of action plans  

• Effective delivery of the Trust Annual Clinical Audit programme and 
the implementation of actions to improve standards and quality 
effectively 

• Development and implementation of Clinical outcome measures and 
care pathways 

• To approve deviation from NICE Guidance where it is deemed appropriate 
and necessary to do so 
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• To agree annual clinical audit programme including the risk based 
approach those pertaining to NICE Guidance and to ensure this is a 
continuing cycle. 

2.2.13 To identify potential risks to quality and ensure that these are being reported via 
the risk register and that there are robust plans to mitigate the risk 

2.2.14 To regularly review risk register items pertaining to Quality, Clinical Governance 
2.2.15 To provide assurance to the Audit Committee on the management of key 

quality and governance risks and issues to ensure an integrated approach to 
governance. 

2.2.16 To oversee the process for developing and implementing quality priorities. 
2.2.17 To seek assurance on the Trust's arrangements for actively engaging patients, 

staff, or members and key stakeholders on quality, including their patient 
experience. 

3. MEMBERSHIP 
3.1 The membership of the Committee will consist of: 

• Non Executive Director  (Chair)  

• Non Executive Director (x2, excluding Chair) 

• Executive Directors (x3):  
o Medical Director  
o Director of Nursing & Quality (Deputy Chair)  
o Director of Operations  

• Associate Director of Corporate Affairs 
All of the Members have voting rights.   
In the event of a Member’s absence, they should make every effort to nominate a 
deputy to attend on their behalf.  The Deputy should be fully briefed but will not 
have the right to vote nor be counted in the quorum. 

4. ATTENDANCE 
• Deputy Director of Nursing 

• Head of Quality and Clinical Governance 

• Senior Representation from each Clinical Business Unit, e.g. General Manager, 
Clinical Director and Head of Nursing 

• Director of Infection Prevention & Control 

• Director or Deputy Director of Finance (shared seat) 

• Director of Communications & Marketing (ad hoc attendance) 

• Associate Director of Human Resources & OD 

• Patient Safety & Quality Lead 
In the event of their absence, the above attendees should make every effort to 
nominate a deputy to attend on their behalf and the Deputy should be fully 
briefed. 
The Chair of the Committee may extend invitations to other persons with 
relevant skills, experience or expertise as necessary to deal with the business 
on the agenda.   
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No-one in attendance, other than the Committee Members (per section 3), will 
have voting rights at the meeting. 
Attendees or their representatives have a responsibility to attend at least 9 out 
of 12 meetings. 

5. RESPONSIBILITY OF MEMBERS 
 Members of the Committee have a responsibility to: 

• attend at least 9 out of 12 meetings, having read all papers beforehand; act as 
'champions', disseminating information and good practice as appropriate; 

• identify agenda items, for consideration by the Chair, to the Lead Director I 
Secretary at least 10 working days1 before the meeting; 

• prepare and submit papers for a meeting, at least 5 working days before the 
meeting; 

• if unable to attend, send their apologies to the Chair and Secretary prior to the 
meeting 

• when matters are discussed in confidence at the meeting, to maintain such 
confidences; 

• declare any conflicts of interest and potential conflicts of interest in accordance 
with the Barnsley Hospitals NHS Foundation Trust's policies and procedures; 

• at the start of the meeting, declare any conflicts of interest I potential conflicts of 
interest with the Barnsley Hospitals NHS Foundation Trust's policies and 
procedures. 

6. QUORUM 
The Committee will be deemed quorate to the extent that the following are 
present: 

• at least one Non Executive Director member of the Committee, and 

• at least one Executive Director member of the Committee  
(as listed in section 3 above) 

• plus at least one other member, as listed in section 3 above 

7. FREQUENCY OF MEETINGS 
The Committee shall meet monthly 

 8. AUTHORITY 
The Committee is authorised by the Board of Directors: 

• to investigate any activity within its terms of reference and produce an annual 
work program or forward plan;  

• to approve or ratify (as appropriate) those policies and procedures for which it 
has responsibility 

• to promote a learning organisation and culture, which is open and transparent; 

• to establish and approve the terms of reference of such sub-committees, 
groups or task and finish groups as it believes are necessary to fulfil its terms 
of reference 

                                            
1 Working days counted shall exclude the day of the meeting  
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  9.0 DECISION MAKING 
Wherever possible members of the Committee will seek to make decisions and 
recommendations based on consensus 
Where this is not possible then the Chair of the meeting will ask for Members to 
vote using a show of hands, provided that nothing in the way of business is 
conducted is prohibited by the standing orders of the Barnsley Hospital NHS 
Foundation Trust. 
In the event of a formal vote the chair will clarify what members are being asked 
to vote on - the motion.  Subject to meeting being quorate a simple majority of 
Members present will prevail. In the event of a tied vote, the Chair of the 
meeting will have a second and deciding vote. 
Only the Members of the Committee present at the meeting will be eligible to 
vote. Members not present, deputies and attendees will not be permitted to vote 
nor will proxy voting be permitted. The outcome of the vote, including the details 
of those Members who voted in favour or against the motion and those who 
abstained, shall be recorded in the Minutes of the meeting 

 10. REPORTING ARRANGEMENTS INTO THE BOARD  
The Committee will have the following reporting responsibilities: 

• to ensure that the minutes of its meetings are recorded and provided to the 
Board of Directors.  

• to present the Chair’s Log to the Board of Directors at the Board’s meetings 
regularly.  The Log shall be prepared by the Chair of the Committee, outlining 
the key issues discussed at the meeting and those issues that need to be 
brought to the attention of the Board of Directors; 

• to produce those assurance and performance management reports listed in 
the Committee's annual work programme which has been agreed with, and 
are required by, the Board of Directors; 

• any items of specific concern, or which require the Board of Directors' 
approval, will be subject to a separate report;  

• to provide exception reports via the Chair’s Log to the Board of 
Directors highlighting key developments I achievements or potential 
issues; 

• a completed annual self-assessment using the format adopted by the 
Trust’s Audit Committee and the identification of any development 
needs for the Committee 

• to produce an annual report for the Board of Directors setting out: 
i the role and the main responsibilities of the committee 
ii membership of the committee 
iii number of meetings and attendance 
iv a description of the main activities during the year 

11. REPORTING GROUPS 
The groups identified below will be required to submit the following 
information to the Committee: 

• their terms or reference for formal approval and review; 
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• the minutes of their meetings; 

• a Chair’s Log prepared by the chair outlining the key issues discussed at the 
meeting and those issues that need to be brought to the attention of this 
Committee; 

• to produce those assurance and performance management reports listed in 
the individual group's annual work programmes which have been agreed with, 
and are required by, this Committee; 

• an annual report setting out the progress they have made and future 
development; and 

• any report or briefing requested by this Committee. 
The groups are: 

• Clinical Effectiveness Group 

• Health & Safety Group 

• Infection Prevention & Control Group 

• Patient Experience Group  

• Patient Safety Group  

12. ADMINISTRATIVE ARRANGEMENTS 
12.1 The Lead Director - the Director of Nursing & Quality has corporate responsibility 

for: 
i liaising with the Chair on all aspects of the work of the Committee, including 

providing advice; 
ii ensuring the Committee acts in accordance with the Trust’s standing orders 

and the scheme of reservation and delegation; 
iii identifying an officer to undertake the role of Secretary; 
iv overseeing the delivery of the Secretary’s duties 
v ensuring that minutes are to be written, produced and circulated in 7 working 

days to members, with 3 working days for changes. 
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12.2 The Secretary of the Committee will be responsible for: 
i attending the meeting; 
ii ensuring correct and formal minutes are taken in the format prescribed in the 

Governance Strategy and, once agreed by the Chair, distributing minutes to 
the members 

iii distribution of approved minutes to the Board of Directors 
iv keeping a record of matters arising and issues to be carried forward via an 

action log; 
v producing an action log following each meeting and ensuring any outstanding 

action is carried forward on the action list until complete; 
vi producing a schedule of meetings to be agreed for each calendar year and 

making the necessary arrangements for confirming these dates and booking 
appropriate rooms and facilities; 

vii providing appropriate support to the Chair, Lead Director and Committee 
members; 

viii providing notice of each meeting and requesting agenda items no later than 10 
working days before a meeting;  

ix agreeing the agenda with the Chair and Lead Director prior to sending the 
agenda and papers to members and attendees no later than 4 working days 
before the meeting; 

x ensuring the Annual Work Programme is up to date and distributed at each 
meeting; 

xi ensuring the papers of the Committee are filed in accordance with Barnsley 
Hospital NHS Foundation Trust’s policies and procedures. 

13. REVIEW DATE 
13.1 Terms of Reference will normally be reviewed annually, with recommendations 

on changes submitted to the Board of Directors for approval. 
 
Date Approved:    30 September 2015 (finalised 06 November 2015) 
Version Number : v3.b 
Next Review: September 2016 
To be reviewed by:  Quality & Governance Committee   
To be approved by:  Board of Directors 
Executive Responsibility:  Director of Nursing & Quality 
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Appendix 3 

 
2016/17 Forward Plan 

 2016 2017 
 Jan Feb March April May June July Aug Sept Oct 

MYR Nov Dec Jan Feb March 

REGULAR REPORTS                
Minutes of previous meeting                
Q&G Chair’s Log(s)                
Q&G Action Log                
Integrated Monthly Performance  
– exec summary & quality pages                

Nursing and Midwifery Staffing 
 - monthly                

Nursing and Midwifery staffing skillmix  
(and to Board)                

ANP Evaluation / Effectiveness  
(per October 2015 Mins) 
Jan 16 update:  
- ANP Framework and SOP due Mar 16 
- evaluation to follow afterwards 

  
 

(Frame 
& SOP) 

   
(eval)          

Nurse revalidation  
(added Nov 2015 for 6 monthly update)                

Internal Audit reports for information 
(standing item but ad hoc entries)                

CBU presentations 
- sub-group from March 2016 CBU4 CBU5              

BAF review (and quarterly to Board 
following month)                

Corporate Risk Register  
(and quarterly For Board)                

Quality report – annual review 2015/16                
Quality report – annual setting 2016/17                
Code of Governance - compliance                
Quality Governance Framework                
External visits – annual report                
Duty of Candour – annual report                
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 2016 2017 
 Jan Feb March April May June July Aug Sept Oct 

MYR Nov Dec Jan Feb March 

Ad hoc reports                
• CQC outcomes / action plans 

 – when available                

• Supervision and Midwifery  
- update when statutory 
requirements to be removed  
- further update to follow when 
more info available 

               

• National Maternity Review Report 
(per DW email to HM, 23/2)                

• Mental Health Report – overview 
on implications for acute trusts 
(per HM/RM discussion 3/3) 

               

                
Patient Safety Group 11/1 9/2 10/3 12/4 12/5 15/6 13/7 11/8 15/9 11/10 10/11 15/12    
Chair’s Log/Report  
Including: Pressure Ulcers; Falls; SI – 
update and thematic reviews; VTE; 
medical devices; risk registers, PSP 

               

Individual reports                
• Latest minutes (when available) 

               

• PSG Annual Report                

• Falls – quarterly                

• PUs - quarterly 
               

• SI six monthly report/thematic 
review (for Board next month)                

• Supervisory of Midwives                

• Litigation (for Board next month)                
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 2016 2017 
 Jan Feb March April May June July Aug Sept Oct 

MYR Nov Dec Jan Feb March 

• Children’s Safety (6-months update 
per Sept 2015 minutes)                

• Patient Survey results / FFT 
(if/when applicable)                

• Single Sex annual declaration  
(for Board next month)                 

• Safety Huddles – presentation  
(Gwyn Morritt & Donna Hopkins)                 

 
               

Patient Experience Group  5/2  15/4  16/6  12/8  14/10  16/12    
Chair’s Log/Report 
Including: Complaints, Safeguarding, FFT                

Individual reports                
• Latest minutes (when available) 

               

• PEG Annual Report                

• Learning from experience – 
quarterly (and to Board by mailout)                

• Learning from experience  
– annual report                

• Safeguarding annual report  
(for Board)                
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 2016 2017 
 Jan Feb March April May June July Aug Sept Oct 

MYR Nov Dec Jan Feb March 

Clinical Effectiveness Group 20/1 24/2 16/3 20/4 25/5 22/6 20/7 24/8 21/9 19/10 23/11 21/12    
Chair’s Log/Report  
Including: Stroke Performance , Clinical 
Audit (programme progress/update), 
NICE Compliance (progress/update), IG, 
Organ Donation, R&D, Risk management 
(to include feedback from oxygen 
providing audit, in Dec 15/Jan 16, per 
Sept 2015 minutes, via clinical audit 
update) 

Mtg 
CLLD  

 
(Feb & 
Mar) 

 
 
 

 
 

(May & 
June) 

 
 
 

 
 

(Aug & 
Sept) 

 
 
 

 
 

(Nov & 
Dec) 

 
 
 

 
 
 

 
 
 

Individual reports                
• Latest minutes (when available) 

               

• CEG Annual Report                

• Mortality (and quarterly for Board 
following month)                

• Clinical Audit & NICE Compliance – 
Annual report & Work Plan                

• IG annual declaration  
(for Board f0llowing month)                

• R&D annual report  
(for Board f0llowing month)                

                
Health & Safety  3/2  6/4  8/6  3/8  5/10  7/12    
Chair’s Log                
Individual reports                
• Latest minutes (when available) 

               

• Annual Report                

• Fire Statement 
(for Board f0llowing month)                

• Cancer Operational Policy 
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 2016 2017 
 Jan Feb March April May June July Aug Sept Oct 

MYR Nov Dec Jan Feb March 

Infection Prevention & Control 21/1  24/3  19/5  21/7  22/9  24/11     
Chair’s Log      (Mar)  (late)        (Nov)    
Individual reports                
• Latest minutes (when available) 

               

• SSI rates – quarterly, to fit with 
data release                 

• IP&C Annual Plan                 

• IP&C Annual Report (for Board)                
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APPENDIX 4 
 

QUALITY & GOVERNANCE  EFFECTIVENESS: SELF-ASSESSMENT CHECKLIST   (2016)                  
 
 
 

QUALITY & GOVERNANCE (Q&G) Effectiveness 
 

This checklist is designed to assess the Committee’s effectiveness by taking the views of members and 
attendees across a number of themes. It is suggested that everyone completes the checklist and the Chair review 
the results and use their judgement to recommend any further actions required.  
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Comments/ 
actions 

Theme 1 – Group Focus       

I am clear about the objectives the 
group has set itself for each year.  

    

I know what I am to 
submit and when but 
unsure if specific 
objectives have been set 
other than the schedule of 
when reports need to be 
sent and terms of 
reference 

I understand how the group wants 
to operate in terms of the level of 
information it would like to receive 
for each of the items on its annual 
work plan. 

 
    

Reports have improved 
over months 
----------------     
It is positive that this is 
regularly discussed 

I have a full understanding of the 
Terms of Reference of the group.  

     

Theme 2 – Group Team 
Working       

The group membership has the 
right balance of experience, 
knowledge and skills to fulfil the 
role described in its Terms of 
Reference. 

 
    

Senior clinical 
engagement is sometimes 
missing 

The group has structured its 
agenda to ensure all elements of 
the annual work plan are covered. 

 
     

The work-plan is revisited at the 
end of every meeting to ensure it is 
accurate and up to date. 

     One = no response 

I am clear with regards to the 
agenda items I am expected and 
required to contribute to. 

 
     

I am clear with regards to the 
requirements for my 
attendance at the group. 

 
     

Non-attendance by members/ 
regular attendees  is 
addressed by the Chair of the 
group. 

 
    But this is challenging 

It is clear to me why I am a 
member/ attendee of this group 
and what information I am 
required to provide to the group. 

 
    If I cannot attend a deputy 

will be provided 
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Comments/ 
actions 

I feel sufficiently comfortable 
within the group environment to 
be able to express my views, 
doubts and opinions.  

 
    

I did but my manager has 
now made me 
uncomfortable that I am 
not sure what is 
appropriate to say 

Members/attendees are held to 
account for late or missing 
information. 

 
     

When a decision has been 
made or action agreed I feel 
confident that it will be 
implemented as agreed and in 
line with the timescale set down. 

 
     

Theme 3 – Group 
Effectiveness       

The quality of Committee papers 
received allows me to perform 
my role effectively. 

 
    

The volume of papers for 
those without IPADs / 
laptops is an issue 

Members/attendees provide real 
and genuine discussion and 
challenge which is of benefit to 
the effectiveness of the 
Committee. 

     
Discussions are mainly 
led by 2 or 3 members of 
the Committee 

Debate  is allowed to flow  and 
conclusions reached without 
being  cut short or stifled due to 
time  constraints etc. 

 
    

Sometimes needs to be 
moved along, or 
discussed elsewhere 

Each agenda item is 'closed off' 
appropriately so that I am clear 
what the conclusion is; who is 
doing what, when and how etc, 
and how it is being monitored. 

 
     

At the end of each meeting  we 
discuss the  outcomes  and 
reflect back on decisions made 
and what worked well, not so 
well etc. 

     Not always time 

The Committee provides a 
written summary report of key 
points from its meetings to the 
Board of Directors. 

      

There is a formal  appraisal of the 
Committee’s effectiveness each 
year which  is evidence based 
and takes into  account my views 
and wider views. 

 
    This is my first year 

The Committee actively challenges 
information providers during the 
year to gain a clear understanding 
of progress and achievement. 

 
     

Theme 4 – Leadership       
The Committee’s Chair has a 
positive impact on the performance 
of the Committee. 
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Comments/ 
actions 

Committee meetings are chaired 
effectively and with clarity of 
purpose and outcome. 

      

The Chair allows debate to flow 
freely and does not assert 
his/her views too strongly. 

 
    

However at times the 
views of others are 
allowed to dominate the 
discussions being held. I 
believe this at times 
prevents others from 
contributing effectively. 

 
 
 
Q&G Self-assessment form:  
June 2016 

 

 
                             Pack pg no 62



  

REPORT TO THE  
BOARD OF DIRECTORS REF: 16/08/P-08.a 

 

SUBJECT: AUDIT COMMITTEE – CHAIR’S LOG 

DATE: AUGUST 2016    

PURPOSE: 

 Tick as 
applicable   Tick as 

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

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

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

Integral to the Trust’s governance arrangements. 

 

EXECUTIVE SUMMARY  

The attached report gives a high level overview of some key points from the latest Audit 
Committee meeting held on 7th July.   
The Committee was pleased to welcome the interim Outpatients Transformation Manager and 
Director of Operations to the meeting to provide a timely update on outpatients.  Board 
members will recall the Serious Incident reported in 2015 when a backlog of appointments was 
identified.  This triggered a lengthy investigation and remedial process, ensuring that patients’ 
needs were reviewed quickly, urgent appointments put in place without delay and processes 
revised to make sure that the situation did not recur.  The Committee expressed its appreciation 
of the valued work from staff across the Trust to support completion of this huge task, with 
particular thanks to the interim Manager, Mrs Sue Jubb, for her leadership.  The Committee was 
assured that arrangements are in hand to ensure the transformation plans will continue to be 
delivered after Mrs Jubb leaves the Trust at the end of August.  
The Director of ICT also attended the meeting to provide an immediate response to the audit on 
the Trust’s central computer system (Lorenzo).  Whilst good progress has been made internally, 
more action is needed from the system’s providers.  With the contract being held nationally, the 
Committee was supportive of the suggestion that it would be timely to write to the Department 
of Health to seek backing to the Trust’s calls for action.   
As shown in the attached Log, other key issues for the Committee’s consideration in July included 
completion of the Committee’s annual report, regular review of the Board Assurance Framework, 
and progress of the Internal Audit and Local Counter Fraud Services work plans to date.   
Having completed the main audit work for 2015/16, the external auditors did not attend the 
meeting.  The new external auditors, Grant Thornton, will become regular attendees from October. 
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RECOMMENDATION(S)    

The Board is asked to: 

a) review and note the attached Chair’s Log 

b) consider the request for the Medical Director and CEO to write to the Department of 
Health to seek more support to resolve ongoing national issues with the Trust’s key 
computer system 

c) approve the Anti-Fraud, Bribery and Corruption Policy 
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Audit May 2015: 08a_Audit Chair's Log 3 

Subject: AUDIT COMMITTEE ASSURANCE REPORT Ref: BoD 16/08/P-08a 
 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
Committee / Group Date Chair 
Audit Committee 07 July 2016 (pm) Suzy Brain England, Non Executive Director 
 

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

Committee 

Recommendation/ Assurance/ 
mandate to receiving body 

1. Outpatients 
Transformation 
Project 

An update was received on two key areas: 
• Historical outpatient review list – having been reported as a 

serious incident last year the Committee was pleased to 
receive confirmation that the backlog in most areas had been  
cleared by January/February 2016 (per schedule); backlogs 
in the two remaining specialties were completed by the end 
of June.  New processes have been implemented to ensure 
patients are being appointed in a timely manner.  A new 
Patient Tracking List is in development too, to give better 
overview. 

• Transformation plans – good progress made.  DNAs (did not 
attends) have reduced significantly, with more opportunity to 
re-allocate cancellations.  Two-way texting has worked well 
and further work is planned to support those patients who 
prefer not to access text services.  Capture of clinic 
outcomes is more timely and efficient, supported by better 
staffing structures. 

Internal Audit recently completed a follow-up audit on 
outpatients, which confirmed the good progress to date. 
Lead Director: Director of Operations 

Board of 
Directors For assurance and to note 

2. Internal Audit 

Several final reports from the 2015/16 programme were received 
and reviewed.  Delivery against the recommendations will be 
monitored through the Executive Team and the audit tracker 
(reviewed by the Committee at each meeting).  Outcomes from 
relevant reports will also be shared with the Finance & 
Performance and Quality & Governance Committees, with full 

 
 

Board of 
Directors 

 
 

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

Committee 

Recommendation/ Assurance/ 
mandate to receiving body 

copies available on request.  The Audit Committee will continue 
to call on executive leads for further information on progress as 
and when appropriate, as this has proved very effective over the 
past year.  The Director of ICT attended the July meeting to 
expand on the Trust’s response to the audit on Lorenzo (see 
below).  
As usual, the Internal Audit plan was reviewed to ensure it 
continued to meet the Trust’s needs.  Some changes were 
agreed, including deferral of the follow-up audit for Theatres to 
allow time to for the new system to become embedded.  Audits 
recommended to be brought forward to make use of the days 
consequently freed up include sickness absence, medicines 
management and claims management.  Two new proposals 
were also considered subject to additional days required: 
18 weeks referral to target (RTT) and, potentially, a joint review 
with the Commissioners to support the ongoing work around 
D1s (discharge summaries). The latter would be subject to 
further discussions with the Medical Director and the 
Commissioners.   
Lead Director: Director of Finance 

 
Executive 

Team 
 
 
 

Quality & 
Governance 

and Finance & 
Performance 
Committees 

 
For assurance and action, and 
agreement of revised audit plan 
proposals. 
 
 
 
For information  
- copies of audit reports 
available on request 
 

3. Lorenzo 

The report on the Lorenzo system was welcomed by both the 
Audit Committee and the IT team. Progress was noted: data 
quality was improving and downtime had reduced.  The report 
also showed the substantial amount of work delivered by IT to 
provide solutions locally whilst simultaneously escalating issues 
to the national providers to urge more systemic improvements.  
However, as the Trust does not hold the contract directly, the 
impact of management’s requests to the providers is limited.  
The Committee supported a suggestion that a letter from the 
Medical Director and CEO to the Department of Health to seek 
greater cognisance of the need for more and faster development 
of the system and backing to seek national solutions, would be 
more effective.   
Lead Director: Director of ICT 

Board of 
Directors 

For escalation  
- the Board is asked to review 
the suggestion of a letter to the 
Department of Health. 
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Agenda Item Issue and Lead Officer 
Receiving 
Body, i.e. 
Board or 

Committee 

Recommendation/ Assurance/ 
mandate to receiving body 

4. Local Counter Fraud 
Services (LCFS) 

The first quarter’s report did not identify any areas of significant 
concern.  The annual self-assessment against Standards issued 
by NHS Protect was completed and submitted by the LCFS 
team, showing a rating of amber in a small number of sections, 
including:  
• Code of Conduct for all staff (Standards of Business 

Conduct) – this needs to be updated and will be progressed 
following completion of the latest review of the Trust’s 
Standing Orders and Standing Financial Instructions 

• the Trust’s Anti-Fraud, Bribery and Corruption policy.  This 
had been reviewed and updated by the LCFS team earlier in 
the year and the work reported to the Board of Directors in 
February 2016.  The EQIA was outstanding at that time and 
has since been received – accordingly the Policy has been 
circulated and Board approval is requested. 

All other areas were rated green. 
The LCFS team also reported on potentially fraudulent incidents 
of a tax reclaim company offering help to staff to obtain tax 
refunds.  This was not peculiar to Barnsley and was a regional 
wide issue; staff and security had been alerted.  
Lead Director: Director of Finance 

Board of 
Directors 

For assurance and action 
– the Board is requested to 
approve the updated Anti-Fraud, 
Bribery and Corruption Policy 
(circulated separately). 

5. Annual report 

The first draft of the Committee’s annual report for 2015/16 was 
reviewed and approved, subject to outcomes of the self-
assessment checklists.  With the self-assessments now 
completed, the final report is presented separately for the 
Board’s approval.  
Lead Director: Committee Chair    

Board of 
Directors For review and approval 

6. Board Assurance 
Framework 

The latest iteration was received and reviewed, and risks added 
duly noted – including D1s and Stroke Services, following 
discussions at the latest meetings of the governance 
committees. 
Lead Directors: Director of Nursing & Quality/Dir of Finance 

Board of 
Directors For assurance 
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REPORT TO THE 
BOARD OF DIRECTORS REF: BoD 16/08/P-08.b 

 

SUBJECT: AUDIT COMMITTEE – ANNUAL REPORT 2016/17 

DATE: AUGUST 2016  

PURPOSE: 

 Tick as  
applicable 

 
 Tick as 

applicable 

 For decision/approval  Assurance  

For review   Governance  

For information   Strategy   

PREPARED BY: Suzy Brain England, Audit Committee Chair 

SPONSORED BY: Suzy Brain England, Audit Committee Chair 

PRESENTED BY: Suzy Brain England, Audit Committee Chair 

STRATEGIC CONTEXT  

In accordance with the Terms of Reference for the Audit Committee, the Committee is required 
to produce an annual report for the Board of Directors setting out: 
i the role and the main responsibilities of the committee 
ii membership of the committee 
iii number of meetings and attendance 
iv a description of the main activities during the year 
v. a completed annual self-assessment and identification of any development needs for the 

Committee 

EXECUTIVE SUMMARY  

The Audit Committee has successfully fulfilled its role in providing assurance to the Board of 
Directors on the standards of care provided within the Trust during 2015/16.  
 
It reported on the issues arising from the internal audit plan resulting in a year-end substantial 
assurance judgement following the embedding of the Board Assurance Framework.  A 
programme of work has been agreed with internal auditors for the year 2016/17.  
 
A procurement exercise was led by the Audit Committee in the year to assist governors in 
making the annual appointment for the coming year. Governors and NEDs were full members of 
the procurement panel which received advice from the procurement, finance and quality teams.  
 
The Committee continued to receive updates in the form of a recommendations tracker which 
was always updated at the full executive team meetings prior to each Audit meeting. It also 
continued to invite responsible officers to attend meetings to update on any matters attracting 
Limited Assurance. 
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Subject to approval by the Board, this report will be shared with the Council of Governors at the 
next meeting of the Finance & Performance Sub-group. 
 

CONCLUSION AND RECOMMENDATION(S)  

The Board of Directors is asked to acknowledge the thorough work of the Audit 
Committee, endorse the Terms of Reference and make any suggestions for changes in 
approach or further areas requiring scrutiny in 2016/17.  
 
It should be noted that the Chair of Audit will be handing over the reins to a non-
executive colleague towards the end of the year due to her pending move to be Chair of 
another Trust. 
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Subject: AUDIT COMMITTEE ANNUAL REPORT Ref: BoD 16/08/P-08b 

 
1. STRATEGIC CONTEXT  

1.1. The Audit Committee plays a key role in the Trust’s Governance Structure and the 
escalation framework implemented in 2014. 

1.2. The Committee is responsible for providing oversight of the activity of internal and 
external audit, local counter fraud services and the assurance on internal controls, 
including compliance with the law and regulations governing the Trust’s activity.  

2. INTRODUCTION  
2.1. This report provides an overview of the Committee’s work in 2015/16. 
2.2. The core duties and responsibilities of the Committee are set out in the Terms of 

Reference, attached at appendix 1.  

3. TERMS OF REFERENCE (ToR) COMPLIANCE 
3.1. The Committee’s ToR were revised as part of the governance restructure in 2014 and 

again as part of the Committees’ last Annual Report in 2015 (minor changes adopted).  
3.2. Throughout 2015/16 the Committee delivered its key duties and responsibilities in 

accordance with the ToR.   This was demonstrated in year through the Chair’s Logs 
and the approved Minutes shared with the Board and also evidenced independently in 
the 2015/16 reports issued by the Internal and External Auditors.  

4. KEY RESPONSIBILITIES 
4.1. Board Assurance Framework (BAF)  

Better use of the revised BAF across the Trust continued throughout the year and its 
success is evidenced in the Head of Internal Audit’s Opinion, stated as Significant 
Assurance – a significant achievement after two years of Limited Assurance.  In arriving 
at his opinion, the Head of Internal Audit gave considerable weight to the BAF as well 
as the outcomes of the audit reports carried out throughout the year. 

4.2. Following departure of the Associate Director of Corporate Affairs, update of the BAF 
now rests with the Quality & Governance team, who have instigated some further 
changes in reporting in the last few months.  The team will ensure that direct 
engagement with the Executive Team is maintained for 2016/17.   This approach of 
constant updates, vigilance and ongoing improvements is welcomed and will continue 
to be closely monitored throughout the year.   

4.3. Internal Audit  
The Committee has reviewed and confirmed delivery of the 2015/16 work plan.  Good 
progress has been made overall of both the plan and additional items requested for 
audit in year.  The outcomes of some of the reports completed in Q4 were only received 
in June and will be subject to further scrutiny by the Committee but no issues of 
concern have been identified. 

4.4. Audit reports and assurance given for 2015/16 are listed in appendix 2 (extract from 
Internal Audit Annual Report). 

4.5. The use of the in-house audit recommendations tracker – encompassing internal and 
external audit recommendations – continues to prove effective.  With the personnel 
changes reported above, responsibility for the tracker has moved to the Deputy Director 
of Finance. 

4.6. Where the Committee has had queries on audit findings, it has invited the executive 
and management leads to attend its meetings to provide further information.  Key 
examples include Cyber Penetration, Medical Education and Outpatients.  Whilst the 
Committee has been satisfied with the assurance received to date, the Committee’s 
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focus will be continued until Members can give full assurance to the Board, as can be 
seen by the ‘open case’ for outpatients. 

4.7. Latterly the Committee has raised a query regarding the close relationship between the 
Trust and the Internal Auditors in view of the Trust’s seat on the management board.  
Assurance has been received that this neither represents any conflict of interest nor 
would it influence the outcome of renewal of the contract for internal audit services – the 
latter would be subject to the Trust’s usual robust tender processes. 

4.8. The Internal Audit work plan for 2016/17 was approved by the Audit Committee in May. 
4.9. Counter Fraud, Bribery and Corruption  

As reported previously, at the start of 2015/16, the Executive Team brought the Local 
Counter Fraud Services (LCFS) in house, under the aegis of the Head of Security & 
Resilience, Mr Lees.  This was intended as a cost improvement plan and was a logical 
step as (i) the in-house team had been assessed as having the necessary skills and 
expertise to undertake the work at less cost to the Trust and with the full support of 
NHS Protect, and (ii) much of the investigative work supporting LCFS was undertaken 
by the in-house team. 

4.10. Whilst the Trust does not currently have significant LCFS concerns, the transition 
coincided with an increase in reporting requirements to meet national guidance and the 
number of cases requiring investigation.  In the event, there was insufficient capacity 
within the in-house team to fully meet the demands of LCFS and the Audit Committee 
urgently requested reversion to the previous external services provided by 360 
Assurance. This was facilitated without delay at the end of September and the 
Committee is grateful to the 360 LCFS team for its co-operation, the work undertaken to 
redress any backlog, and the team’s continued work on raising awareness of LCFS 
issues among the Trust’s staff, as confirmed in the year end report received for 
2015/16. 

4.11. External Audit  
The Committee considered and agreed the 2015/16 annual audit plans for the Trust 
and also reviewed and supported proposals for BHSS Limited and the Hospital Charity.  
The Committee was updated on performance against the external audit plans through 
regular progress reports. 

4.12. It should be noted that both the External and Internal Audit teams brought learning from 
national reports and their work with other clients into the Trust. This was appreciated 
and shared beyond the Committee membership to the wider Board and Executive 
Team when appropriate. 

4.13. The contract for External Audit services fell due for renewal in 2016.  Whilst the 
authority for appointment rests ultimately with the Council of Governors, by statute, the 
Audit Committee is charged with ensuring that a robust and effective tender process is 
carried out.  The Evaluation Panel comprised two members of the Audit Committee 
(Mrs Brain England and Mr Mapstone), the Director and Deputy Director of Finance, the 
Senior Financial Accountant, the Head of Quality & Governance (to ensure Quality 
Account requirements were addressed) and the Audit Liaison Governor.  To enable 
continued Governor representation at every stage, Mr Dobell was accompanied or 
represented at the Panel’s meetings by another public Governor, Ms Moody.  The 
Panel was advised by Mr Ball, interim Head of Procurement, throughout the process.  
The Panel’s recommendation for appointment was submitted to the Council of 
Governors at its General Meeting held on 22nd June 2016, and the contract has been 
awarded to Grant Thornton.  It is timely to record a note of thanks to the outgoing 
Auditors for their good work and valued support to date.   

4.14. Annual Report & Accounts  
The Committee considered the state of completion on the Trust’s Annual Report & 
Accounts at its meeting held on 18th May 2016.   
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4.15. Subject to some minor finalisation required prior to presentation to the Board, the 
Committee endorsed both the Financial Accounts and the Annual Report and 
subsequently recommended them to the Board for sign off. 

4.16. The Committee also supported the Q&G Committee’s recommendation for sign off of 
the Quality Report/Quality Account. 

4.17. It was noted that the processes supporting production of the Annual Report & Accounts, 
and the Quality Account, had seemed to flow better this year, and this was commented 
on by the External and Internal Auditors too. 

4.18. Controls  
Overview of the Trust’s financial controls is a key tenet of the Committee’s work, and 
gave particular focus to monitoring of the Annual Report, the Annual Accounts and the 
Annual Governance Statement. 

4.19. Work on review of the Trust’s Standing Orders, Standing Financial Instructions and 
Standards of Business Conduct (collectively known as the core governance 
documents) was deferred pending completion of actions from the external governance 
review and internal review of the changes to the governance structure.  With this work 
completed and clearly well embedded, plans were in hand for review of the core 
governance documents at the start of 2016.  Due to key staff changes this has been 
delayed but will be completed by the end of September.  In the interim the existing 
documents remain in effect. 

4.20. Whistleblowing  
The Trust’s Policy, to enable staff to raise concerns, has been reviewed in year by the 
Internal Audit team. National guidance on related issues was awaited and will be 
incorporated into the next full review/update of the Policy. 

4.21. Other issues  
Throughout the year the Committee has continued to take direction from the Board of 
Directors, Executive Team and both of the other governance Committees.  This 
included, but was not limited to, the Committee’s overview of Cyber Penetration 
security and the Outpatients backlog.   

4.22. A new member, Janet Dean, joined the Committee in January following her 
appointment as a non-executive director. 

4.23. Forward plan  
All of the above were reflected in the Committee’s work plan for 2015/16. This has been 
reviewed for 2016/17 and carried forward.  A copy is provided at appendix 3. 

5. EFFECTIVENESS AND AREAS FOR DEVELOPMENT 
5.1. In the Committee’s 2014/15 Annual Report, as Chair I expressed an aim to review 

several aspects for the Committee’s further development.  All of these have been 
progressed, including: 
• closer working with the Governors (albeit without the written summary envisaged, 

although this could still be achieved by developing a better mechanism for sharing 
the Audit Chair’s Log regularly); 

• equal prominence given to both quality and financial assurance – perhaps given a 
better balance this year with the recent attendance of the Head of Quality & 
Governance;  

• director/manager attendance at meetings to enable the Committee to secure the 
required level of understanding of the reports and information received and effective 
briefings and assurance to the Committee;  

• confidence that agreed actions were implemented in line with the timescale set down 
(borne out in the audit tracker and directors’ feedback) 

• review of the Committee’s agenda  
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• Committee discussions at the close of each meeting (but could/should still be 
formalised more) 

• fuller and more timely briefs to the Committee from management via the BAF in 
relation to key risks and gaps in controls and assurance (supporting aim of “no 
surprises”). Business As Usual pressures from time to time clearly impact on the 
timeliness of responses to recommendations and actions for improvement. This is 
monitored by Internal Audit and the Committee. 

5.2. Many of the points reflected in 5.1 were confirmed in the latest annual review of the 
effectiveness of the Committee, repeated recently (copy attached at appendix 4), which 
is encouraging.   

5.3. Key points and actions from the 2015/16 review included: 
• good progress shown overall against areas identified for improvement last year – as 

reported above 
• good engagement from members and attendees – but could be encouraged further, 

particularly from advisors on issues not core to their role 
• improvements welcomed but still monitor and push for more timely responses from 

management - and in relation to progress on Audit Committee actions between 
meetings. 

6. MEMBERSHIP   
6.1. Membership is restricted to Non-Executive Directors (NEDs) appointed to the 

Committee on the recommendation of the Trust’s Chairman. 
6.2. It usually comprises three NEDs but is variable to ensure that the Committee is able to 

fulfil its responsibilities and meet the Trust’s needs.  In 2015/16 membership included: 
• Suzy Brain England, Committee Chair 
• Linda Christon (April-May 2015) 
• Nick Mapstone 
• Ros Moore (to December 2015) 
• Francis Patton (April-May 2015) 
• Janet Dean (from January 2016) 

6.3. Ms Christon and Mr Patton served as Members in April-May 2015 to support the 
Committee’s particular responsibilities with regard to the 2014/15 Annual Report & 
Accounts.  This ensured continuity following changes to the NEDS' team from 1st 
January 2015. 

6.4. In addition, and in compliance with the Committee’s Terms of Reference, other regular 
attendees (both internal and external) included: 

• Director of Finance (Mr Diggle to July 2015, Mr Wright thereafter) 

• Deputy Director of Finance (Mr Wright to July 2015, Mr Thickett from January 2016) 

• Associate Director of Corporate Affairs (to February 2016) 

• Representatives from Internal Audit and External Audit  

• Representatives from Local Fraud & Counter Services  
6.5. The meeting is also supported regularly by the Trust’s senior Financial Accountant, 

Mr Kirkby. 
6.6. This year, the Committee was also pleased to welcome the Audit Liaison Governor, 

attending as observer.  This role had been vacant following the death of Mr Denis Gent 
in 2013; the Governors appointed Mr Tony Dobell as Audit Liaison in the summer of 
2015.   

 
                             Pack pg no 73



  
 

 

BoD Aug 2016: Audit Cttee annual report (p5) 

7. ATTENDANCE 
7.1. In accordance with the Committee’s Terms of Reference, the Committee should meet a 

minimum of five times a year and Members are required to attend at least three out of 
five meetings each year.  Whilst not mandated, similar compliance is expected of 
regular attendees. 

7.2. In 2015/16 the Committee met six times. 
7.3. For the purpose of this report, compliance has been assessed pro-rata to the number of 

meetings each member and attendee has been eligible to attend.  It is pleasing to be 
able to confirm that the minimum criterion, per 7.1 above, was met and exceeded by 
everyone. 

7.4. Several times in year, the Committee also exercised its right to call other Trust 
Directors and senior staff to attend meetings on an ad hoc basis, to report on specific 
issues as and when required.  Their attendance has been unhesitating, and the 
opportunity to receive further assurance from and raise queries directly with the leads 
has proved very effective. 

7.5. Looking ahead, the Committee is mindful of the departure of the Associate Director of 
Corporate Affairs in February and will consider if this presents any gap to the 
Committee and, if so, how it should be addressed.   

7.6. As Chair, I would like to use this report to thank everyone who has supported the work 
of the Committee – as members, as attendees or by invitation.  Their contributions, 
comments and insightful challenges have been instrumental in the Committee’s 
progress.  

8. CONCLUSION & RECOMMENDATIONS 
8.1. The summary above reflects another challenging but productive year for the Audit 

Committee. 
8.2. The ToR have worked well but the Committee will be giving consideration to any gaps 

arising from the departure of the Associate Director of Corporate Governance.  This 
role will be removed from the ToR for 2016.  With this exception, the Board is requested 
to endorse the ToR for continued use. 

8.3. The ability to call Directors and Management to attend Committee meetings has proved 
to be a very valuable tool and will be continued  

8.4. Closer working with the Governors has worked well but can still be improved. 
8.5. The Board of Directors is asked to endorse this report outlining the work undertaken by 

the Audit Committee and the progress it has made during 2015/16. The Board is also 
asked to note the proposals for further development of the Committee in 2016/17. 

 
Suzy Brain England   
Audit Committee Chair 
July 2016  
 

Appendices: 
Appendix 1:  Audit Committee Terms of Reference (2015) 
Appendix 2:  Internal Audit delivery – 2015/16 
Appendix 3: Annual Forward Plan 
Appendix 4: Effectiveness self-assessment  
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APPENDIX 1 

TERMS OF REFERENCE 
AUDIT COMMITTEE 

 

1 Constitution 

 The Board of Directors approves the establishment of a Committee of the Board to 
be known as the Audit Committee (the Committee). The Committee is a non-
executive committee of the Board of Directors and has no executive powers, other 
than those specifically delegated in these terms of reference.  

2 Duties 

2.1 The Committee is responsible for the following aspects of integrated governance and 
internal controls: 
a) the Audit Committee provides an oversight of the activities of internal audit, 

external audit and the local counter fraud service and the assurance on internal 
control, including compliance with the law and regulations governing the Trust's 
activities. 

2.2 In particular, the Committee will review the adequacy and effectiveness of:  
a) All risk and control related disclosure statements (in particular the Annual 

Governance Statement and receive assurance from other committees), together 
with any accompanying Head of Internal Audit statement, external audit opinion 
or other appropriate independent assurances, prior to endorsement by the 
Board. 

b) The underlying assurance processes that indicate the degree of the 
achievement of corporate objectives, the effectiveness of the management of 
principal risks and the appropriateness of the above disclosure statements. 

c) The policies for ensuring compliance with relevant regulatory, legal and code of 
conduct requirements. 

d) The policies and procedures for all work related to fraud and corruption as 
required by NHS Protect 

2.3 In carrying out this work the Committee will primarily utilise the work of Internal Audit, 
External Audit and other assurance functions, but will not be limited to these audit 
functions. It will also seek reports and assurances from Directors and Managers as 
appropriate, concentrating on the overarching systems of integrated governance, risk 
management and internal control, together with indicators of their effectiveness. 

2.4 This will be evidenced through the Committee's use of an effective Assurance 
Framework to guide its work and that of the audit and assurance functions that 
report to it. 
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2.5 Internal Audit 
The Committee shall ensure that there is an effective internal audit function 
established by management that meets mandatory Public Sector Internal Audit 
Standards and provides appropriate independent assurance to the Audit Committee, 
Chief Executive and Board. This will be achieved by: 
a) Consideration of the provision of the Internal Audit service, the cost of the audit 

and any questions of resignation and dismissal. 
b) Review and approval of the Internal Audit strategy, operational plan and more 

detailed programme of work, ensuring that this is consistent with the audit 
needs of the Organisation as identified in the Assurance Framework. 

c) Consideration of the major findings of internal audit work (and management's 
response), and ensure co-ordination between the Internal and External Auditors 
to optimise audit resources. 

d) Ensuring that the Internal Audit function is adequately resourced and has 
appropriate standing within the organisation. 

e) Annual review of the effectiveness of internal audit. 
The Head of Internal Audit shall have a direct reporting line to the Committee and its 
Chair. 

2.6 External Audit 
The Committee shall review the work and findings of the External Auditor appointed 
by the Trust and consider the implications and management's responses to their 
work. This will be achieved by: 
a) Consideration of the appointment and performance of the External Auditor. 
b) Discussion and agreement with the External Auditor, before the audit 

commences, of the nature and scope of the audit as set out in the Annual Plan. 
c) Discussion with the External Auditors of their local evaluation of audit risks and 

assessment of the Trust and associated impact on the audit fee. 
d) Review all External Audit reports, including agreement of the annual audit letter 

before submission to the Board and any work carried outside the annual audit 
plan, together with the appropriateness of management responses. 

The External Auditor shall have a direct reporting line to the Committee and its Chair. 
The Council of Governors has the responsibility to appoint or remove the Foundation 
Trust's External Auditors. 
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 2.7 Standing Orders, Standing Financial Instructions and Standards of Business 
Conduct 
a) To review on behalf of the Board of Directors the operation of, and proposed 

changes to the Standing Orders and Standing Financial Instructions, Codes of 
Conduct and Standards of Business Conduct; including maintenance of registers 
of interest. 

b) To examine the circumstances of any significant departure from the 
requirements of any of the foregoing. 

c) To review the Scheme of Delegation. 

  2.8 Financial Reporting 

  a) The Committee shall have annual overview of the financial statements of the 
organisation and to annually review the accounting policies of the Trust and 
make appropriate recommendations to the Board of Directors. 

b) The Committee shall focus particularly on 
The wording in the Annual Governance Statement 
Changes in and compliance with accounting policies, practices and estimation 
techniques 
Unadjusted mis-statements in the financial statements 
Significant judgements in preparation of the financial statements 
Letters of representation 
Explanation from significant variances 

• Significant adjustment from external audit 

 2.9 Other audit related issues 
a) To review performance indicators relevant to the Committee. 
b) To examine any other matter referred to the Committee by the Board of 

Directors and to initiate investigation as determined by the Committee. 
c) Identify annual objectives of the Committee, produce an annual work 

plan in the agreed Trust format, measure performance at the end of 
the year and produce an annual report. 

  2.10 Whistleblowing 
The Committee shall review the effectiveness of the arrangements in place for staff to 
raise (in confidence) concerns about possible improprieties in financial, clinical or 
safety matters and ensure that any such concerns are investigated proportionately and 
independently. 
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 3 Membership 
Full membership of the Committee is limited to Non-Executive Directors, whom the 
Board appoints on the recommendation of the Chairman of the Trust. 
The Chairman may not be a member of the Committee. At least one of the Non-
executive Directors should have recent and relevant financial experience. 
The formal membership of the committee shall comprise the following core 
members: 
• Chairman of the Committee, Non-executive Director 
• Two other Non-executive Directors 

The Audit Committee may sit privately without any non-members present for all or 
part of the meeting if they so decide. 

 4. Attendance 
It is expected that all members will attend 3 out of 5 committee meetings per 
financial year. An attendance record will be held for each meeting. 
The Chief Executive and other Executive Directors should be invited to attend 
when the Committee is discussing areas of risk or operation that are the 
responsibility of that Director. 
The Director of Finance & Information, Deputy Director of Finance, Associate Director 
of Corporate Affairs, and Internal and External Auditors shall generally be in 
attendance at routine meetings of the Audit Committee. 
The Chief Executive should be invited to attend, at least annually, to discuss with 
the Audit Committee the process for assurance that supports the Annual 
Governance Statement. 
In line with best practice the Chairman of the Board of Directors is not a formal 
member but may be in attendance at committee meetings.  
No attendees, other than formal Members of the Committee (per section 3 above), 
shall have voting rights or be counted in the quorum. 

 

 5 Responsibility Of Members  

  Members of the Committee have a responsibility to: 
attend at least 3 out of 5 meetings, having read all papers beforehand; act as 
'champions', disseminating information and good practice as appropriate; 
identify agenda items, for consideration by the Chair, to the Lead Director I 
Secretary at least 10 working days before the meeting; 
prepare and submit papers for a meeting, at least 5 working days before the 
meeting; 
if unable to attend, send their apologies to the Chair and Secretary prior to the 
meeting 
when matters are discussed in confidence at the meeting, to maintain such 
confidences; 
declare any conflicts of interest and potential conflicts of interest in accordance with 
the Barnsley Hospitals NHS Foundation Trust's policies and procedures; 
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• at the start of the meeting, declare any conflicts of interest I potential conflicts of 
interest with the Barnsley Hospitals NHS Foundation Trust's policies and 
procedures. 

 6 Quorum 
A quorum for any meeting of the Committee shall be attendance by two core 
members of Non-Executive Directors. 
In the absence of the Committee Chair, one of the other core members shall 
assume the Chair for that meeting. 

 

 7 Frequency of meetings 
Meetings of the Audit Committee shall be held at least five times per year and at 
such other times as the Chairman of the Committee shall require, subject to 
agreement with the Chairman of the Trust and the Chief Executive. 
The External Auditors shall be afforded the opportunity at least once per year to 
meet with the Committee without Executive Directors present. 
The Internal Auditors shall be afforded the opportunity at least once per year to 
meet the Committee without Executive Directors present. 

 

 8 Authority 
The Committee is authorised by the Board of Directors to investigate any activity 
within its terms of reference. It is authorised to seek any information it requires 
from any employee and all employees are directed to cooperate with any request 
made by the Committee. The Committee is authorised by the Board of Directors 
to obtain outside legal or other independent professional advice and to secure the 
attendance of outsiders with relevant experience and expertise if it is considered 
necessary,  

 

 9 Decision Making 
Wherever possible members of the Committee will seek to make decisions and 
recommendations based on consensus 
Where this is not possible then the Chair of the meeting will ask for Members to 
vote using a show of hands, provided that nothing in the way of business is 
conducted is prohibited by the standing orders of the Barnsley Hospital NHS 
Foundation Trust. 
In the event of a formal vote the chair will clarify what members are being asked 
to vote on - the motion.  Subject to meeting being quorate a simple majority of 
Members present will prevail. In the event of a tied vote, the Chair of the meeting 
will have a second and deciding vote. 
Only the Members of the Committee present at the meeting will be eligible to vote. 
Members not present, deputies and attendees will not be permitted to vote nor will 
proxy voting be permitted. The outcome of the vote, including the details of those 
Members who voted in favour or against the motion and those who abstained, 
shall be recorded in the Minutes of the meeting 
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 10 Reporting Arrangements into Board of Directors  

 10.1 The Committee will have the following reporting responsibilities: 
a) to ensure that the minutes of its meetings are formally recorded and provided 

to the Board of Directors  
b) to ensure that a Chair’s Log prepared by the Chair of the meeting, outlining 

the key issues discussed at the meeting and those issues that need to be 
brought to the attention of the Board of Directors shall be presented to the 
Board of Directors after each Committee meeting; 

b) to produce those assurance and performance management reports listed 
in the Committee’s annual work programme which has been agreed with, and are 
required by, the Board of Directors; 

c) any items of specific concern, or which require the Board of Directors’ 
approval, will be subject to a separate report; 

d) to produce an annual report for the Board of Directors setting out: 
i. the role and the main responsibilities of the committee 
ii. membership of the committee 
iii. number of meetings and attendance 
iv. a description of the main activities during the year 
v. a completed annual self-assessment (the format to be approved by the 
Audit Committee) and the identification of any development needs for the 
Committee 

 

 10.2 The Chair of the Committee will report to the Board at least annually on the 
completion of its work in support of the Annual Governance Statement. 

 

 11 Reporting Groups 
No groups report formally into the Audit Committee.  However, the Committee has 
the right to request and receive Minutes and reports from any and all groups and 
Committees within the Trust in order to fulfil its responsibilities and duties. 

 

 12 Administration  

 12.1 The Audit Committee will be supported by a nominated lead Executive Director, 
who will facilitate administrative support. 
a) liaising with the Chair on all aspects of the work of the Committee, 
including providing advice; 
b) ensuring the Committee acts in accordance with standing orders and the 
scheme of reservation and delegation; 
c) identifying an officer to undertake the role of Secretary; 

d) overseeing the delivery of the Secretary’s duties. 

e) ensuring minutes are to be written, produced and circulated in 7 working 
days to members, with 3 working days for changes.  
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 12.2 The Secretary of the Committee will be responsible for: 
a) attending the meeting; 
b) ensuring correct and formal minutes are taken in the format prescribed in 

the Governance Strategy and, once agreed by the Chair, distributing 
minutes to the members.   

c) keeping a record of matters arising and issues to be carried forward via an 
action log; 

d) producing an action log following each meeting and ensuring any 
outstanding action is carried forward on the action list until complete; 

e) producing a schedule of meetings to be agreed for each calendar year and 
making the necessary arrangements for confirming these dates and 
booking appropriate rooms and facilities; 

f) providing appropriate support to the Chair, Lead Director and Committee 
members; 

g) providing notice of each meeting and requesting agenda items no later 
than 10 working days before a meeting; 

h) agreeing the agenda with the Chair and Lead Director prior to sending the 
agenda and papers to members no later than 4 working days before the 
meeting; 

i) ensuring the Annual Work Programme is up to date and distributed at each 
meeting; 

j)  ensuring the papers of the Committee are filed in accordance with Barnsley 
Hospital NHS Foundation Trust’s policies and procedures 

 

  13. Review 
Terms of Reference will normally be reviewed annually, with recommendations on 
changes submitted to the Board of Directors for approval. 

 

  
Date Approved:                  2015 2016 
Next Review:                    2016 2017 
To be reviewed by:  Audit Committee  
To be approved by:  Board of Directors 
Executive Responsibility: Director of Finance 
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APPENDIX 2 
 

INTERNAL AUDIT OUTTURN FOR 2015/16 
 

 

Audit Assignment Report Ref. Status Assurance 
Level/Comment 

NICE Guidance 1516/BHFT/01 Final report Significant 

Clinical Audit 1516/BHFT/03 Final report Significant 

Duty of Candour 1516/BHFT/06 Final report Limited 
Policy and Procedures Management 1516/BHFT/07 Final report Limited 

Supervision of Trainee Doctors 1516/BHFT/09 Final report Limited 
Outpatient Data Capture- General and 
Specialist Surgery (CBU4) 

 
1516/BHFT/10 Final report  

Significant/Limited 

Review of Information Governance 
Toolkit (Phase 1) 

 
1516/BHFT/12 Final report  

Significant 

Pharmacy Stock Management 1516/BHFT/14 Final report Significant 

Consent 1516/BHFT/20 Final report Limited 
IT Business Continuity 1516/BHFT/22 Final report Significant 

Data Quality-HR Data 1516/BHFT/23 Final report Significant 
Pre-employment Checks 1516/BHFT/24 Draft report  

Review of IG Toolkit 1516/BHFT/25 Final report Significant 

Medical Staff Leave 1516/BHFT/26 Draft report  

Key Financial Systems 1516/BHFT/27 Draft report  

Serious Incidents 1516/BHFT/28 Draft report  

Capital 1516/BHFT/29 Draft report  

Lorenzo 1516/BHFT/30 Work in progress  
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Appendix 3 
2015-16 Forward Plan (Updated) – Audit Committee  

Jan 2016 – March 2017 

Red = overdue 
 
Agenda Item/ Issue 

April 
2015 May July Sept Nov Jan/Feb 

2016 April May July Sept Nov January 
2017 

Minutes of previous meeting x x x x x x x x x x X x 
Chairs Log x x x x x x x x x x x x 
Action Log x x x x x x x x x x x x 
             
Governance             
Review the Board Assurance 
Framework  

  x   x   x   x 

Review of Risk Management 
Systems 

     x      x 

Items of note from other 
Committees          

x  x x x x x  x x x x 

Review draft annual governance 
statement      

x x           

Review the annual report and 
accounts 

 x           

Review the quality account  x           
Review any changes to standing 
orders          

    x X    x   

Register of Corporate Hospitality  x  x x x x x  x x x x 
Register of HQ Study Leave             
             
Financial              
Agree final annual report and 
accounts timetable 

   x x x    x x  

Review progress of annual report 
and accounts 

x           x 

Review audited annual accounts 
and financial statements 

 x      x     

Review risks and controls around 
financial management 

  x   x        

Review losses and special 
payments x x x x x x x x x x x x 
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Agenda Item/ Issue 

April 
2015 May July Sept Nov Jan/Feb 

2016 April May July Sept Nov January 
2017 

Internal Audit             
Review and agree internal audit 
plan  

x            

Review and approve internal audit 
terms of reference 

x            

Annual review of effectiveness of 
internal audit 

     x      x 

Internal audit progress reports       x  x x x x x  x x x x 
Receive annual internal audit 
report and associated opinions 

x x     x x     

             
External Audit             
Agree external audit plans and 
fees 

x     x      x 

Review the effectiveness of 
external audit 

   x      x   

Review external audit progress 
reports 

x x  x x x x x  x x x 

             
Appointment of External Auditors  
(sep timetable for evaluation 
panel) 

 
x 

          

             
Clinical Audit (where 
applicable)  
2016 – reported via Clinical Excellent 
Group to Q&G 

            

Annual clinical audit plan x            
Annual clinical audit report x            
             
Counter Fraud             
Review and approve the annual 
work plan for counter fraud x      x      

Receive counter fraud progress 
reports x  x x x x x  x x x x 

Review the organisation’s annual 
self review against NHS Protect  

 x      x     

Receive the annual report on 
counter fraud  x      x     
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Agenda Item/ Issue 

April 
2015 May July Sept Nov Jan/Feb 

2016 April May July Sept Nov January 
2017 

Security             
Receive the annual report on 
security activity  x      x     

Review and approve the annual 
work plan for security activity x      x      

             
Other items             
Self – assess the committees 
effectiveness       

     x 
      

Review the terms of reference of 
the committee      x         

Produce an annual committee 
report       x X           

Private discussions with 
internal/external auditors as 
required 

  x    
      

BHSS Annual Report & Accounts   x      x x   
Cyber penetration and system 
access * ± 
- Dir of ICT and Head of ICT 

    x x 
      

IT Asset management: * 
(- Dir of ICT     x x   x    

Consent * ±    
Jr Doctors training *  
- Medical Dir 

      
 

x  
   

Outpatients: governance system 
failures (follow up from 2014) 
- Lead/Dir of Ops 

 
    x  

  
x 

   

Theatres (ORMIS)   
- General Manager 

   x x        

Lorenzo *  
- Director of ICT 

        x    

*  follow up/assurance sought on audit actions  
±  referred from Board/other governance committee 
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Appendix 4 
 

Self-assessment Checklists 
 
 
 
Checklist Two: Committee Effectiveness 
 
This checklist is designed to gauge the committee’s effectiveness by taking the views of 
committee members across a number of themes. It is suggested that every member of 
the audit committee completes the checklist and the Chair and secretary review the 
results and use their judgement to recommend any further actions required. Alternatively, 
the committee may decide to work through the checklist collectively. 
 

Statement 
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Comments/ 
actions 

Theme 1 – Committee Focus       

The committee has set itself a 
series of objectives it wants to 
achieve this year. 

 




 

   

The committee has a 
TOR, not sure if there are 
separate objectives? 
----------------------  
Timetable and issues 
agreed with internal 
audit: plan for the year 
made by committee 

The committee has made a 
conscious decision about how it 
wants to operate in terms of the level 
of information it would like to receive 
for each of the items on it’s+ cycle of 
business. 

 


 

  

  

Committee members contribute 
regularly across the range of issues 
discussed. 




 

   
  

The committee is fully aware of 
the key sources of assurance and 
who provides them in support of 
the controls mitigating the key risk 
to the organisation. 


 


   

  

The committee clearly 
understands and receives 
assurance from third parties the 
organisation uses to 
manage/operate key functions – 
for example, financial services 
operated by NHS Shared 
Business Services, other NHS 
bodies, commissioning support 
units or private contractors. 


 


   

 

We receive external 
assurance from counter 
fraud, internal and 
external audit but nothing 
from CCG or other NHS 
bodies. 

Equal prominence is given to both 
quality and financial assurance 



 


    

Evidenced through 
internal audits and 
horizon scanning 

Cont/… 
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Statement 
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Comments/ 
actions 

Theme 2 – Committee Team 
Working 

      

The committee has the right balance 
of experience, knowledge and skills 
to fulfill the role described in the NHS 
Audit Committee Handbook. 

 



 

   

It would always help to 
have more members with 
financial or risk 
qualifications 

The committee has structured its 
agenda to cover, quality, data 
quality, performance targets and 
financial control. 

 


 

   

Eg there is no agenda 
section headed up ‘data 
quality’ if that’s what this 
question is asking 

The committee ensures that 
the relevant executive 
director/manager attends 
meetings to enable it to 
secure the required level of 
understanding of the reports 
and information  it receives (i.e. 
the right executive lead is 
there to discuss risk and internal 
matters in their area of responsibility 
rather than the committee having to 
rely on the CFO to act as conduit to 
the executive team). 



 


    

Wherever possible and 
this has been raised 
again recently. 
_____________     
This has been a very 
positive development in 
the last two years 

Management fully briefs the 
committee via the assurance 
framework in relation to the key 
risks and assurances received and 
any gaps in control! assurance in 
a timely fashion 
thereby eradicating the potential 
for 'surprises'. 

 




 

   

Internal audit has 
indicated that 
management could 
respond more speedily to 
matters raised by them 
following audits. 

Other committees provide timely 
and clear information in support of 
the committee thereby eradicating 
the potential for 'surprises'. 


 


    

One = no response 
___________   
Chairs' logs and minutes 
of other committees are 
received [on relevant 
issues – and full copies 
at Board] 

I feel sufficiently comfortable 
within the committee 
environment to be able to 
express my views, doubts and 
opinions.  



 


     

I understand the messages being 
given by the organisation's 
assurance advisors (external 
audit/internal audit/counter 
fraud specialists). 



 


     

Internal audit contributes to the 
debate across the range of the 
agenda and not just on the 
papers they present. 


 



 

   

Our advisers tend to stick 
to their own agenda item 
but the AC Chair would 
welcome wider 
contributions and 
encourages it 
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Comments/ 
actions 

Members hold their assurance 
providers t o  account for late or 
missing assurances. 

 


 

   

The actions should 
perhaps be chased up 
between meetings so 
that there is not a long 
time lag to resolution in 
view of frequency of 
meetings. 

When a decision has been 
made or action agreed I feel 
confident that it will be 
implemented as agreed and in 
line with the timescale set 
down. 

 




 

   

I am not always confident 
that actions will be 
implemented as quickly 
as scheduled and some 
slippage is evidenced in 
some areas when 
following-up audits are 
carried out. 

Theme 3 – Committee 
Effectiveness 

      

The quality of committee 
papers received allows me to 
perform my role effectively. 


 



 

   In the past there was 
some tabling of evidence 
on the day but this has 
stopped due to changes 
in the personnel who 
have now taken 
responsibility for items 
since Assoc Dir of 
Corporate Affairs left. 

Members provide real and 
genuine challenge - they do not 
just seek clarification and/or 
reassurance. 



 


 

    

Debate  is allowed to flow  and 
conclusions reached without 
being  cut short or stifled due 
to time  constraints etc. 


 


 

   Meetings are managed to 
time without waffle and 
repetition 

Each agenda item is 'closed off' 
appropriately so that I am clear 
what the conclusion is; who is 
doing what, when and how etc. 
and how it is being monitored. 


 


   

  

At the end of each meeting  we 
discuss the  outcomes  and 
reflect back on decisions made 
and what worked well, not so 
well etc. 

 
    

We don’t do this but I’m 
not sure it’s necessary. If 
something didn’t work 
well we’d speak up. 
---------  
This is not a formal 
agenda item, but all 
attendees are able to 
express views.  
----------     
This could be added to 
the agenda as a review 
of the meeting to ensure 
it happens regularly 
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Comments/ 
actions 

The committee provides a 
written summary report of its 
meetings to  the governing 
body. 


 


    

Not something I would 
see so cannot comment 
-----------  
A governor now attends 
AC mtgs as an observer. 
Two governors 
participated in the EA 
procurement exercise. 
chairs logs are made 
available to governors. 
Because of this, no 
separate report is 
provided 

The governing body [the Board] 
challenges and understands the 
reporting from this committee. 

 
   

 

Not something I would 
see so cannot comment  
-------------  
The Governors do not 
have a committee to 
mirror the audit 
committee so their 
concerns have to be 
picked up from full 
governors meetings or 
through their finance and 
quality and governance 
sub-groups 

There is a formal  appraisal of the 
committee's effectiveness each 
year which  is evidence based 
and takes into  account my views 
and external views. 


 


    

We conduct a self-
assessment and write an 
annual report. It is 
possible that an external 
audit of the committee 
and the contributions and 
skills of members and the 
processes followed 
would be beneficial. 

Theme 4 – Committee 
Engagement 

      

The committee actively challenges 
both management and other 
assurance providers during the year 
to gain a clear understanding of their 
findings. 



 

     

The committee is clear about the 
complementary relationship it has 
with other governing body 
committees that play a role in 
relation to clinical governance, 
quality and risk management. 


 


     

The committee receives clear and 
timely reports from other 
governing body committees which 
set out the assurances they have 
received and their impact (either 
positive or not) on the 
organisation’s assurance 
framework. 
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Comments/ 
actions 

I can provide two examples of 
where we as a committee have 
focused on improvements to the 
system of internal control as a 
result of assurance gaps 
identified. 

 


 

   

Not a member, however, 
this is regularly 
discussed through the 
Internal Audit reports. 
-----------------  
Cyber crime 
Counter fraud monitoring 
Theatre lists 
Electronic Staff record 

Theme 5 – Committee 
Leadership 

      

The committee Chair has a positive 
impact on the performance of the 
committee. 



 

    

Feedback not provided by 
Committee Chair 

Committee meetings are chaired 
effectively and with clarity of purpose 
and outcome. 



 

    

The committee Chair allows 
debate to flow freely and does not 
assert his/her views too strongly. 



 

    

The committee Chair provides 
clear and concise information to 
the governing body on the 
activities of the committee and 
the implications of all identified 
gaps in assurance/control. 
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BoD_August  2016: BAF 

EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
TRUST BOARD OF DIRECTORS REF: BoD 16/08/P-09 
 
SUBJECT:   BOARD ASSURANCE FRAMEWORK (BAF) 
DATE:          August 2016  

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 

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. 

During month four review of the 2016/17 BAF the following changes to note have been made to 
the BAF: 
Objective 1 
• 1843 - 2016/17 contracts affecting control target deficit for 2016/17 has been removed as 

resolved. 
Objective 2 
• 1810  has been reduced as there have been no issues  reported of 1-1 incidents. Gaps are 

monitored and reviewed through the red flag system and Datix 
Objective 4 
• 1832- Reputational risk identified regarding ophthalmology outpatient clinic slots has been 

removed as not a risk to the strategic objectives 
Objective 5 
• 1296 - Appraisal compliance has been closed as appraisal target achieved for 2016/17.     

Appraisal compliance will be monitored and the risk reviewed and reopened if required for 
2017/18. 

Objective 7  
• Does not have any risks attached to the BAF at this present time so has been removed from 

the BAF until a time a risk does present to the objective. 

 
The Board of Directors is asked to review and endorse month four of the 2016/17 BAF in 
relation to Objective 1, 2, 3, 4, 5, 6.  
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PRINCIPAL 
ORGANISATIONAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(Impact x Likelihood = Total)    

 
CURRENT 
ASSURED 

LEVEL 
 

BOX 1 

CURRENT RISK SCORE  
(Impact x Likelihood = Total)  

What is the strategic risk to be controlled? EXEC  
DIR 

BOARD 
COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

OB1 Get the Trust back in financial balance MW F&P     

SR1 Failure to meet financial targets as planned   

 
REF Relevant risks held on risk Register May 16 Jun 16 July 16 

1677 Delivery of CIP 4x3 4x3 4x3 

1791 Cash flow associated with revised deficit target/position 4x5 4x5 4x5 

1713 Maintaining financial stability of the Trust & Turnaround Plan 16/17 1x3 1x3 1x3 

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

3x3 3x3 3x3 

1846 Mandatory Apprentiship Levy to be introduced May 2017 4x4 3x3 3x3 

 
  

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF THE RISK 

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

Provide High Quality Safe Care RJ Inability to provide improvements in this objective due to 
financial constraints 

Be the Employer of Choice JF Implementing the 2016 workforce plan 

Be the Provider of Choice RJ/HM Increased scrutiny by regulator 

Be the Provider of Choice RJ/HM Poor patient experience 

Work with all system partners  KK Increase in media interest 

 

 
These are the POSITIVE ASSURANCES actually 
received… 

 
BOX 3 

Ref Risk 

POSITIVE ASSURANCE REPORTING MECHANISM EVIDENCE 

What is the report received 
that provided that 
assurance? 

 Date reported to 
Committee 

PA2 1677 
 
1791 

Integrated Performance 
Report /Finance Report 

Finance & Performance and CIP 
Steering Group 

July 2016 

PA3 1677 CIP report Finance & Performance & CIP 
steering group 

July 2016 

PA4 1413 Monitoring Progress Report 
& Meetings 

Board of Directors & Finance & 
Performance 

July 2016 

PA5 1844 Carter working group 
updates 

Follow on from  CIP steering group July 2016 

PA6 1846 Workforce Report Finance & Performance July 2016 
 
 

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

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

Ref Risk GAP ACTION PLAN AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1 1677 Risk of  number of non 
recurrent CIP schemes 

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

G2 1791 Availability of distress funding Financial recovery plan March 17  

G3 1713 

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

Monthly monitoring March 17  
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NARRATIVE  
(include here any changes that you have made to this BAF and brief description of progress) 

Changes made to this BAF  
 
Risk removed 

• 1843 2016/17 contracts affecting control target deficit for 2016/17 as resolved. 
 
Positive Assurance removed 
 

• Quality report to Trust Board  removed as related to the resolved risk 1843 
 
Controls updated 
 

• C3 updated to reflect set up productivity working group 
 
To note 

 
• Risk 1713 -  we are currently achieving our financial plan at this stage in the year (as recorded in our 

statement of comprehensive income).  For this reason we have RAG rated as green. 
 
 
 
 
 
 
 
 

The GAPS (Box 4) are CONTROLLED by …. 

Ref Risk 
Control 

C1 1677 Monthly Cost Improvement Steering Group monitoring the delivery of the plan supported 
by the Project Management Office. There are a number of non-recurrent schemes that 
have been identified that can fill the gap 

C2 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. 

C3 1713 Vacancy Control Implemented. Cost and productivity working group set up 
Additional controls in place to manage agency spend and waiting list initiatives. 
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PRINCIPAL 
ORGANISATIONAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(Impact x Likelihood = Total)    

 
CURRENT 
ASSURED 

LEVEL 
 

BOX 1 

CURRENT RISK SCORE  
(Impact x Likelihood = Total)  

What is the strategic risk to be controlled? EXEC  
DIR 

BOARD 
COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

OB 2  Provide High Quality Safe Care RJ & 
HMcN Q&G     

SR 2 Failure to deliver consistently high quality and 
safe care   

 
Risk Relevant risks held on risk Register BOX 2 May 16 Jun16 July 16 

1492 Medical Handover 4x3 4x3 4x3 
1221 Mortality Ratio 3x3 2x3 2x3 
1694 Out Patient review list 3x4 2x3 2x3 
1700 Gamma camera – due for renewal  1x2 3x3 3x3 
1826 Reduction in Medical Staff Dermatology Cancer Services team 3x3 3x3 3x3 
1498 Vacancies of middle grade medical staff women’s 3x3 3x3 3x3 
1661 Staffing in ED/ medical  rota 4x4 2x3 2x3 
1810 Difficulties surround extra nursing resources for 1-1 nursing care 3x4 3x4 2x3 

1847 
Risk regarding a delay in referrals from the Specialist Screening 
Practitioner clinic to colonoscopy impacting on the 62 days cancer 
screening target. 

3x2 3x2 3x2 

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

 3x3 3x3 

1868 Risk regarding reduction in Stroke Consultants  4x4 4x4 

 
 
 
 
 
 
 
 
 
 
 
 
 

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF THE RISK 

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

1. Get the Trust back in financial balance MW Delivery of CIP 

1. Get the Trust back in financial balance MW Cap on agency spend reducing options for agency 
used 

2. Provide high quality safe care RJ Serious harm to patients ,poor quality care 

2. Provide high quality safe care RJ Poor quality care, impact on patient outcomes 

2. Provide high quality safe care RJ Poor patient experience, increase in complaints  
delays in discharge 

2. Provide high quality safe care RJ Inability to maintain delivery of 4 hour target in ED 
2. Provide high quality safe care RJ Poor patient experience, increase in clinical 

incidents , increase in patient harms 
3. Work with system partners   KK Significant impact on patient flow could lead to 

impact on ED & poor patient experience 
      

 
These are the POSITIVE ASSURANCES actually received… BOX 3 

Ref Risk 
POSITIVE ASSURANCE REPORTING MECHANISM EVIDENCE 

What is the report received that 
provided that assurance? 

 Date reported to 
Committee 

PA1 1492 Integrated Performance Report Trust Board July 2016 

PA2 1221 Mortality Review Process and 
Report 

Trust Board July 2016 

PA3 1694 Performance Review Report CBU Performance 
Meetings 

July 2016 

PA4 1700 Monitor Progress Report  Trust Board July 2016 

PA5 1826 Performance Review Report CBU Performance 
Meetings 

July 2016 

PA6 1498 Performance Review Report 
CBU Performance 
Meetings July 2016 

PA7 1661 Performance Review Report CBU Performance 
Meetings July 2016 

PA8 1810 Nurse – staffing report Trust Board July 2016 

PA10 1847 Performance Review Report CBU Performance 
Meetings July 2016 
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The GAPS IN CONTROL/NEGATIVE ASSURANCES are…. BOX 4 

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

Ref Risk GAP ACTION 
PLAN 

AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1 1492 
No Trust-wide approved process for Medical 
Handover Yes Jun 2016 Sept 

2016 

G2 1221 
Effective mortality review process Yes July 2016  
Effective and accurate coding Yes May 2016  

G3 1694 Out Patient review list Yes June 2016  

G4 1826 Job to be advertised in next 7 days No w/c 23 May 
2016  

G5 1498 Gaps in the middle grade rota Yes 
Weekly 

through locum 
meetings 

 

G6 1661 Staffing in ED/ medical  rota Yes on-going  

G7 1810 Inability to provide all 1-1 nursing care 
requests N/A Daily 

monitoring  

G9 1847 Awaiting new guidance from Strategic Clinical 
Network Cancer Strategy Group Yes 

Awaiting 
national 

guidance 
 

 

The GAPS (Box 4) are CONTROLLED by …. 

Ref Risk 
GAP 

C1 1492 Purchase of a Vital Signs System underway 
C2 1221 Awaiting National Guidance regarding mortality reviews  

 
C3 1694 The review list has been fully validated and appointments are being made 

 
C4 1826 Weekly Medical Director Locum meetings to monitor and actively recruit 

 
C5 1498 The cover is provided by locum Consultants, recruitment continues to be pursued. 

 
C6 1661 Weekly Medical Director Locum meetings to monitor and actively recruit 

 
C7 1810 Daily monitoring by bed management team and red flag reporting 
C9 1847 Maximised local screening endoscopist utilisation and list capacity by the Service 

Manager 
 
 
 
 
 
 
 
 

NARRATIVE  
(include here any changes that you have made to this BAF and brief description of progress) 

 
Changes made to this BAF  
 

• Risk 1221 title changed to reflect current position 
 

• Risk 1832 -Reputational risk regarding ophthalmology outpatient clinic slots removed as not 
relevant to Objective 2 
  

• Risk 1810 reduced as there have been no issues  reported of 1-1 incidents. Gaps are 
monitored and reviewed through the red flag system and Datix 
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PRINCIPAL 
ORGANISATIONAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(Impact x Likelihood = Total)    

 
CURRENT 
ASSURED 

LEVEL 
 

BOX 1 

CURRENT RISK SCORE  
(Impact x Likelihood = Total)  

What is the strategic risk to be controlled? EXEC  
DIR 

BOARD 
COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

OB 3 Work with all system partners to support the 
delivery of the urgent care pathway and 4 hr. 
access target 

KK F&P 
    

SR 3 Inability to manage increase in demand for 
services   

 
REF Relevant risks held on risk Register BOX 2 May 16 Jun 16 July 16 
1492 Medical handover 4x3 4x3 4x3 
1661 Medical staffing in ED ( middle grade rota) 4x4 2x3 2x3 
1226 Nurse staffing vacancies  3x4 3x4 3x4 
1800 Retendering of intermediate care services 3x3 3x3 3x3 
1434 National shortage of qualified AMU Consultants 3X3 3x3 3x3 
1859 Current senior manager on-call rota being short staffed 3x3 3x3 3x3 
 
 

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF THE RISK 

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

Provide high quality safe care RJ  Harm to patients 
Be the employer of choice JF  Loss of organisational control 
Be the employer of choice JF  Poor patient experience, increase in staff turnover 
Be the provider of choice KK  Organisational sustainability at risk 
    
 

 
These are the POSITIVE ASSURANCES actually received… BOX 3 

Ref Risk 
POSITIVE ASSURANCE REPORTING MECHANISM EVIDENCE 

What is the report received that 
provided that assurance? 

 Date reported to 
Committee 

PA 01 1492 Integrated performance report Finance & Performance Committee June 2016 

PA 02 
1661, 
1226 
1493 

Workforce Dashboard Finance & Performance Committee June 2016 

PA 03 1226 Vacancy Control Panel Executive  Team /CBU Meetings Weekly 

PA 04 1800 SRG paper Executive Team 
 
June 2016 

PA 05 1800  
 
Bed reconfiguration plan hot & cold sites 
 

 
Finance & Performance Committee 

 
July 2016 

PA 06 1859 

At present, participants have agreed to 
continue with a short period of higher 
frequency on-call cover until the end of 
July 2016 until a proposal is brought 
forward for changes to be made 

 
 

Executive Team 

 
 
July 2016 

 
 
 
 

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

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

Ref Risk GAP ACTION PLAN AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1 1492 
No Trust-wide approved 
process for Medical 
Handover 

Yes Jun 2016 Sept 2016 

G2 1800 Lack of winter funding   Yes  Sept 16 N/A 

G3 1800 Intermediate Care 
Provision/tender Uncertainty as to future 

plans of IC tender 2016/17 N/A  

 

The GAPS (Box 4) are CONTROLLED by …. 

Ref Risk 
GAP 

C1 1492 Purchase of a Vital Signs System underway 

C2 1800 Work with CCG on SRG on winter plans 

C3 1800 Key meetings with external stakeholders and Commissioners 

NARRATIVE  
(include here any changes that you have made to this BAF and brief description of progress) 

Changes made to this BAF  
 
1661 -  Successful recruitment into ED which will remove the risk next month 
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PRINCIPAL 
ORGANISATIONAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(Impact x Likelihood = Total)    

 
CURRENT 
ASSURED 

LEVEL 
 

BOX 1 

CURRENT RISK SCORE  
(Impact x Likelihood = Total)  

What is the strategic risk to be controlled? EXEC  
DIR 

BOARD 
COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

OB 4 Be the provider of choice for Barnsley and 
beyond KK F&P     

    

REF Relevant risks held on risk Register BOX 2 May 16 Jun 16 July 16 

1693 Adverse publicity affecting the Trust 2x3 2x3 2x3 
1800 Retendering of intermediate care services 3x3 3x3 3x3 
1008 Risk of not meeting monitor/commissioner targets --ED, 3x4 1x3 1x3 
1872 Risk of not meeting monitor/commissioner targets - Cancer  4x3 4x3 
1873 Risk of not meeting monitor/commissioner targets - Diagnostics  4x3 4x3 
1874 Risk of not meeting monitor/commissioner targets - RTT  1x3 1x3 
1531 Risk of not providing a 7 day service 3x3 3x3 3x3 

  

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF THE RISK 

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

Get the Trust back into financial 
balance  MW Financial penalties from commissioners 

Provide high quality safe care RJ/HMcN Delays in treatment for patients 

Work with all system partners KK Effect on Trust reputation to deliver services 

Be the employer of choice JF Effect on Trust reputation as an employer to work for 

These are the POSITIVE ASSURANCES actually received…                                                                         BOX 3 

Ref Risk 
POSITIVE ASSURANCE REPORTING MECHANISM EVIDENCE 

What is the report received that provided 
that assurance? 

 Date reported to 
Committee 

PA1 

1832 
1008 
1872 
1873 
1874 

Integrated Performance Report Trust Board July 2016 

PA2 1832 
1008 CBU Reports 

Finance & Performance 
Committee July 2016 

PA3 

1008 
1872 
1973 
1874 
1531 

Performance Review Meetings 
Executive /CBU 
Meetings July 2016 

PA4 1874 Referral To Treatment training program 
Finance & Performance 
Committee July 2016 

PA5 1008 Electronic Priority Treatment List  (PTL) 
Finance & Performance 
Committee July 2016 

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

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

Ref Risk GAP ACTION 
PLAN 

AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1 1832 Uncertainty of winning contract for ophthalmology Yes May 17  

G2 1832 Lack of control of ophthalmology Consultants  Yes May 17  

G3 1872 Demand for cancer services increasing Yes ongoing  
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The GAPS (Box 4) are CONTROLLED by …. 

Ref Risk 
GAP 

C1 1832 Four Eyes consultancy supporting outpatients 

C2 1832 Weekly performance monitoring meetings 

C3 1008 Cancer improvement plan 

NARRATIVE  
(include here any changes that you have made to this BAF and brief description of progress) 

 
Changes made to this BAF  
 
Risk removed 
1832- Reputational risk identified regarding ophthalmology outpatient clinic slots  
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PRINCIPAL 
ORGANISATIONAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(Impact x Likelihood = Total)    

 
CURRENT 
ASSURED 

LEVEL 
 

BOX 1 

CURRENT RISK SCORE  
(Impact x Likelihood = Total)  

 What is the strategic risk to be controlled? EXEC  
DIR 

BOARD 
COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

OB 5 Be the employer of choice JF F&P     

    

 
REF Relevant risks held on risk Register BOX 2 May 16 Jun 16 July 16 
1201 Vacancies & skills gap in Trauma &Orthopaedic and elderly care 3x4 3x4 3x4 

1654 Vacancies of band 6 Pharmacists, in relation to provision of 7 day 
working 3x2 3x2 3x2 

1200 Staff engagement strategy 4x3 4x3 4x3 
1199 Failure to control labour costs (sickness) 3x2 3x2 3x2 
 
 
These are the POSITIVE ASSURANCES actually received… BOX 3 

Ref Risk 

POSITIVE ASSURANCE REPORTING MECHANISM EVIDENCE 

What is the report received that 
provided that assurance? 

 Date reported to 
Committee 

PA1 1201 Nurse Staffing Report Quality & Governance 
Committee July 2016 

PA2  Cross referenced to BAF objective 2 Finance & Performance  July 2016 
PA4 1200 Staff Engagement Plan ET & F&P July 2016 
PA5 1199 CBU Insight report CBU Performance meetings July 2016 
PA6 1199 Workforce Report Workforce Group/F&P July 2016 
 

IMPACT ON CORPORATE OBJECTIVES (Box 1) 
POTENTIAL CONSEQUENCES OF THE RISK 
OWNER What are the key potential 

consequences (up to 5) of the risk? 
Work with all system partners KK Failure to deliver safe service 

throughout the organisation. 
Be the employer of choice JF Failure to have appropriate staff in key 

posts 
Provide high quality safe care RJ Poor patient experience and 

outcomes 

 
 

 

The GAPS (Box 4) are CONTROLLED by …. 

Ref Risk CONTROL 

C1 1201 Executive vacancy/agency control panel 
C2 1200 Workforce Group 
C3 1199 Executive vacancy/agency control panel 

 
 
NARRATIVE  
(include here any changes that you have made to this BAF and brief description of progress) 

 
Changes made to this BAF:   
 
2 gaps and aligned controls for risk 1199  removed as plans implemented 
 

• Agency Spend on clinical staff 
• Staff in post 

 
 
G1 action plan replaced with current plan 
G2 action plan replaced with current plan 

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

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

Ref Risk GAP ACTION PLAN AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1 1201 

Excessive use of 
bank & agency 
clerical and admin 
staff 

Staff Recruitment Action Plan June 2015 Implemented 
07 June 16 

G2 1200 

Staff surveys/ 
concerns 
Investors in People 
Report 

Staff Engagement Strategy  May 2015  Approved 
June 16 

G3 1199 Non usage of fast 
track process Fast Track action plan June 2016  
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PRINCIPAL 
ORGANISATIONAL 
OBJECTIVE & 
STRATEGIC 
OBJECTIVE 

INITIAL RISK SCORE  
(Impact x Likelihood = Total)    

 
CURRENT 
ASSURED 

LEVEL 
 

BOX 1 

CURRENT RISK SCORE  
(Impact x Likelihood = Total)  

What is the strategic risk to be controlled? EXEC  
DIR 

BOARD 
COMMITTEE 

Quarterly 

REF STRATEGIC OBJECTIVE & RISK 1 2 3 4 

OB 6 Best use of existing and new technology TD F&P     

SR 6 Inability to deliver IM&T strategy   

 
REF Relevant risks held on risk Register BOX 2 May 16 Jun 16 July 16 

1742 Inability to retrieve data from Evolution in June 2016 when it is 
closed down.  3x4 3x4 1x3 

1779 Inaccurate data in Maternity services could lead to clinical risk and 
may  have financial impact  to organisation  3x4 3x4 1x3 

1842 Risk of messages failing between systems in the trust causing direct 
impact on patient flow, scheduling and clinical dept. processes. 3x4 3x4 3x4 

1835 Risk identified regarding the on-going Lorenzo performance issues 3x3 3x3 3x4 
 

 

 
 

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

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

Ref Risk GAP ACTION PLAN AGREED 
DEADLINE 

REVISED 
DEADLINE 

G1 1742 Lorenzo Optimisation On going work to validate data  May 
2016 

Ongoing 

G2 1842 Phase 2 deployment paused Lorenzo stabilisation programme 
to be put in place 

Dec 
2015 Ongoing 

G3 1855 ICT Strategy to be revised and 
developed 

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

May 
2016 

July 
2016 

G4 1835 
Lorenzo Audit Report Formal letters to escalate from 

Chief Exec and Medical Director. 
May 
2016 

July 
2016 

 

The GAPS (Box 4) are CONTROLLED by …. 

Ref Risk CONTROL 

C1 1742 Robust Financial monitoring  
C2 1842 Assurance & Escalation Framework 
C3 1855 ICT report 
C4 1855 ICT audit programme (agreed) 

  

IMPACT ON CORPORATE 
OBJECTIVES (Box 1) 

POTENTIAL CONSEQUENCES OF THE RISK 

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

Get the Trust into financial balance MW Risk to finance due to cost of IT infrastructure needed 
 

Provide High Quality & Safe Care RJ/HMcN Risk to new technological schemes not implemented in 
time 

      
 
These are the POSITIVE ASSURANCES actually received… BOX 3 

Ref Risk 

POSITIVE ASSURANCE REPORTING MECHANISM EVIDENCE 

What is the report received 
that provided that 
assurance? 

 Date reported to 
Committee 

PA1 1835 Lorenzo Optimisation 
Programme 

Finance & Performance 
Committee July 2016 

PA2 1842,1835
1742 

ICT report  Finance and Performance 
Committee July 2016 

PA3 1835 Lorenzo user group issue 
log 

Finance and Performance 
Committee July 2016 

PA4 1835 Lorenzo support audit Finance and Performance 
Committee 

July 2016 

NARRATIVE  
(include here any changes that you have made to this BAF and brief description of progress) 

Changes made to this BAF  
 
New gap  
 
G4 added controlled by C4 
 
Risk reduced 
 
1742 - Inability to retrieve data from Evolution in June 2016 when it is closed down. – A new Model agreed 
with maternity service 
 
1779 - Inaccurate data in Maternity services could lead to clinical risk and may  have financial impact  to 
organisation – a New Dashboard in place 
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EXECUTIVE SUMMARY 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTOR REF: BoD 16/08/P-10 
 

SUBJECT:   CORPORATE RISK REGISTER 
DATE:          August 2016  

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 

The Board of Directors delegated monthly review of the Corporate Risk Register to the Quality & 
Governance Committee as part of the strategic approach to assurance.  

Work has been undertaken with all relevant Executive and Associate Directors to update the 
Corporate Risk Register accordingly through quarter 1, bringing together the strategic and high 
level risks which if not addressed would compromise the Trusts ability to achieve its corporate 
objectives. 
 
Each month the Governance Lead meets with the Directors to review the corporate risks register. 
This gives the Directors the opportunity to review their corporate risks and make changes as 
needed. It also gives them the opportunity to explore new and potential risks that may need 
adding to the corporate risk register.  
 
Both new Extreme and High level risks (12 and above) are discussed at the weekly Patient 
Safety Panel, allowing a comprehensive review of the risk and the ability to define whether the 
risks needs escalation onto the Corporate Risk Register or that the Panel accept the risk and that 
it can be managed locally by the CBU involved. 
High level risks scoring 15 or above are monitored weekly by the Executive Team in the 
Executive Team meeting for approval or recommendation for review and rescoring. 
 
The Appendix provides an overview of the current risks on the Corporate Risk Register as at 13th 
July 2016: 

 
 1 new risk has been identified regarding consultant provision for the Stroke Service will have 

a reduction in input to the point of having no Consultant in post by the end of September 
2016. 
 

 1 risk has been increased to an amber/moderate risk due to the number of VTE incidents 
occurring. 
 

 4 risk have been reduced 
 

 2 risks have been closed 
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RECOMMENDATIONS 

 There are 7 extreme risks on the Corporate Risk Register 
 

 
The Board of Directors is asked to review and endorse this update of the Corporate Risk 
Register.     
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Subject: CORPORATE RISK REGISTER Ref: BoD 16/08/P-10 

 
1. STRATEGIC CONTEXT 

 
1.1 The Board of Directors have delegated the monthly review of the Corporate Risk 

Register to the Quality & Governance (Q&G) Committee as part of the strategic 
approach to assurance. 
 

2. INTRODUCTION 
 
2.1 Work has been undertaken with all relevant Executive and Associate Directors to 

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

2.2 There are 97 risks currently recorded on the Corporate Risk Register of which 7 are 
graded as Extreme Risk (15+) and 50 graded as High Risk (8-12). 

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

monthly basis. 
 

2.4 The Corporate Risk Register has been reviewed in order to provide an update as of 
13th July 2016.  

 
2.5 This review considered: 

 
 The need to re-score the current risks following an assessment of the controls in 

operation for the year to date and the operational delivery achieved as at the 13 July 
2016 

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

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

Trust’s objectives. 
 

2.6 During the July 2016 review of the Corporate Risk Register the following changes are 
to note: 
 

        1 new risks have been identified: 
 

 1868 - Risk identified regarding consultant provision for the Stroke Service will have 
a reduction in input to the point of having no Consultant in post by the end of 
September 2016. 

 
1 risk has been increased by: 

 
The Medical Director 
 

 1700 - Risk has been increased to an amber/moderate risk due to the number of 
VTE incidents occurring. 
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 2 risks have been closed this month by: 
 
  The Medical Director 
 
 1602 - Resuscitation Training Delivery, Compliance and Monitoring 

This has been closed due to improvements in training and second resuscitation office 
in post. 
 

The Associate Director of Human Resources & Organisational Development 
 

 Risk 1296 - Appraisal compliance closed as appraisal target achieved for 2016/17. 
Appraisal compliance will be monitored and the risk reviewed and reopened if 
required for 2017/18. 

 
6 risks have been reduced by: 
 
The Associate Director of Human Resources & Organisational Development 

 
 Risk 1200 – Partnership working with staff. Risk level reduced to moderate due to 

improved survey results and development of key outcomes within the CBU’s 
 
 Risk 1536 – Workforce planning reduced as now in development and a template has 

been produced. 
 

 Risk 1198 – Mandatory training compliance. Risk level reduced to moderate due to 
improved compliance Trust wide. 

 
The Director of Nursing & Quality 
 

 Risk 1810 – 1 - 1 reduced to moderate as there have been no issues reported of 1-1 
incidents. Gaps are monitored and reviewed through the red flag system and Datix 

 
The Director of Information Communications Technology 
 

 Risk 1742 - Inability to retrieve data from Evolution in June 2016 when it is closed 
down. – A new Model agreed with maternity service 

 
 Risk 1779 - Inaccurate data in Maternity services could lead to clinical risk and may  

have financial impact  to organisation – a New Dashboard is in place 
 
 

2.7 The 7 extreme risks as listed in appendix 1 have been reviewed by the risk lead and  
re-scoring was required during this review. 
 

3. CONCLUSION 
 

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

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

ID Opened
(date risk
identified)

Domain Description Mitigation Handler Service unit Consequen
ce (current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Risk level
(Target)

Next
review date

Progress Notes

1868 23/06/2016 Service/Busi
ness
Interruption/
Environmen
tal Impact

Risk identified
regarding consultant
provision for the Stroke
Service will have a
reduction in input to the
point of having no
Consultant in post by
the end of September
2016.

1 Consultant is taking a
leave of absence and
the other has tendered
his resignation.

We are currently
working with Locum
Agencies to seek
interim cover.

The Medical Director
has met with the
Consultant who has
tendered his
resignationto establish
what support or options
we could put in place
for them to remain in
post.

We are looking at
existing Care of the
Elderly Physcians to
establish if any of them
would be able to cover
the Stroke Service.

Jenkins, 
Richard -
Medical
Director

Medical
Director

Major Likely 16 Extreme
Risk (15-25)

High Risk
(8-12)

22/07/2016 June 2016 - New risk
added; to go to the
PSP and ET on 27
June 2016
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Corporate Red Risk Register

ID Opened
(date risk
identified)

Domain Description Mitigation Handler Service unit Consequen
ce (current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Risk level
(Target)

Next
review date

Progress Notes

1607 28/01/2015 Service/Busi
ness
Interruption/
Environmen
tal Impact

Risk identified due to
the lack of service level
agreement (SLA)
between BHNFT and
WPH (STH) to support
the out-reach
chemotherapy service
at Barnsley. This
weakens the
governance framework
for the service and
gives no baseline
agreement to support
service obligations for
both organisations. The
impact of this risk is
instability to the service
- as lack of SLA could
result in insufficient
in-reach provision of
oncologists to ensure
full support of locally
treated chemotherapy
patients (including
some clinical risk to
acute oncology
presentations).

SLA in development
with WPH
Escalated to
Specialised
Commissioning
Weston Park Hospital 5
year Strategy to
address oncologist
shortfall
Internal plans to
develop HCP led
chemo and enable
oncologist time to be
utilised differently.

Thompson, 
Georgia -
Cancer
Services
Manager

Corporate Moderate Almost
certain

15 Extreme
Risk (15-25)

Low Risk
(1-3)

30/08/2016 Lack on in-reach
Oncologist provision
identified as Immediate
risk in recent external
Peer review of the
Trust's Cancer of
Unknown Primary
team. This directly
impacts patient care as
there is insufficient
oncologist time to
review ward patients.
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Corporate Red Risk Register

ID Opened
(date risk
identified)

Domain Description Mitigation Handler Service unit Consequen
ce (current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Risk level
(Target)

Next
review date

Progress Notes

1832 19/02/2016 Adverse
publicity/
reputation

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

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

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

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

Kelly, 
Karen -
Director of
Operations

Director of
Operations

Major Likely 16 Extreme
Risk (15-25)

High Risk
(8-12)

04/08/2016 6/7/16 Administration
and nursing staff within
ophthalmology are
constantly updating
Rotherham Service
Managers (Penny
Fisher and Joanne
Aggar)with capacity
issues, including
cancellations,
validation and
outstanding referrals.
Rotherham operational
service manager based
in Barnsley remains on
sick leave. Cover is
being provided
remotely by Rotherham
operational service
manager (JA)
supported by
Rotherham senior
service manager (PF).
Barnsley H&N service
manager (Beverly
McGeorge) is in regular
contact with PF for
escalation of issues.

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

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

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

McNair, 
Heather -
Director of
Quality and
Nursing

Nursing
Director

Moderate Almost
certain

15 Extreme
Risk (15-25)

Low Risk
(1-3)

05/05/2016 May 2016 update from
Deputy Director of
Nursing and Quality.
Ward 19&20 are
piloting a new staffing
plan. This will be
reviewed in 6 months.
Risk level remains the
same.
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Corporate Red Risk Register

ID Opened
(date risk
identified)

Domain Description Mitigation Handler Service unit Consequen
ce (current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Risk level
(Target)

Next
review date

Progress Notes

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

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

safe guarding team
additional checks in
place

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

Processes reviewed
monthly in joint
meetings between ED
and EPR.

Davidson, 
Tom -
Director of
ICT

Director of
Information

Major Likely 16 Extreme
Risk (15-25)

Moderate
Risk (4-6)

30/04/2016 July 2016 - New
alerting system
upgrade now due in
September 2016.
 Alert is in place on the
Lorenzo screen.
Lorenzo 2.9
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Corporate Red Risk Register

ID Opened
(date risk
identified)

Domain Description Mitigation Handler Service unit Consequen
ce (current)

Likelihood
(current)

Rating
(current)

Risk level
(current)

Risk level
(Target)

Next
review date

Progress Notes

1849 11/04/2016 Business
Objectives/
Projects

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

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

Kelly, 
Karen -
Director of
Operations

Corporate Major Almost
certain

20 Extreme
Risk (15-25)

High Risk
(8-12)

30/08/2016 Ben Brewis June 16
Work continues at
speciality level by Trust
group
Managed through Trust
ops group

1791 23/11/2015 Finance
including
claims

Risk regarding cash
flow.  Details and
impact as follows;
Issue associated with
deficit position and
availability of
distressed funding.

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

Wright, 
Michael -
Director of
Finance

Director of
Finance

Major Almost
certain

20 Extreme
Risk (15-25)

Moderate
Risk (4-6)

16/08/2016 July 16 - Distressed
funding confirmed by
Department of Health
of £2.2m. for July 2016
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/08/P-11a 
 

SUBJECT: FINANCE & PERFORMANCE ASSURANCE REPORT 

DATE: AUGUST 2016  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY: Francis Patton, Non Executive Director, Chair Finance & 
Performance Committee 

SPONSORED BY: Francis Patton, Non Executive Director, Chair Finance & 
Performance Committee 

PRESENTED BY: Francis Patton, Non Executive Director, Chair Finance & 
Performance Committee 

STRATEGIC CONTEXT  

The Finance & Performance Committee (F&P) is one of the key sub committees of the Board 
responsible for Governance.  Its purpose is to provide detailed scrutiny of financial matters and 
operational performance in order to provide assurance and raise concerns (if appropriate) to the 
Board of Directors and to make recommendations, as appropriate, on financial and performance 
matters to the Board of Directors 

EXECUTIVE SUMMARY  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 6 month anniversary in order to ensure that they are 

delivering planned benefits 
- critically analysing and reviewing the Board Assurance Framework in order to ensure any 

risks to the strategic plan are identified and mitigated 
Month three continues to see financial performance just above plan in month at -£395k deficit  
(£31k better than plan) and year to date at -£2,090k deficit (£37k better than plan). This was 
helped by clinical income being favourable to plan.  At EBITDA level the Trust made a surplus in 
month of £189k, which was better than plan by £29k.  Year to date EBITDA is running at -£280k  
deficit (£5k better than plan). Clinical Business Unit 1 is the main area of concern being £387k 
behind plan year to date but work is ongoing to address issues in terms of CIP achievement and 
pay. 
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Cash is being adversely affected by non-payment of Sustainability & Transformation (S&T) 
monies and one other significant debt. 
The Clinical Business Units (CBUs) have been asked to present to the Committee at the half 
year on performance to date and forward projections. 
Capital is behind planned spend but with national approval of capital plans not yet received, 
caution is needed and the current position is sensible.   
The Committee remains assured that there is a good grip on the key strategic financial levers of 
agency spend, CBU finances and the identification of funding opportunities. 
In terms of the Cost Improvement Programme (CIP) there has been some improvement from 
month two with an overachievement of £89k in month. The overall programme forecast position 
has improved and is currently forecast at £6.9m due to a number of schemes being added to the 
Programme. This leaves the Programme with an overall shortfall of £8.9k from the central £7m 
target.   
In terms of maturity, £3.96m (57%) of schemes are at full maturity, with £2.63m (46%) of 
schemes at maturity level 1-2.  Existing targets have been reviewed and a number of new 
schemes are being developed by the CBUs to address the gap to targets.    
In terms of activity, elective diagnostics and cancer performance continue to improve and the 4 
hour access achieved 95.9% in June and 94.7% for the quarter.  
In terms of workforce good performance was reported in sickness absence at 3.9% and all 
appraisal targets were achieved at Trust level; that said the Committee has requested that the 
report includes any hotspots by CBU and department in future.  A workforce review is underway 
to gain better overview of skills and support and alignment to service needs.  
A bid for new ultrasound scanners needed urgently to replace failing equipment and maintain 
effective diagnostic services, at cost of £200k, was received and approved by F&P although the 
Committee asked for the process on equipment replacement business cases to be reviewed. 
The updated Estates Strategy was received and signed off and will come to a Board Workshop in 
September, the Committee also signed off the ERIC report. 
The Committee reviewed the Board Assurance Framework and a number of slight updates were 
made based on discussions at the Committee. 
Finally the Committee reviewed the draft F&P Annual Report making a few minor changes and it 
has come to Board as a separate paper. 

RECOMMENDATIONS  

This report therefore recommends that:- 
- the Board notes the  month three outturn for the Trust (only) of an -£395k deficit (£31k 

better than plan) and year to date deficit of £2,090k (£37k better than plan) 
- the Board notes the improvement in month of the CIP but the issues faced in terms of 

46% of it still being at maturity levels 1 and 2, and supports the Committee’s push to 
not only deliver the agreed £7 million plan but also to continue trying to deliver the £9 
million stretch target 

- the Board acknowledges the excellent work being undertaken with the ongoing 
delivery of the 4 hour target but also the recent issues experienced 

- the Board acknowledges the sign off of the ultrasound scanners business case 
- the Board diarises the mid-year review meeting to be held on 27th October (9-12 noon). 
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Subject: Finance & Performance Committee Assurance Report Ref: BoD 16/08/P-11 

CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
Committee / Group Date Chair 
Finance and Performance Committee 28 July 2016 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  

The Trust’s financial position for month 3 showed an overall good performance at 
£37k  favourable to plan (£-2.09m year to date) and EBITDA also favourable by 
£5k.  Clinical income was above plan year to date. Good performance noted in 
outpatients, which should start to support income with appointment backlog now 
caught up.  Increased activity could present a risk of challenge in relation to 
overtrading.  Deferred income relating to Research & Development is being 
reviewed to ensure appropriate and timely allocation.  S&T targets being met but 
funding not yet received and one significant debt to the Trust still outstanding, 
both of which are adversely impacting on cash and borrowings – more 
information presented in private (commercially sensitive).  Agency and Waiting 
List costs remain under tight control albeit a slight increase noted in month; the 
Medical Director plans to visit another trust that has reportedly eliminated all 
medical over payments to identify any learning from them.  
The CIP has improved month on month and overachieved in month 3 and 
variance reduced (see below).   
Capital is behind planned spend but with national approval of capital plans not 
yet received, caution is needed and the current position is sensible.  This will not 
impact on initial plans for the hot and cold site but will affect phasing of other 
work if/when the programme is approved.  
Improved reporting systems are being well utilised and have allowed greater 
scrutiny by CBU.  Key points from each include: 
• CBU1 – down against plan including c£150k under achievement on CIP.  

This will be redressed by a number of new schemes identified and over 
performance on existing CIPs.  Other factors are outpatients (primarily new to 
review ratio for Rheumatology, Cardiology and Respiratory) but traction being 
gained and expected to achieve year end.  Some pay impact too mainly in 
the Emergency Department and Dermatology.  Improvements for the latter 
will be dependent on response to vacancy currently out to advert, failing 
which alternate service model will be considered.  

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 

• CBU2 – overtrading in orthopaedics and critical care offsetting deficit in 
general surgery largely related to non-elective work.     

• CBU3 – children’s services performing broadly to plan.  Women’s services 
slightly behind following impact of industrial action, which fell on key 
operational days for this service.  Clinical support services on plan with good 
growth in assistive technology in particular, an update on which will be 
presented to the Board – and Governors – later in the year. 

• CBU4 (corporate) impacted by the vacancy factor held centrally and 
overspend in non-pay  

As last year, presentations from the CBUs will be scheduled for F&P and Board 
after month 6 – to show year to date and plans to year end. 
Members are reminded of the mid year review meeting to be held on 27th 
October (9-12 noon). 
Lead Officer: Director of Finance 

2.  

Cost 
Improvement 
Programme 
(CIP) 

£466k actual savings reporting in Month 3 against a planned saving of £378k 
This represents an over achievement of £89k in month and has resulted in a drop 
in the cumulative shortfall from £265k last month to £189k.  The overall 
programme forecast position has improved and is currently forecast at £6.9m due 
to a number of schemes being added to the Programme. This leaves the 
Programme with an overall shortfall of £8.9k from the central £7 million target.   
In terms of maturity, £3.96m (57%) of schemes are at full maturity, with £2.63m 
(46%) of schemes at maturity level 1-2.  Existing targets have been reviewed and 
a number of new schemes are being developed by the CBUs to address the gap 
to targets.  Of those in pipeline, 18 schemes (valued at £1.29m) have been 
identified as not being able to progress at present due to external and known 
factors. This is an improvement on last month when there was £1.66m 
categorised as unable to progress, however this is still a significant figure at risk 
in the Programme.  In addition, although the forecast is now close to the £7m 
target it is advised that further schemes to the value of £1m are identified to 
provide contingency for schemes that may under-achieve or fail to progress to 
full maturity as they are being developed.  An additional £1m is required to meet 
the internal stretch target. 
Lead officer: Director of Strategy & Business Development 

Board of 
Directors For assurance 
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Log 
Ref Agenda Item Issue and Lead Officer 

Receiving Body, 
i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate to 
receiving body 

4. 
Integrated 
Performance 
Report (IPR) 

Key activity issues include: 
• <4 hours emergency access: 95% target met in June and just under quarter 

(Q1) target overall, 94.5%.  Increased demands experienced in July (c10% 
up in last two weeks).  August expected to improve with change of rota in 
second week and GP on-site service due to commence later in the month. 

• Referral to Treatment (RTT): continues to achieve compliance against all 
specialties; other trusts are known to be struggling in some areas. 

• Cancer: failed Q1 in breast and 62 days pathways due to pressures in April 
and May.  Good improvements achieved in June but further work required on 
several pathways. 

• DNAs (did not attend): reduction sustained and focus now on slot utilisation 
for further improvements. 

• Stroke services: short and long term plans to ensure continued and safe 
services noted – see also Chair’s Log for Quality & Governance Committee 
(Q&G). 

Lead Officer: Director of Operations 

Board of 
Directors To note 

5. Workforce  

Sickness absence slightly increased but still good compared to national and 
regional comparators.  Fast track referrals improved (up to 21 compared to 7 in 
May), so action plan beginning to have an impact.   
Turnover rate 9.3%, also up from previous month but headcount increased too.  
Workforce review is underway to gain better overview of skills and support and 
alignment to service needs. 
Target for appraisals met. 
Updates to Inclement Weather Policy noted. 
Lead Officer: Assoc Director of HR&OD   

Board of 
Directors For assurance  

6. Business Cases 
New ultrasound scanners needed urgently to replace failing equipment and 
maintain effective diagnostic services, at cost of £200k. Bid recommended by the 
Executive Team and approved by F&P. 

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 

7. Estates  

a) Refreshed Strategy reviewed and approved.  Copies available for Board 
members on request; further information to be provided at September Board 
workshop. 

b) ERIC (Estates Return Information Collection) approved. Required primarily to 
evidence better data accuracy by improving the governance and assurance 
of the ERIC data. As required, the Director of Finance has reviewed and 
confirmed the financial ledger and ERIC reported costs are aligned and that 
estates and facilities costs are embedded into the Trust’s patient costing and 
service line reporting systems, which will be monitored by NHS Improvement. 

Lead Officer: Director of Estates & Facilities 

Board of 
Directors For assurance  

8. 
Board 
Assurance 
Framework 

The latest iteration was reviewed and latest changes accepted.  
A query referred from Q&G was reviewed regarding divergent ratings for finance 
(red for cash, green for sustainability).  F&P Committee confirmed that this was 
appropriate and agreed to expand rationale in the final iteration to be presented 
to Board.   
Lead Officer: Head of Clinical Governance & Quality 

Board of 
Directors For assurance 

9. Internal Audit 

Final 2015/16 Internal Audit reports received, with all recommendations accepted 
and action plans being progressed.  Concerns noted regarding management of 
Medical Staff Leave and, as reported in the Audit Committee Chair’s Log, will be 
subject to further scrutiny. 
Lead Officer: Director of Finance 

Board of 
Directors For assurance 

10. Reference Costs 

The Trust’s costing processes and systems supporting its Reference Costs have 
been reviewed and the Committee approved submission of the latest return in 
accordance with national guidance.   
The latest external audit on Reference Costs was also received, undertaken by 
PriceWaterhouse Coopers as part of NHS Improvement’s Assurance 
programme.  The report concluded that the Trust’s 2014/15 Reference Costs 
preparation was Materially Compliant: there are only two compliance ratings – 
Non-Compliant and Materially Compliant. 
Lead Officer: Director of Finance 

Board of 
Directors For assurance 

11. F&P Annual 
Report 

Members reviewed and finalised the draft F&P Annual Report 201-16.  This was 
approved for presentation to the Board – see separate report. 
Lead Officer: Committee Chair 

Board of 
Directors 

For approval  
(separate report) 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/08/11b 

SUBJECT: FINANCE AND PERFORMANCE COMMITTEE ANNUAL REPORT 

DATE: AUGUST 2016  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Francis Patton, Finance & Performance Chair 
SPONSORED BY: Francis Patton, Finance & Performance Committee Chair 
PRESENTED BY: Francis Patton, Finance & Performance Committee Chair 
STRATEGIC CONTEXT  
 
In accordance with the Terms of Reference for the Finance & Performance Committee, the 
Committee is required to produce an annual report for the Board of Directors setting out: 
 

a) The role and the main responsibilities of the committee 
b) Membership of the committee 
c) Number of meetings and attendance 
d) A description of the main activities during the year. 
e) A completed annual self-assessment and the identification of any development needs for 

the Committee 
 

EXECUTIVE SUMMARY  

The aim of this report is critically analyse and evaluate the performance of the Finance & 
Performance Committee (F&P) for 2015/16 in order to ensure that it has delivered good 
governance, that it has provided the appropriate assurance to the Board, that it has delivered 
against its terms of reference and in particular its purpose of:- 
a) providing detailed scrutiny of financial matters and operational performance in order to 

provide assurance and raise concerns (if appropriate) to the Board of Directors. 
b) making recommendations, as appropriate, on financial and performance matters to the 

Board of Directors. 
and to make recommendations on any changes for the year 2016/17. 
In conclusion the restructured committee is now delivering well against its key objectives.  
In terms of the six areas highlighted in the introduction the key conclusions are:- 
-  Last Year’s Recommendations – 9 out of 11 have been delivered with financial training to be 

delivered in the next 3 months. An external review would still be a good idea and 
benchmarking externally needs to continue and grow from where it is at present. 

-  Role and Responsibilities of the committee – the committee has performed its duties over 
the financial year as set out in its terms of reference. A number of recommendations have 
come forward which the committee will review and deliver as deemed appropriate. 

 
 

                             Pack pg no 118



2 
 

- Membership and Attendance – the membership of the committee is seen to be entirely 
appropriate but there needs to be more involvement/contribution and challenge from all 
members going forward. Attendance has been good by all but there needs to be a period of 
stability in terms of CBUs and GM attendance. 

-  Main Activities – the committee has focused on financial performance particularly profit and 
cash, A&E, Cancer, Outpatients, sickness levels, appraisals, mandatory training and the staff 
survey which have all seen marked improvements. More focus is needed on contractual 
performance against the wider range of contracts and the business case process is still in its 
early development with only a limited number of 6 month reviews undertaken and thus needs 
more time to review its effectiveness. Risk management through the BAF and the review of 
CCG relationships is now fully integrated. 

- The 5 sub groups are working well and providing clear and structured input into F&P. Next 
steps would be for Non Executive Directors (NEDs) to sit in on some of the sub group 
meetings as observers to gain further assurance. 

-  Effectiveness of F&P – this continues to improve on a year on year basis with the                
main areas to develop in 2016/17 being more input from the General Managers, more 
regular use of the annual work plan, timeliness and length of papers, quality of Executive 
Summaries, to be more forward looking, better reflection on decisions made at the end of 
the meeting 

-   Governors F&P Sub Group – there has been good attendance by NEDs and robust 
challenge of the NEDs by Governors.  
 

RECOMMENDATION(S)  
 
The attached report is in draft format for approval by the members of F&P. Any comments on 
the content are invited from members and attendees, prior to presentation to the Board. 
 
The key recommendations are that:- 
- External benchmarking of performance needs to be further developed. 
- The terms of reference need to be reviewed. 
- More focus is needed on contractual performance against the wider range of contracts using 

KPIs. 
- The business case process needs a formal review. 
- Involvement of and input from the General Managers needs to be encouraged. 
- The annual work plan needs to be reviewed more regularly. 
- Timeliness of and length of papers needs reviewing as does the quality of Executive 

Summaries 
- The committee needs to move from reviewing historical data only to being more forward 

looking as well. 
- Financial training must be delivered to the whole committee 
When complete, the Board will be asked to acknowledge the work of the Finance &Performance 
Committee and make any suggestions for changes in approach for 2016/17.  
The Committee is requested to review and endorse the attached draft for submission to 
the Board of Directors on completion. 

Subject: FINANCE & PERFORMANCE COMMITTEE ANNUAL 
REPORT Ref: F&P 16/07/16 
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1. STRATEGIC CONTEXT  
1.1 The Finance & Performance Committee (F&P) is one of three Board sub-Committees 

responsible for providing assurance to the Board of Directors on the standards of 
Financial and Operational performance within the Trust. The Committee is responsible 
for assisting the Board in identifying any potential or actual risks to Financial & 
Operational performance and ensuring that any risks identified are robustly addressed. 

1.2 Alongside the Quality and Governance Committee (Q&G) and the Audit Committee, 
the Finance & Performance Committee (F&P) is responsible for ensuring there are 
adequate and appropriate financial and operational governance structures, processes 
and controls in place throughout the Trust which ensures financial security and 
excellent operational performance. 

1.3 Work has been undertaken to strengthen governance arrangements, with 
improvements made throughout the Trust. In terms of Finance & Performance there 
are now five sub groups reporting in to the committee plus regular reports on Cleaning, 
Catering and ICT.  

1.4 The five operational groups directly reporting into Finance & Performance are the CIP 
Steering Group, the Capital Monitoring Group, the Workforce Group, the Estates and 
Facilities Group and the Trust Operations Group. (See Appendix 1). 

1.5 The Committee also receives pertinent assurance and escalation reports from the 
Executive Team meetings. 

 
2. INTRODUCTION  

2.1  The aim of this report is critically analyse and evaluate the performance of the 
Finance & Performance committee for 2015/16 in order to ensure that it has delivered 
good governance, that it has provided the appropriate assurance to the Board, that it 
has delivered against its terms of reference and in particular its purpose of:- 
a) providing detailed scrutiny of financial matters and operational performance in 

order to provide assurance and raise concerns (if appropriate) to the Board of 
Directors. 

b) making recommendations, as appropriate, on financial and performance matters 
to the Board of Directors. 

c) that it has provided Governors with assurance that the NEDs are holding the 
Executive team to account for delivery of the Trust strategic plan and in particular 
financial and operational performance and to make recommendations on any 
changes for the year 2016/17. It also needs to address whether the 
recommendations made in the 2014/15 report have been enacted and if not why 
not. 

 The Chair would like to also use this report to thank all members and attendees for 
their support in delivering the work of the Committee throughout the year. Their 
contributions have been instrumental in the development and effectiveness of the 
Committee’s progress.  

2.2 This report will summarise the key information required against last year’s 
recommendations and each of five elements namely:-  

 a) The role and the main responsibilities of the committee 
b) Membership of the committee 
c) Number of meetings and attendance 
d) A description of the main activities during the year. 
e) A completed annual self-assessment and the identification of any development 

needs for the Committee 
f)      Attendance at the Governors’ Finance & Performance sub group. 
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3. LAST YEAR’S RECOMMENDATIONS 

Last year’s annual report made 11 recommendations which are detailed below including 
what action has been taken:- 
a) That a clear set of objectives is agreed for the Committee   

– This was done and incorporated into the revised Terms of Reference. 
b)  That the Committee annual reviews are fed into the Terms of Reference review in 

order to ensure that it includes all feedback   
- This was done and incorporated into the revised Terms of Reference. 

c)  That there is an annual external review of the effectiveness of the Committee   
– this has not been progressed but the Committee is of the view that this is not 
necessary at this time.  Effectiveness is evident in the Committee’s performance as 
shown in this report. 

d)  That more external benchmarking is undertaken and included in data presented to 
the Committee   
– this is now occurring although could go further. 

e)  That the questionnaire for the annual review is reassessed and made more 
applicable for each committee   
– this has been done and incorporated into this year’s review. 

f)  That financial training is provided for all committee members   
– this has yet to take place but is planned for. 

g)  That the General Managers attend on a consistent basis   
– this has happened although changes in personnel and structure have not always 
helped.  

h)  That the agenda continues to be reviewed on an ongoing basis   
– this is ongoing between the Chair of the Committee, the Deputy Chair and the 
Chief Executive.  

i)  That the Chair summarises meetings and decisions taken more formally at the end of 
meetings   
– this now occurs, albeit at the end of each item rather than at close of meeting. 

j)  That SLR reporting is finalised and implemented within the organisation   
– this has taken longer than expected but is now in place and will form a fundamental 
part of CBU management in 2016/17. 

k)  That whilst Finances remain an issue for the Trust and Monitor (NHS Improvements / 
NHSI), we continue with monthly meetings   
– this has happened. 

 
4. THE ROLE AND MAIN RESPONSIBILITIES OF THE COMMITTEE 

4.1  The main purpose of the committee is to:- 
a) provide detailed scrutiny of financial matters and operational performance in 

order to provide assurance and raise concerns (if appropriate) to the Board of 
Directors 

b) make recommendations, as appropriate, on financial and performance matters 
to the Board of Directors. 
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4.2 This is broken down further into a number of key duties that can be seen in the 
Terms of Reference (ToR) (appendix 2) but these can be summarised under the 
headings of financial matters, performance management, contract negotiation and 
performance, risk management and internal control, business cases and human 
resources and organisational development. 
The agenda has been reviewed and is now based upon these headings and details 
of what the committee has covered in each area can be seen in 6 below. 

4.2   A full review of the Terms of Reference will take place at the September meeting of 
the committee but early thoughts would include the following:- 
-  the need to move from looking purely at historical data to a combination of 

historical data and forward looking projections 
-  a more planned CBU input including a start of year presentation and half year/full 

year review against plan 
-  more/better detail of performance versus KPIs in all key contracts 
-  a review of the approach to Business Case presentation and review (although this 

is still very early in its development) 
-  a sense check on how information from the committee is disseminated throughout 

the organisation 
-  to ensure that all papers are delivered in a timely fashion with clear executive 

summaries 
-  that meetings remain monthly 
- that the terms of reference for the sub groups are reviewed at the earliest 

opportunity 
-  that the sub groups listed on the terms of reference are reviewed and corrected 

 
5. MEMBERSHIP & ATTENDANCE 

5.1 In 2015/16 the membership of the Committee consisted of: 

• Non-Executive Director (Chair); 
• Non-Executive Director  ( x2 excluding Chair) 
• Chief Executive 
• Director of Finance (Deputy Chair) 
• Director of Strategy & Business Development 
• Director of Nursing & Quality 
• Director  of Operations   
• Medical Director 
• Associate Director of Human Resources  
• Director of ICT 
• Associate Director of Estates & Facilities 
• Director of Communications & Marketing 

In addition, and in compliance with the TOR for the Committee, additional Trust 
representatives are required to attend meetings of the Committee:  

• General Managers for each CBU 
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5.2 The terms of reference require all Committee members to attend all meetings, or in 
the event of a member’s absence, a nominated deputy is required to attend on their 
behalf.  With regard to attendees at the Committee, the terms of reference require 
attendees or their representatives to attend at least 10 meetings per year. (See 
appendix 3). 

5.3 In 2015/16 the Committee met 12 times. 
5.4 There has been good overall representation of members and attendees at the 12 

scheduled meetings of the Committee in 2015/16. In terms of General Managers 
there have been a number of changes and also some ongoing operational issues 
necessitating their attendance elsewhere which have impacted on their attendance.  

6. MAIN ACTIVITIES 
6.1 During 2015/16 the Committee has delivered its key responsibilities and duties as 

outlined with the agreed terms of reference. Meetings have been in held in 
accordance with the agreed schedule with two meetings (mid-year and year end) 
open to all Board members to scrutinise financial and operational performance. One 
area of improvement needed is to make more/better use of the annual forward plan 
(appendix 4), which has not always been subject to continuous review throughout the 
year by the Committee.  

6.2 All issues for escalation have been continuously reported upwards to the Board of 
Directors with relevant information being shared with the Quality & Governance 
Committee and Audit Committee, as and when required. Information is 
communicated and escalated via the Chair’s Logs with minutes from each meeting of 
the Committee being made available to the Board of Directors for information. 

6.3 Throughout the year the Committee continued to receive information and input from 
all CBUs through the GM’s and has continued to encourage all CBUs to raise any 
issues or concerns pertaining to finance and performance and for these matters to be 
escalated, when deemed necessary, directly to the Board of Directors via the Chair of 
the Committee. 

6.4 Through monthly review and scrutiny of the Trust’s Integrated Performance Report 
(IPR) the Committee has been able to provide the Board of Directors with the 
assurance that performance is being monitored on a monthly basis. Throughout the 
year the Committee has continuously scrutinised and challenged the accuracy and 
robustness of the information being reported, ensuring that financial and operational 
improvements are being made and organisational learning is being implemented. For 
areas identified as high risk by the Committee, single item reports have also been 
requested for the purpose of additional information and assurance. Examples of this 
being the presentations required from each of the CBUs in October 2015, to highlight 
the key financial and performance issues within their areas and plans to achieve year 
end targets.   

6.5 The assurance provided to the Board with regard to the risk management 
arrangements within the Trust is supported through the monthly review of the Trust’s 
Board Assurance Framework. The Committee has been instrumental in the continued 
development of the Board Assurance Framework resulting in an opinion of Significant 
Assurance being awarded by internal audit for 2015/16.  

6.6 In terms of the main areas reviewed over the year these are summarised here under 
the headings mentioned in section 4. 
-  Financial matters – the Committee reviewed the financial performance as a key 

part of its monthly meetings. Within this area the Committee highlighted to the 
Board a number of unplanned financial issues which meant that the budget had 
to be revised to a £16.2m deficit which was then delivered against. In terms of 
CIP’s there was continuous review of performance which led to the CIP target 
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being delivered for the third year running. The committee also monitored the 
drawdown of funding to ensure ongoing liquidity, the management of agency 
spend and the development of SLR to help BU’s better manage and control their 
areas. 

- Performance Management – Focus here was on A&E performance, cancer 
waiting, outpatients, sickness levels, appraisal levels and mandatory training. 
Key issues were raised to Board and all six areas delivered successful outcomes 
by year end or just after with A&E waiting times now back above 95%, outpatient 
appointments now sorted, cancer waiting times now back in line, sickness levels 
at an all-time low of 3.9%, appraisal rates above 90% and mandatory training at 
87.2%. The staff measures flowed through to the staff survey with a marked 
improvement in many areas of the survey. In addition the CBU’s each 
successfully presented their plans to deliver the overall Business Plan to both 
F&P and Board. 

- Contract Negotiation and Performance – the catering and cleaning contracts 
were closely monitored and are delivering against key KPI’s. The committee then 
continued with the review of all contracts within the Trust which has been 
ongoing for the last 18 months with most contracts now having proper SLA’s. 

- Risk Management and Internal Control – The main approach to this was the 
monthly review of the BAF which is now a core agenda item for the committee 
and is fully integrated into all discussions. In addition the committee regularly 
reviewed the Lorenzo implementation and risk register and had regular updates 
on the ongoing relationship with the CCG. 

-  Business Cases – the committee oversaw the introduction of the new approach 
to Business case assessment and sign off and has now started to receive the 
first six month reviews against the KPI’s set out within the business cases 
presented. 

- Human Resources and Organisational Development – the committee has 
overseen the redevelopment of the new workforce dashboard, monitored the 
improvement of sickness levels, appraisals and mandatory training and reviewed 
the workforce strategy and its implementation within the Trust. 

6.7 In addition to the above the Committee has reviewed and signed off the Business 
Plan, the R&D Strategy, the IT Strategy, the Workforce Strategy. the Estates Strategy 
and the Staff Engagement Strategy.   

 
7. COMPLIANCE WITH ANNUAL FORWARD PLAN 

7.1 A copy of the annual forward plan is attached at Appendix 4; this will be subject to 
annual review in line with the review and revision of the terms of reference for F&P. 

7.2 The forward plan in Appendix 4 is reflective of the programme for meetings of the 
Committee throughout 2015/16 (and rolling forward into 2016/17.  

7.3 The Committee’s detailed list of work delivered by the F&P is all included within 
F&P’s annual forward plan. The forward plan steers the agendas of all scheduled 
meetings. 

 
8. EFFECTIVENESS OF THE FIVE SUB-GROUPS 

8.1 F&P has continued to monitor the Trust’s financial and operational performance and 
supporting structures through the monthly information and data received from the five 
groups reporting into the Committee and the Executive Team. Each of the sub-
groups has presented an annual report to the Committee on the effectiveness of the 
delivery of their work during 2015/16 together with any recommendations for 
improvements to be made in 2016/17. These can be provided on request. The key 
points to take from each one are 
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8.2 Estates & Facilities  
The Trust has made progress across a number of areas and this will be continued in 
2016-17. Our progress can be evidenced through the results shown against the 
Sustainable Development Units Good Corporate Citizenship model where we have 
moved from an average overall score of 47% to 58%. The Trust has achieved our 
2015 10% emissions reduction target set by the NHS and is well placed to achieving 
the 2020 targets, providing we have the continued support of Trust senior leadership 
and appropriate resource and investment to deliver on the challenging targets. The 
committee has also received and signed off the estates strategy. 

8.3  Capital Monitoring Group  
A Capital Programme budget of £5.819m was set for 2015/16. The Programme’s 
actual expenditure ended at £6.453m. However, additional funding was provided 
totalling £468k from external or donated funds leaving a year end deficit of £166k 
(2.86% overspent). The programme consisted of a total of 55 projects excluding the 
Medical and Surgical spend programme. It was noted that the 2015/16 capital plan 
was delivered in spite of the work being phased with a significant value at the end of 
the year (aiding cash flow) and further funding becoming available at year end. The 
latter arose as a result of the Trust being declined the opportunity to transfer £1m 
capital funds to revenue. Therefore it was agreed at Executive Team (subsequently 
ratified at Finance and Performance), that the additional funding would be spent as 
capital in 2015/16, on the proviso that it was used only if there was a well-defined 
need (e.g. supports efficient and effective working). This included trying to bring 
2016/17 schemes forward (e.g. medical and surgical equipment). This was an 
exceptional effort by all of the delivery teams. 

8.4  Workforce Group   
The Group oversees the work carried out in Policy Review, Equality & Diversity and 
Trust Training subcommittees. All groups have been reporting on an exception basis 
through the Chairs logs and these are presented by the Senior HR Business Partner 
(with support from staff side), Equality & Diversity Manager and Head of Learning & 
Development, Any issues are escalated through the Group and noted on the 
Workforce Group Chairs log to F&P Committee. 

 The Group has reviewed and amended the Workforce Dashboard and exception 
reports, the Occupational Health and Wellbeing Dashboard, the Annual and 
Quarterly reports, the Workforce Strategy action plans and 18 new Policies and 
Procedures were dealt with. 

 The Group has also worked on Workforce action plans, Recruitment and Retention, 
Sickness Absence, Disciplinary and Grievance, Flexible Working, Student Services, 
Strategies in terms of Workforce, Library services & Equality & Diversity, the Staff 
survey, Investors in People, Listening into Action and the Trust Training and Deanery 
Action Plan. 

8.6  CIP Steering Group  
This group oversees delivery of the Trust CIP programme  and has ensured delivery 
of £6,927,239 versus a budget of £6,740,636 (an overachievement of £850,636). The 
main issues arising from this year’s CIP programme were the problem of back 
loading/late delivery and the amount that was non-recurring (38%). This needs to be 
addressed in 2016/17 and the importance of recurrent schemes being delivered early 
in the 2016/17 plan cannot be overemphasised. 

8.7  Trust Operations group 
Trust Operations Group has overseen the delivery of a number of operational 
improvements within the Trust in year. The forum has benefitted from strong 
representation from all operational teams, with key workstreams feeding progress at 
CBU Performance Reviews, Executive Team Meeting, CIP Steering Group and other 
key fora to provide assurance on the delivery of operational performance in line with 
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the Trusts over-arching strategy.  Whilst its effectiveness is evidenced through these 
various avenues, more direct reporting to F&P via Chair’s Logs for issues of 
escalation/assurance would be useful.  
Critical issues in year have included improvements around 4-hour Emergency 
Access, redesign of patients’ pathways across a number of core services; and 
improvements in collaborative and networking arrangements for services with 
partners (ambulance, cancer services etc).  

 
9. EFFECTIVENESS OF THE FINANCE AND PERFORMANCE COMMITTEE  

9.1 As required in its TOR, the Committee has recently undertaken a self-assessment 
of its effectiveness as perceived by its Members and attendees (Appendix 5).  The 
feedback is of a positive nature and demonstrates improvements on the feedback 
obtained from the self-assessment in the previous year. Overall the meetings are 
now running well with a clear agenda, more focus on learning from mistakes, a 
desire to look forward rather than spending time looking backwards at historical 
data and good constructive challenge being given by all committee members. 
There are however, a number of areas in need of improvement that have been 
identified, including:  

• More input from the General Managers 
• More regular use of the annual work plan. 
• Timeliness and length of papers 
• Quality of Executive Summaries. 
• More forward looking. 

 
10. GOVERNORS FINANCE & PERFORMANCE SUB GROUP 

10.1 There have been six meetings this year and attendance by NEDs can be seen in 
appendix 6.  

10.2 Governors have used these meetings to hold the non-executives to account in 
terms of ensuring that the Executive are delivering on the Trust’s Strategic Plan and 
in particular the Financial and Operational elements of that plan. Governors have 
pushed strongly on how NEDs are receiving assurance around the overall financial 
performance, A&E targets, Cancer targets and the issue the Trust had around 
Outpatient appointments. Questioning has been hard and to the point ensuring that 
NEDs have delivered in their roles. 

 
11. CONCLUSION and RECOMMENDATIONS 

11.1 In conclusion the restructured committee is now delivering well against its key 
objectives.  

11.2  In terms of the six areas highlighted in the introduction the key conclusions are:- 
- Last Year’s Recommendations – 9 out of 11 have been delivered with financial 

training to be delivered in the next 3 months. - Role and Responsibilities of 
the committee – the committee has performed its duties over the financial year 
as set out in its terms of reference. A number of recommendations have come 
forward which the committee will review and deliver as deemed appropriate. 

-  Membership and Attendance – the membership of the committee is seen to be 
entirely appropriate but there needs to be more involvement/contribution and 
challenge from all members going forward. Attendance has been good by all but 
there needs to be a period of stability in terms of CBU’s and GM attendance. 

-  Main Activities – the committee has focused on financial performance particularly 
profit and cash, A&E, Cancer, Outpatients, sickness levels, appraisals, 
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mandatory training and the staff survey which have all seen marked 
improvements. More focus is needed on contractual performance against the 
wider range of contracts and the business case process is still in its early 
development with only a limited number of 6 month reviews undertaken and thus 
needs more time to review its effectiveness.. Risk management through the BAF 
and the review of CCG relationships is now fully integrated. 

-  The five sub groups are working well and providing clear and structured input into 
F&P. Next steps would be for NED’s to sit in on some of the sub group meetings 
as observers to gain further assurance. 

-  Effectiveness of F&P – this continues to improve on a year on year basis with the                
main areas to develop in 2016/17 being more input from the General Managers, 
more regular use of the annual work plan, timeliness and length of papers, 
quality of Executive Summaries, to be more forward looking , better reflection on 
decisions made at the end of the meeting 

- Governors F&P Sub Group – there has been good attendance by NED’s and 
robust challenge of the NED’s by Governors. 

10.2   Recommendations for 2016/17 are as follows:- 
-  External benchmarking of performance needs to be further developed. 
- The terms of reference need to be reviewed. 
-  More focus is needed on contractual performance against the wider range of 

contracts using KPIs. 
-  The business case process needs a formal review. 
-  Involvement of and input from the General Managers needs to be encouraged. 
-  The annual work plan needs to be reviewed more regularly. 
- Timeliness of and length of papers needs reviewing as does the quality of 

Executive Summaries 
- The committee needs to move from reviewing historical data only to being more 

forward looking as well. 
- Financial training must be delivered to the whole committee 

10.3   The Board of Directors is asked to endorse this report outlining the work undertaken 
by the Finance and Performance Committee and the progress it has made during 
2015/16. The Board is also asked to note the proposals for further development of 
the Finance and Performance Committee in the forthcoming year. 

  

 

Appendices: 
 

• Appendix 1:  Reporting group structure 
• Appendix 2: Terms of Reference (current) 
• Appendix 3: Committee attendance 
• Appendix 4:  Annual Plan (2016/17) 
• Appendix 5:  Self-assessment response 
• Appendix 6:   NED and Exec Team attendance at Governors F&P Sub Group 
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APPENDIX 1 
Finance & Performance Reporting Structure (Revised September 2015) 
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TERMS OF REFERENCE 
FINANCE AND PERFORMANCE COMMITTEE 

1. CONSTITUTION

The Board of Directors approved the establishment of the Finance and Performance
Committee (known as “the Committee” in these terms of reference) for the purpose of:
a) providing detailed scrutiny of financial matters and operational performance in order

to provide assurance and raise concerns (if appropriate) to the Board of Directors.
b) making recommendations, as appropriate, on financial and performance matters to

the Board of Directors.
The Committee is accountable to the Board of Directors and any changes to these 
terms of reference must be approved by the Board of Directors 

2. DUTIES

In particular the Committee will provide assurance, raise concerns (if appropriate) and
make recommendations to the Board of Directors in respect of the Committee’s role in:
Financial matters

a) undertaking detailed scrutiny of monthly, quarterly and year to date financial
information, including performance against the cost improvement programme;

b) undertaking detailed scrutiny of the financial forward projections;
c) considering proposal for financial plans and estimates;
d) considering the annual budget for the Trust
e) approving business cases
Performance management 

f) receiving assurance from the CBU Management Team in respect of Clinical
Business Units (CBU) performance against:

• annual budgets, capital plans and the cost improvement programme,
• quality, innovation, productivity and prevention plans,
• commissioning for quality and innovation plans (CQUIN),
• clinical activity and key performance indicators,
• corporate governance activities and responsibilities;

Contract negotiation and performance 

g) noting the position of contracts and raising any concerns;
h) receiving assurance from the Executive Directors in respect of the organisation:

Appendix 2
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• meeting the contractual requirements and expectations of commissioners; 
• meeting the legislative / regulatory requirements of regulators and other bodies; 
• contracts including those over 50k 

Risk management and internal control 

i) receiving reports and assurance from the Executive Directors in respect of risks, 
considering the recommendations as appropriate from the Executive Directors as to 
those risks which are strategically significant and need to be included in the Board’s 
Assurance Framework,  
• overseeing the Executive Directors’ role in ensuring CBU Action Plans to 

mitigate risks and gaps in controls and assurance are implemented, 
• liaise with the Quality & Governance Committee to consider the impact of these 

risks identified by Finance & Performance against all the risks facing the 
organisation; 

j) work with the Audit Committee and the Quality & Governance Committee advising 
on the non-clinical aspects of the Risk Management Group 

k) liaising with the Risk Management Group to ensure compliance with the 
organisation’s risk management systems and processes and to identify those risks 
(and risk mitigation action plans) which need to be brought to the attention of the 
Board of Directors; 

Business cases 

l) considering the recommendations of the Executive Directors when considering 
business cases in respect of sign off as per the Trust’s Scheme of Delegation 
which may from time to time be reviewed.:  
• major service and strategic developments from the Executive Directors 
• new consultant or senior clinical posts submitted by the appropriate Executive 

Director. 

 Contracts delivering against controlled level of service above specified level 
Human Resources and Organisational Development 

m) consider, advise and make appropriate recommendations to the Board of Directors 
on all aspects of HR Strategy, including policy: 

•  monitor the organisation staff profile and trends, including sickness absence and 
appraisal completion 

•  monitor progress against HR Plans in relation to recruitment, leadership and 
professional development, performance management and employment policies 
and procedures. 

3. MEMBERSHIP 

 a) The Committee will include the following members: 
a. Non Executive Director (Chair); 
b. Non Executive Director  ( x2 excluding Chair) 
c. Chief Executive 

 
                             Pack pg no 130



 

11b(ii) ToR Finance Perf ‐ AGREED 09 2015  3 

d. Director of Finance (Deputy Chair) 
e. Director of Strategy & Business Development 
f. Director of Nursing & Quality 
g. Director  of Operations   
h. Medical Director 
i. Associate Director of Human ResourcesDirector of ICT 
j. Associate Director of Estates & Facilities 
k. Director of Communications & Marketing 

b) All Non Executive Directors and Executive Team members listed above have voting 
rights.  All of the above will nominate a Deputy to attend on their behalf fully briefed.  
The Deputy attending in such circumstances will not have the right to vote nor be 
counted in the quorum. 

c) The Chair of the Committee is the Non Executive Director appointed by the Chair of 
Barnsley Hospital NHS Foundation Trust. If the Chair is not present, then the 
Deputy Chair shall chair the meeting.  In the absence of both the Chair and Deputy 
Chair, and provided the meeting is quorate, the Chair of the meeting shall be 
appointed from the membership present.  

4. ATTENDANCE 

 a) CBU representation through General Manager or Clinical Director, with relevant 
CBU finance officer as required. 

b) Other members may also nominate a deputy. Such deputies will be in attendance 
and will not have voting rights. 

c) The Chair of the Committee may also extend invitations to other persons with 
relevant skills, experience or expertise as necessary to deal with the business on 
the agenda. Such personnel will be in attendance and will have no voting rights. 

5. RESPONSIBILITY OF MEMBERS 

 Members of the Committee have a responsibility to: 
a) attend at least10 out of 12 meetings, having read all papers beforehand; 
b) act as ‘champions’, disseminating information and good practice as appropriate; 
c) identify agenda items, for consideration by the Chair, to the Lead Director / 

Secretary at least 10 working days1 before the meeting; 
d) prepare and submit papers for a meeting, at least 5 working days before the 

meeting; 
e) if unable to attend, send their apologies to the Chair and Secretary prior to the 

meeting and identify their deputy where applicable. 
f) when matters are discussed in confidence at the meeting, to maintain such 

confidences; 

                                                            
1 Working days counted shall exclude the day of the meeting. 
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g) declare any conflicts of interest / potential conflicts of interest in accordance with the 
Barnsley Hospital  NHS Foundation Trust’s policies and procedures; 

h) at the start of the meeting, declare any conflicts of interest / potential conflicts of 
interest with the Barnsley Hospital  NHS Foundation Trust’s policies and 
procedures. 

6. QUORUM 

 a) A quorum will normally be four members. Of these members, there should be: 
• at least one Non-Executive Director; and 
• at least one Executive Director. 

b) When considering if the meeting is quorate, only those individuals who are members 
can be counted.  Deputies and attendees cannot be considered as contributing to 
the quorum. 

7. FREQUENCY 

 a) Meetings will normally take place monthly, allowing for this Committee to report to 
the Board of Directors. 

b) The business of each meeting will be transacted within a maximum of three hours. 

8. AUTHORITY 

 The Committee is authorised by the Board of Directors: 
a)  to investigate any activity within its terms of reference and produce an annual work 

program or forward plan; 
b)  to approve or ratify (as appropriate) those policies and procedures for which it has 

responsibility; 
c)  to promote a learning organisation and culture, which is open and transparent; 
d)  to establish and approve the terms of reference of such, groups or task and finish 

groups as it believes are necessary to fulfil its terms of reference; 
e) to approve business cases and financial commitments within limits agreed by the 

Board of Directors.  

9.  DECISION MAKING 

 a) Wherever possible members of the Committee will seek to make decisions and 
recommendations based on consensus.  

b) Where this is not possible then the Chair of the meeting will ask for members to 
vote using a show of hands, provided that nothing in the way of business is 
conducted is prohibited by the standing orders of the Barnsley Hospital NHS 
Foundation Trust. 

c) In the event of a formal vote the Chair will clarify what members are being asked to 
vote on – the ‘motion’. Subject to meeting being quorate a simple majority of 
members present will prevail. In the event of a tied vote, the Chair of the meeting 
will have a second and deciding vote. 

d) Only the members of the Committee present at the meeting will be eligible to vote. 
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Members not present, deputies and attendees will not be permitted to vote nor will 
proxy voting be permitted. The outcome of the vote, including the details of those 
members who voted in favour or against the motion and those who abstained, shall 
be recorded in the minutes of the meeting. 

10. REPORTING 

 The Committee will have the following reporting responsibilities: 
a) to ensure that the minutes of its meetings are formally recorded and provided to the 

Board of Directors.  
b) to present the Chair’s Log to the  Board of Directors at the Board’s meetings 

regularly.  The Log shall be prepared by the Chair of the Committee, outlining the 
key issues discussed at the meeting and those issues that need to be brought to 
the attention of the Board of Directors.  Cover sheets are to be completed for the 
chairs log and action log outlining assurance escalation; 

c) to produce those assurance and performance management reports listed in the 
Committee’s annual work programme which has been agreed with, and are 
required by, the Board of Directors; 

d) any items of specific concern, or which require the Board of Directors’ approval, will 
be subject to a separate report to accompany the Chair’s Log; 

e)  to produce an annual report for the Board of Directors setting out: 
i.  the role and the main responsibilities of the committee 
ii.  membership of the committee 
iii. number of meetings and attendance 
iv. a description of the main activities during the year 
v.  a completed annual self-assessment (using the format adopted by the Audit 

Committee) and the identification of any development needs for the Committee 

11 REPORTING GROUPS 

 a) The groups identified below will be required to submit the following information to 
the Committee: 
•  their terms or reference for formal approval and review; 
•  the minutes of their meetings, together with Chair’s Key Issues Log (Chair’s 

Log) prepared by the Chair of that group, outlining the key issues discussed at 
the meeting and those issues that need to be brought to the attention of this 
Committee; 

•  to produce those assurance and performance management reports listed in the 
individual group’s annual work programmes which have been agreed with, and 
are required by, this Committee; 

• an annual report setting out the progress they have made and future 
development; and 

• any report or briefing requested by this Committee.  
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b) The groups are: 
• the Executive Team (re relevant issues) 
• the CIP Steering Group 
• the Capital Operations Group 
• the Workforce Group  
• any Task and Finish Group set up by the Committee to assist them in carrying 

out their duties 

12. ADMINISTRATIVE ARRANGEMENTS 

 a) The Lead Director - the Director of Finance - is a member of the Committee and 
has corporate responsibility for: 

i liaising with the Chair on all aspects of the work of the Committee, including 
providing advice; 

ii ensuring the Committee acts in accordance with the Trust’s standing orders 
and the scheme of reservation and delegation; 

iii identifying an officer to undertake the role of Secretary; 
iv overseeing the delivery of the Secretary’s duties. 
v minutes are to be written, produced and circulated in 7 working days to 

members with 3 working days for changes. 
b) The Secretary of the Committee will be responsible for: 

i attending the meeting; 
ii ensuring correct and formal minutes are taken in the format prescribed in the 

Governance Strategy and, once agreed by the Chair, distributing minutes to 
the members. 

iii distribution of approved minutes to the Board of Directors 
iv keeping a record of matters arising and issues to be carried forward via an 

action log; 
v producing an action log following each meeting and ensuring any 

outstanding action is carried forward on the action list until complete; 
vi producing a schedule of meetings to be agreed for each calendar year and 

making the necessary arrangements for confirming these dates and booking 
appropriate rooms and facilities; 

vii providing appropriate support to the Chair, Lead Director and Committee 
members; 

viii providing notice of each meeting and requesting agenda items no later than 
10 working days before a meeting;  

ix agreeing the agenda with the Chair and Lead Director prior to sending the 
agenda and papers to members no later than 4 working days before the 
meeting; 

x ensuring the Annual Work Programme is up to date and distributed at each 
meeting; 
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xi ensuring the papers of the Committee are filed in accordance with Barnsley 
Hospital NHS Foundation Trust’s policies and procedures. 

13. REVIEW 

 Terms of Reference will normally be reviewed annually, with recommendations on 
changes submitted to the Board of Directors for approval. 

 
 
Date Approved: August 2014 (o/s) 
Version Number: v3 
Next Review August 2015 September 2016 
To be reviewed by: Finance & Performance Committee 
To be approved by: Board of Directors 
Executive Responsibility: Director of Finance & Information 
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APPENDIX 3 

Name 
Total No of 
meetings 
eligible 

Total No 
attended Note 

Non Executive team 

 Linda Christon 9 7 

 Suzy Brain England OBE 1 0 mid year review 

Nick Mapstone 12 9 

 Ros Moore 3 3 

 Francis Patton 12 10 

 Stephen Wragg 1 1 

 Executive Team 

 Jason Bradley 6 5 

 Lorraine Christopher 12 9 

 Dave Curtis 1 0 

 Stuart Diggles 5 5 

 José Fernandez 12 11 

 Vince Garvey 2 2 

 Dr Richard Jenkins 12 8 

 Karen Kelly 12 8 

 Bob Kirton 12 11 

 Pat McLaren 6 5 

 Heather McNair 12 9 

 Emma Parkes 8 6 

 Diane Wake 12 9 

 Michael Wright 12 10 

 Other Attendees 

 Nicola Beaumont 12 10 

 Ben Brewis 12 7 Q with changed role 

Julie Clark 12 6 

 Jayne Clayton 3 2 CBU representation 

Josie Foster 1 1 CBU representation 

Carol Cunliffe 1 1 Business case 

Linda Cunliffe 12 9 
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Name 
Total No of 
meetings 
eligible 

Total No 
attended Note 

Shaun Garside 12 9 

 Beverley McGeorge 1 1 CBU representation 

Annette Davis-Green 1 1 By invitation 

Karl Hickman 1 1 HR representation 

Tracey Monteith 2 2 

 Steve Picken 1 1 By invitation 

Nicola Stanley 1 1 By invitation 

Mike Smith 1 1 By invitation 

Katherine Sowden 1 1 By invitation 

Claire Stockwell 1 1 By invitation 

Chris Thickett 3 3 

 Duncan White 1 1 By invitation 
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APPENDIX 4 

Forward Plan for Finance & Performance Committee – 2016/17 

 2016 2017 

 Jan Feb Mar April May June July Aug Sept Oct * Nov Dec Jan Feb Mar 

MINUTES OF PREVIOUS MEETING                
CHAIRS LOG                
ACTION LOG                
ITEMS FOR SPECIAL MONITORING  
(items will change depending on priorities)  

Finance report – Trust                
Finance report – BHSS                
Finance report – Charity                
Finance report – Consolidated                 
Service Line Reporting                
Year end forecast                
GENERAL ITEMS  
Corporate performance                
CIPs – monthly report PLUS Chair’s Log  
(the latter if available)                

BAF                
Capital Plan                
IT                
Workforce dashboard                
Workforce – exit interviews                
Engagement with CCG                
LiA (E Parkes)   
(LIA 15/16 YE review & 16/17 Staff strategy – 
due Feb) 

               

IIP (per JF email June)                
Business Plan: strategic objectives (q’ly)                
                
SUBGROUP CHAIRS LOG   
Workforce Group                
Capital Operations Group                
Estates & Procurement                 
Corporate Operations Group                
Executive Team                
  
BUSINESS CASE EVALUATION ** 
& PROGRESS (6 months after approval)  

Business Case Tracker (BK)                
‘- urology: services and Laser (KW email 21/4)                
‘- Intelligent Drug Cabinets (KW email  21/4)                 
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 2016 2017 

 Jan Feb Mar April May June July Aug Sept Oct * Nov Dec Jan Feb Mar 

‘- Cardiology Projects (KW email 20/7)                
Medical Records tracking                
ORMIS Theatres (for approval) – TD                
Vital Signs (for approval) - TD                
Lorenzo e-prescribing (for approval) – TD                
  
ADDITIONAL REPORTS  
Strategy Delivery for 2015/16 (BK)                 
Business Plan 2016/17                
Business Plan 2017/18                
Benefits Realisation – ad hoc                
R&D Strategy/business plan (RJ)  
next report due 1 month after CD in post  
Phase 2 plan due 6- 12 months (De 16/Jun 17) 

 ? ? ?   
(phase 1)       

(phase 2)    

SLA recommendations (MW)   
(June 2015 – agree six monthly update)                

Monitor annual plan (BK)                
Workforce Strategy (JF)  (YE review and refresh)                
Winter plan (KK)                
Estates Strategy (LCh)                
ICT Strategy (TD)                
Reference costs – annually (MW)                
Ad hoc report – apprenticeship (changes) - JF                
Staff survey – action plan (JF)                
  
ANNUAL REPORTS  
Annual report of F&P (for Audit Committee) (FP)                
Sustainability (LCh)                
Financial implications of  
industrial tribunals & suspensions (RJ/MW)                

Equality & Diversity (JF)                
ERIC (LCh)                
  

ITEMS FOR INFORMATION                
Internal Audit Reports (AK MW)                
                
BHSS – bi-monthly (sep meeting)  
Chair’s Log                
Risk Register                
Finance report                 
BHSS items                 
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Notes: 
*   October meeting = Mid year review (open invitation to full Board/ET)  
**Business cases to be added when received and then brought back for review 
 
 
 

Agreed Dec 2015 
Updated monthly 
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APPENDIX 5        
 

FINANCE & PERFORMANCE EFFECTIVENESS: SELF-ASSESSMENT CHECKLIST  (2016)                   
 

 
 

FINANCE & PERFORMANCE (F&P) Effectiveness 
 

This checklist is designed to assess the Committee’s effectiveness by taking the views of members and attendees across a 
number of themes. It is suggested that everyone completes the checklist and the Chair review the results and use their 
judgement to recommend any further actions required.  
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Comments/ 
actions 

Theme 1 – Committee Focus       
I am clear about the objectives the 
Committee has set itself each year.      

Not been on it too long so 
hope to have this in place 
this year 

I understand how the Committee wants 
to operate in terms of the level of 
information it would like to receive for 
each of the items on its annual work 
plan. 

     
Information required is clear 
and articulated at each 
meeting 

I have a full understanding of the Terms 
of Reference of the Committee. 


      

Theme 2 – Committee Team 
Working       

The committee membership has the 
right balance of experience, knowledge 
and skills to fulfill the role described in 
its Terms of Reference. 

 
    It does but I would like to see 

more input from our GMs 

The committee has structured its 
agenda to cover, performance targets, 
financial control and key strategic areas 
of focus. 


     

However there needs to be 
more involvement of the 
GMs – especially around the 
financial and activity aspects 
--------- 
Good to have specific issues 
raised and discussions held  
 

The work-plan is revisited at the end of 
every meeting to ensure it is accurate 
and up to date. 

 
    

There is a useful summing 
up at the end of each 
meeting but I’m not sure the 
workplan is revisted every 
time 
---------     
We have adequate overview 
of the work plan but don’t 
specifically revisit at the end 
of every meeting 

I am clear with regards to the agenda 
items I am expected and required to 
contribute to. 


      

I am clear with regards to the 
requirements for my attendance 
at the Committee. 


      

Non-attendance by members/ 
regular attendees  is addressed 
by the Chair of the Committee. 

     

Not seen evidence 
personally so unable to 
answer 
---------     
Not applicable but sure it 
would be 
---------     
One = no response 

Cont/…        
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Comments/ 
actions 

It is clear to me why I am a member/ 
attendee of this committee and what 
information I am required to provide 
to the committee. 


      

I feel sufficiently comfortable within 
the Committee environment to be 
able to express my views, doubts 
and opinions.  


     It does but I would like to see 

more input from our GMs 

Members/attendees are held to 
account for late or missing 
information. 
 
 

     

Professional manner at all 
times is held during the 
meeting to support and 
understand issues with 
misisng information 
---------     
There is a problem with the 
timeliness of papers that 
restricts the effectiveness of 
the committee 

When a decision has been made or 
action agreed I feel confident that it 
will be implemented as agreed and in 
line with the timescale set down. 

     

Concerned about how 
effectively things are actually 
delivered. Actions are 
reported as completed when 
only half a job has been 
done. We are sometimes 
assured that things have 
been done when it is 
subsequently found that they 
haven’t been. For example, 
text reminders to outpatients. 

Theme 3 – Committee Effectiveness 

The quality of Committee papers 
received allows me to perform my role 
effectively. 


     

I think there are too many 
pages – this is a Trust wide 
issue for Committee 
meetings. A limit should be 
placed or usage of links for 
members to review 
Executive summaries are still 
sometimes poor. 
---------     
Finance papers are excellent 
---------     
Executive summaries are still 
sometimes poor. 
 

Members/attendees provide real and 
genuine discussion and challenge 
which is of benefit to the effectiveness 
of the Committee. 

 
    More input needed from 

GMs 

Debate  is allowed to flow  and 
conclusions reached without being  
cut short or stifled due to time  
constraints etc. 


     

Very well chaired 
 
Good management of time 
 
See previous comments 
about GMs (ie more input). 
Executives often answer all 
questions 
 
Francis is a skilled but 
challenging chair   (1) 

Each agenda item is 'closed off' 
appropriately so that I am clear what 
the conclusion is; who is doing what, 
when and how etc, and how it is being 
monitored. 


 


    

As (1) above 
---------     
Clarity is always given 
following discussion and any 
actions/escalation (2)¤ 
 
 

Cont/…        
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Comments/ 
actions 

At the end of each meeting  we 
discuss the  outcomes  and reflect 
back on decisions made and what 
worked well, not so well etc. 

  
   

As (2) above 
---------     
Not sure this reflection 
happens every time 
---------     
There is a summary of the 
Chairs log – however in not 
sure there is a discussion as 
such 
---------     
Sometimes 

The Committee provides a written 
summary report of key points from its 
meetings to the Board of Directors. 


      

There is a formal  appraisal of the 
Committee’s effectiveness each year 
which  is evidence based 
and takes into  account my views 
and wider views. 


 


     

The Committee actively challenges 
information providers during the year to 
gain a clear understanding of progress 
and achievement. 

     
Still an absence of forecasts 
and forward looking 
indicators. Data is 
sometimes out-of-date. 

Theme 4 – Leadership       
The Committee’s Chair has a positive 
impact on the performance of the 
Committee. 


      

Committee meetings are chaired 
effectively and with clarity of purpose 
and outcome. 


     

Members are always given 
time to air views and partake 
in discussion 

The Chair allows debate to flow 
freely and does not assert his/her 
views too strongly. 


     

He does quite rightly pick up 
points that we may have 
missed 

 
 

 

 

 

 

 

 

  

F&P Self-assessment form:  
June 2016 
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Appendix 6 

 

 

GOVERNORS’ F&P SUB-COMMITTEE – 2015/16:  
NON EXECUTIVE & EXECUTIVE TEAM ATTENDANCE 

 

 

Total meetings held in year = 6 
(nb: November 2016 meeting split over two dates) 

 

Name No of meetings  
Suzy Brain England 1 
Lorraine Christopher 1 
Stuart Diggles 1 
José Fernandez 1 
Richard Jenkins 1 
Bob Kirton 1 
Nicholas Mapstone 4 
Francis Patton 5 
Stephen Wragg 4 
Michael Wright 1 
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BoD Aug 2016 – IPR (June) 

EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE BOARD OF 
BARNSLEY HOSPITAL NHSFT REF: BoD 16/08/P-12 
 
SUBJECT:   INTEGRATED PERFORMANCE REPORT 
DATE:          AUGUST 2016  

PURPOSE:  

 Tick as 
applicable   Tick as 

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

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

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

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

 
The Board of Directors is asked to receive and consider the contents of the report. 
 
 

 
                             Pack pg no 145



HSMR - updated with Dr Foster figures

Created by: Healthcare Information and Insight Service

Title of report: Integrated Performance Report

Executive Lead: Karen Kelly

June 2016

Integrated Performance 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 June the Trust received 20 new complaints bringing the year to date total to 65, with a primary focus on clinical care and treatment.     The complaints were risk assessed as follows:  low 

risk (5), moderate risk (14) and high risk (1).    The majority of complaints were allocated to CBU 1 (13), with CBU 2 having (3), CBU 3 having (3) and Corporate services having (1) new complaints.      

The percentage of complaints closed within target increased to 74% which is a further improvement on the previous month.   Five complaints were re-opened.     CBU 1 continues to have the 

highest number of open complaints and staffing changes within CBU 1 have had an impact on investigation timeframes.    To mitigate this additional resource has been allocated to CBU 1 to 

improve performance and this is being supported by close performance management by the CBU management team.   

With effect from 1 July 2016 changes have been made to the complaints process with an emphasis on CBU Investigating Officers (IO) taking responsibility for contacting complainants and 

agreeing their areas of concern and how these will be managed.  This change in process will allow IOs to build a relationship with the complainant and gain a greater understanding of their 

concerns

Complaints

This is the third consecutive month we have seen a significantly reduced number of total falls incidents reported across the organisation. The number of incidents reported were 66 in total, this is 

the lowest number reported in the past twelve months. In the main this can be attributed to significant falls incidents reported in AMU and wards 19 and 20. This would support an assumption 

that the falls strategies being adopted across the organisation are beginning to deliver a sustained reduction in falls incidents and that we need to maintain our current falls work plan.

In addition we can report in June there were no moderate or above harm from falls. This is another significant improvement in the month and is worthy of particular note.     

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
Grade 3 pressure ulcers 

There were two avoidable grade 3 pressure ulcers in June 2016. 

In both incidents, the Waterlow risk assessment score had been  inaccurately assessed, so the patients were not identified as being at high risk of pressure damage. Some preventative measures 

were utilised, but were not sufficient to prevent pressure damage. 

A patient on ward 17 had vulnerable skin due to heavy, oedematous legs, but heel elevation was not high enough to keep the heels offloaded from the bed / footstool. The patient developed 

deep tissue damage to both heels. 

A patient on ward 19 had no documented evidence of any pressure relieving equipment, until after pressure damage was identified. Poor daily skin assessments were also evident.                               

Action: The recurrent inaccurate calculation of Waterlow risk assessment and subsequent lack of preventative measures has prompted a review of the BHNFT pressure ulcer risk assessment 

process.  A fact finding exercise on alternative risk assessment tools / pathways has been completed. A Task and Finish group of senior nursing staff has been set up to develop a new risk 

assessment tool and pathway, based on the traffic light model, which has been instrumental in the reduction of hospital acquired pressure ulcers, at Doncaster and Bassetlaw Hospitals NHS 

Foundation Trust.  

Grade 2 pressure ulcers

There were five avoidable grade 2 pressure ulcers in June 2016 –  two of which were caused by devices. A patient on ITU developed a grade 2 pressure ulcer to the clavicle from an Aspen collar, 

and a patient on ward 23 developed grade 2 pressure damage to the shoulder from lying on a nurse call buzzer. 

Action: There have been a number of pressure ulcers in recent months caused by medical devices / devices. It has been communicated to staff via the Patient Safety Bulletin the importance of 

not only checking beneath devices (where possible) but also of documenting any changes to skin integrity, and also that staff must check, when repositioning patients, that the nurse call buzzer is 

not trapped beneath the patient. The nurse call buzzers get very hot, increasing the risk of skin damage, and this has been reported to Estates. 

Two of the three avoidable grade 2 pressure ulcers developed to the patients sacrum (AMU / ward 19) and one to a patients spine (ward 18).  Poor documentation of skin integrity assessments 

and preventative measures  was evident in all these incidents.

Action: The Task and Finish group will also be reviewing the current pathway, with a focus on ensuring preventative meaures are instigated and documented if the patient is deemed at risk. There 

will be a focus in the pathway on expectations around skin assessment. 
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Executive Summary by Exception

Key Messages

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

Safety

Mortality

DNA Rates

A&E 4 Hour Wait

There have been 7 SIs in total reported in June 2016 only 2 occuared in June 16

 

• 2016/17629 – missed pulmonary embolism in orthopaedic outpatients; incident occurred in January 2014 (DTX 28895)

• 2016/12027 – avoidable grade 3 pressure ulcer on ward 17; this incident occurred in June 2016 (DTX 28197)

• 2016/16441 – inpatient fall resulting in an intracranial bleed and a fractured wrist on AMU; this incident occurred in May 2016 (DTX  28128)

• 2016/16335 – Retinal screening delays due to delayed referrals from GP practices; this incident occurred in October 2015 (DTX 28558).  This SI is shared with NHS England public 

health

• 2016/15596 – avoidable grade 3 pressure ulcer on ward 31; this incident occurred in May 2016 (DTX 27858)

• 2016/15641 – avoidable grade 3 pressure ulcer on ward 19; this incident occurred in June 2016 (DTX 28199)

• 2016/15337– avoidable grade 3 pressure ulcer on ward 18; this incident occurred in May2016 (DTX 27536)

June 95.5% achieved maintain performance against the agreed trajectory and achievement of the national standard.

Activity continues to be high with a 10% variance against contracted levels.

Serious Incidents

HSMR – We are currently transitioning over to the use of Dr Foster for our HSMR reporting. The rolling 12 months HSMR (to March 2016 ) from Dr Foster is 95.7. 

SHIMI - The latest SHMI for Q3 2015/16 is 98.6. SHMI has steadily fallen since Q4 2013/14

2 way text messaging service has been rolled out over all specialties and we anticipate a reduction in DNA rates across the trust.

Patients Partnerships People Performance

 
                             Pack pg no 150



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

Sickness Absence – has slightly increased from last month’s figure of 3.73% to 3.90%. Weekly monitoring of open ended sickness absence cases will continue to 

ensure accurate reporting and timely management of cases. Also an action plan is now in place to improve the take up of the fast track referral service to aid earlier 

interventions and return to work for the fast track conditions.

Appraisal – for medical staff is at 98.1% and for non-medical staff is at 97.5%, all CBUs have achieved compliance.

Mandatory Training – overall compliance is just below target at 85.5%. Resuscitation Immediate Life Support and Resuscitation Advanced Life Support continue to be 

the worst attended courses with 53.4% and 69.2% compliance respectively.

Staff Turnover – is at 9.30% within the expected range of 7 – 10% and in line with the NHS average turnover of 9%. At the end of quarter 1, we have seen an 

improvement in the exit questionnaires return rate from 9% to 26% which should provide useful information to inform future recruitment and retention initiatives.  

Patients Partnerships People Performance

 
                             Pack pg no 151



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

Breast symptomatic 2WW
The breast symptomatic target was also non-compliant at the end of Q1 despite some additional capacity and acheivement of the standard in June of 95.2%. Breach reasons remain 

predominantly patient choice but lack of capacity to allow booking early in the 14 day window, renders true ‘choice’ limited. However, actions taken to improve local capacity and radiological 

support are starting to yield benefit and the Q2 position is stronger and compliant thus far.

The 62 day GP referral to treatment target was non-compliant in both April and May with validated positions of 84.4% and 79.2% respectively. Whilst the June month end position was compliant 

at 87.5% - overall, there was failure of the target at quarter end. Final breach validation work has been undertaken but there are no recoverable actions identified. July is showing sustained 

compliance and efforts will focus on recovery of the target through Q2.

During May there were 12 breaches in total (9 shared with the tertiary centre and 3 local breaches). Highest breach volumes were seen across the lung (=5) and Lower GI (=4) pathways with 

these teams demonstrating performance against the 85% target of 16.7% (Lung) and 25% (Colorectal). Breach analysis revealed delays due to medical reasons, complexity, delays to diagnostics 

and inefficient pathways.

Breaches were also seen in UGI (=1), Urology (=1) and Haematology (=1) However, the Haematology patient was originally on a Lung pathway and had breached the target before transfer of care 

to the haematology team. 
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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 year to date deficit position of £2.07m that is slightly favourable to plan. CIP delivery for month 3 is adverse to plan year to date, although over performed in month.  Clinical income 

is ahead of plan, although the activity mix is varied.    The Trust is currently on plan to hit its trajectory targets and deficit targets and as such has accrued in expectation of receipt of Sustainability 

and Transformation funding.    
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1 2 3 4 6 7 11 12 13 14 15 16 17 18 19 20

Domain April 16 Summary Target Set By Current Qtr
Financial 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

FFT Positivity Rates - ED
G >85%, A >=80%-

85%, R <80% (> )
BHNFT 89.3% 89.3% 89.1% 90.5% 88.0%

FFT Positivity Rates - IP
G >85%, A >=80%-

85%, R <80% (>)
BHNFT 97.6% 97.6% 96.7% 97.4% 98.7%

FFT Positivity Rates - OP
G >85%, A >=80%-

85%, R <80% (>)
BHNFT 94.8% 94.8% 95.4% 94.4% 94.7%

FFT Positivity Rates - MAT
G >85%, A >=80%-

85%, R <80% (>)
BHNFT 98.7% 98.7% 98.8% 98.0% 99.3%

Complaints closed within target %
G >90%, A >=70%-

90%, R <70% (>)
BHNFT 58.8% 58.8% 35.7% 66.7% 73.5%

Dementia - Find/Assess 90% (>) National 95.5% 95.5% 97.0% 97.0% 92.5%

Dementia - Investigate 90% (>) National 100.0% 100.0% 100.0% 100.0% 100.0%

Dementia - Refer 90% (>) National 100.0% 100.0% 100.0% 100.0% 100.0%

Falls 785 (<) BHNFT 168 168 58 56 54

Multiple Falls n/a BHNFT 38 38 10 16 12

Falls resulting in moderate harm or above 20 (<) BHNFT 4 4 1 3 0

Hand washing 95% (>) National 99.5% 99.5% 99.7% 99.3% 99.4%

Pressure Ulcers Grade 3 & 4 (Avoidable) 0 (<) BHNFT 8 8 4 2 2

Pressure Ulcers Grade 2 (Avoidable) 0 (<) BHNFT 14 14 3 6 5

Single Sex Breaches 0 (<) National 0 0 0 0 0

Hospital Acquired Clostridium Difficile 13 (<) NHSE 0 0 0 0 0

MRSA Bacteraemia 0 (<) NHSE 0 0 0 0 0

VTE Screening Compliance 95% (>) NHSE 94.3% 94.3% 91.7% 95.5% 95.8%

Recorded Medication Incidents 400 (<) National 132 132 41 56 35

Recorded Medication Errors - Causing harm 10 (<) National 1 1 0 1 0

Never Events - Occurred in Month 0 0 0 0 0

Never Events - Reported in Month 0 0 0 0 0

Serious Incidents n/a NHSE 18 18 3 8 7

Death 0 (<) National 2 2 0 2 0

Severe 0 (<) National 3 3 2 1 0

Percentage of Incidents Causing Harm 28% (<) BHNFT 8.6% 8.6% 8.5% 9.5% 7.0%

Total (All) 7400 (<) National 1785 1785 569 598 618

HSMR (Rolling 12 months) Latest Data is March 2016 100 (<) National 98.8 95.6 96.6

SHMI (Rolling 12 months) Latest Data is December 2015 105 (<) National 97.8 98.6

HSMR (Financial Year to date) - April 15 - February 16 100 (<) 99.3 97.9 99.3 95.7

Summary

Quality & Patient 

Experience

Patients will experience safe care

Mortality

Patient Safety

0 (<) NHSE
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Domain KPI Target Set By Current Qtr
Financial Year 

to Date
Apr-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 9.3% 9.3% 9.3% 8.5% 9.3%

Appraisals (Rolling 12 months)
G >90%, A >=70%-90%, R 

<70% (>)
BHNFT 90.9% 90.9% n/a 40.5% 90.9%

Mandatory Training (Rolling 12 months)
G >90%, A >=85%-90%, R 

<85% (>)
BHNFT N/A N/A 86.6% 86.2% 85.5%

Sickness Absence (Rolling 12 months)
G <=3.75%, A >3.75%-

4.25%, R >4.25% (<)
BHNFT 3.9% 3.9% 4.1% 3.7% 3.9%

RTT Admitted 90% (>) National 0.0% 87.9% 87.2% 88.0% 88.3%

RTT Non-Admitted 95% (>) National 0.0% 98.2% 98.3% 98.4% 97.9%

RTT Incomplete Pathways 92% (>) National 0.0% 94.5% 95.0% 94.3% 94.2%

Diagnostic patients waiting more than 6 weeks 99.88% National 193 197 141 52 4

Cancer 2 Week Waits 93% (>) National  94.1% 93.9% 95.1% 93.2%

Symptomatic Breast 2 Week Waits 93% (>) National  91.0% 85.3% 92.7% 95.2%

31 Day - 1st Definitive Treatment 96% (>) National  99.0% 98.7% 100.0% 98.3%

31 Day - Subsequent Treatment (Surgery) 94% (>) National  100.0% 100.0% 100.0% 100.0%

31 Day - Subsequent Treatment (Chemotherapy) 98% (>) National  100.0% 100.0% 100.0% 100.0%

62 Day - GP Referral to Treatment 85% (>) National  83.9% 84.4% 79.2% 87.5%

62 Day - Screening Referral to Treatment 90% (>) National  94.1% 100.0% 90.9% 100.0%

62 Day - Consultant Upgrade to Treatment 85% (>) BHNFT  81.0% 80.0% 75.0% 90.0%

Emergency % Patients Waiting <4 Hours 93% (>) National 94.7% 94.7% 93.0% 95.4% 95.5%

Average Length of Stay - Elective
G <=2.42, A >2.42-2.67, R 

>2.67 (<)
BHNFT 2.22 2.14 2.33 2.34

Average Length of Stay - Non-Elective
G <=3.44, A >3.44-3.69, R 

>3.69 (<)
BHNFT 2.73 2.68 2.83 2.68

Re-admissions % BHNFT 9.7% 9.7% 9.5% 10.0% 9.2%

Cancelled Operations - Breaches of the 28 day rule 0 (<) National 0 0 0 0 0

DNA Outpatient DNA Rates
G <=10%, A >10%-

11%, R >11% (<)
BHNFT 0.0% 11.0% 11.2% 11.0% 8.5%

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

NOTE: National Indicators such as Cancer, RTT, Cancelled Ops, etc. are considered as being either Achieved or Failed.  These are therefore RAG rated as Green or Red.

All other indicators are classed as Achieved or Failed with the exception of all Workforce KPIs, Average Length of Stay & DNA rates which detail the tolerances applied in the Target column.

Elective Access

Cancer

Operational 

Efficiency

Performance matters - Key Performance Indicators

People will be proud to work for us

Workforce

Summary
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1 2 3 4 5 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
Jun-16

Actual 

YTD
Trend

YTD 

Status

Target 

16/17

Target 

YTD
Jun-16

Actual 

YTD
Trend

YTD 

Status

Friends & Family Test (Quality Strategy Goal 1) Mortality (Quality Strategy Goal 3)

Friends & Family Test - ED 85% 85% 88.0% 89.3% ↔ 89.3% HSMR Rolling 12 months (Latest data Feb 16) 100 100.0 95.7 95.7 ↓ 95.7

Friends & Family Test - Inpatients 85% 85% 98.7% 97.6% ↔ 97.6% SHMI Rolling 12 months (Latest data Sept 15) 105 105.0 98.6 98.6 ↑ 98.6

Friends & Family Test - Maternity 85% 85% 99.3% 98.7% ↔ 98.7% HSMR Year to date (Latest data Feb 16) 100 100.0 95.7 95.7 ↓ 95.7

Friends & Family Test - Outpatients 85% 85% 94.7% 94.8% ↔ 94.8%

VTE Screening Compliance (Quality Strategy Goal 2) 95% 95% 95.8% 94.3% ↑ 94.3%

Complaints (Quality Strategy Goal 1)

Total no. of complaints N/A N/A 20 65 ↔ Medication Incidents (Quality Strategy Goal 2)

Complaints closed within target 90% 90% 73.5% 58.8% ↔ 58.8% Recorded Medication Incidents 400 133 35 132 ↑ 1

Complaints re-opened N/A N/A 5 11 ↔ Recorded medication errors - Causing harm 10 3 0 1 ↑ 1

Dementia (Quality Strategy Goal 1) Serious Incidents (Quality Strategy Goal 2)

Find/Assess 90% 90% 92.5% 95.5% ↔ 95.5% 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 7 18 ↑ 1

Falls (Quality Strategy Goal 2) Incident Grading (Quality Strategy Goal 2)

No. of Falls 785 262 54 168 ↔ 1 Death 0 0 0 2 ↑ 0

No. of Multiple Falls N/A N/A 12 38 ↔ 1 Severe 0 0 0 3 ↑ 0

Falls resulting in moderate harm or above 20 7 0 4 ↔ 1 Moderate N/A N/A 10 35 ↑

Low N/A N/A 33 112 ↑

Hand washing (Quality Strategy Goal 2) 95% 95% 99.4% 99.5% ↔ 99.5% No Harm N/A N/A 575 1618 ↓

Percentage of incidents causing harm <28% 28% 7.0% 8.6% ↑ 8.6%

Pressure Ulcers (Quality Strategy Goal 2)

Grades 3 & 4 (Avoidable) 0 0 2 8 ↔ 0

Grade 2 Post (Avoidable) 0 0 5 14 ↔ 0 Patient Safety (Quality Strategy Goal 2)

Total Incidents 7400 2467 618 1785 ↑ 1

Single Sex Breaches (Quality Strategy Goal 1) 0 0 0 0 ↔ 1

Infections (Quality Strategy Goal 2)

Hospital Acquired Clostridium Difficile 13 3 0 0 ↔ 1

MSSA N/A N/A 1 2 ↔

MRSA Bacteraemia 0 0 0 0 ↔ 1

Ecoli - Total hospital N/A N/A 1 4 ↔

Patients will experience safe care - Quality & Experience Patients will experience safe care - Patient Safety
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Patients will experience safe care (Safety)

Mortality  (Quality Strategy - Goal 3: Delivering Consistently Effective Care)

HSMR rolling 12 month target
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H
S

M
R

Patients Partnerships People Performance

 
                             Pack pg no 157



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 SHMI for Q3 2015/16 is 98.6. SHMI has steadily fallen since Q4 2013/14

HSMR – We are currently transitioning over to the use of Dr Foster for our HSMR 

reporting. The rolling 12 months HSMR (to March 2016 ) from Dr Foster is 95.7. 
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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)

June 16 Summary
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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 June the Trust received 20 new complaints bringing the year to date total to 65, with a primary focus on clinical care and treatment.     

The complaints were risk assessed as follows:  low risk (5), moderate risk (14) and high risk (1).    The majority of complaints were allocated 

to CBU 1 (13), with CBU 2 having (3), CBU 3 having (3) and Corporate services having (1) new complaints.      The percentage of complaints 

closed within target increased to 74% which is a further improvement on the previous month.   Five complaints were re-opened.     CBU 1 

continues to have the highest number of open complaints and staffing changes within CBU 1 have had an impact on investigation 

timeframes.    To mitigate this additional resource has been allocated to CBU 1 to improve performance and this is being supported by 

close performance management by the CBU management team.   

With effect from 1 July 2016 changes have been made to the complaints process with an emphasis on CBU Investigating Officers (IO) taking 

responsibility for contacting complainants and agreeing their areas of concern and how these will be managed.  This change in process will 

allow IOs to build a relationship with the complainant and gain a greater understanding of their concerns

0

5

10

15

20

25

30

Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17

Complaints by Category

Patient Care Access, Appts, etc Communication Medical Records Medication

Falls Infection Control Infrastructure Other

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

P
e

rc
e

n
ta

g
e

 w
it

h
in

 t
a

rg
e

t

Complaints Closed within Target

% closed Target

150

155

160

165

170

175

180

185

190

195

0

5

10

15

20

25

30

Complaints and PALS Enquiries

Complaints Re-opened PALS

 
                             Pack pg no 161



Patients will experience safe care (Quality & Experience)

Patients Partnerships People Performance

Dementia (Quality Strategy - Goal 1: Delivering Patient Centred Care)

Comments:
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Patients will experience safe care (Quality & Experience)

Patients Partnerships People Performance

Falls (Quality Strategy - Goal 2: Delivering Consistently Safe Care)

Comments:
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The number of falls reported in February remains around the same number as prior 

months.  
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This is the third consecutive month we have seen a significantly reduced number of total falls incidents reported across the organisation. The number of 

incidents reported were 66 in total, this is the lowest number reported in the past twelve months. In the main this can be attributed to significant falls 

incidents reported in AMU and wards 19 and 20. This would support an assumption that the falls strategies being adopted across the organisation are 

beginning to deliver a sustained reduction in falls incidents and that we need to maintain our current falls work plan.

In addition we can report in June there were no moderate or above harm from falls. This is another significant improvement in the month and is worthy of 

particular note.     
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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:
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See Executive Summary

0

1

2

3

4

5

6

7

8

9

10

Grade 2 Unavoidable Grade 2 Avoidable Target

0

1

2

3

4

5

6

7

8

Grade 3&4 Avoidable Grade 3&4 Unavoidable

 
                             Pack pg no 164



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 97.8% 81.7% 100.0% 100.0% 2.9 1.5 Registered Nurses

17 84.2% 89.4% 93.4% 140.0% 2.9 2.2 Registered Midwives

18 83.8% 99.7% 92.2% 120.0% 3.4 2.2 Unregistered health care/midwifery care assistants

19/20 68.4% 107.8% 100.8% 155.7% 2.3 3.9 Unregistered nursing/midwifery auxiliaries.

AMU 78.1% 94.6% 91.1% 102.5% 4.9 3.5

Acute 

Stroke 
79.7% 77.8% 88.9% 116.7% 4.2 2.8

24 102.2% 99.6% 96.7% - 4.7 3.1

28 89.2% 87.0% 100.0% 116.7% 2.2 2.6

31 67.4% 123.4% 100.0% 97.1% 2.7 2.9

32 76.6% 110.7% 100.0% 193.3% 3.1 3.3

34 72.1% 97.7% 84.2% 123.3% 3.2 3.5

ITU 89.1% 99.6% 97.5% - 31.4 2.3

SHDU 100.2% 53.7% 100.0% - 16.1 2.7

CCU 96.9% 93.3% 100.2% - 12.0 1.8

AN/PN 92.0% 90.6% 100.0% 106.7% 6.1 2.1

Birthing 

Centre
93.0% 115.8% 98.4% 77.6% 27.3 4.8

37 92.5% 83.4% 91.7% - 7.5 1.7

15 93.7% 88.2% 92.0% 73.3% 10.9 2.3

BHNFT is committed to ensuring that levels of nursing staff, match the acuity 

and dependency needs of patients in order to provide safe and effective care. 

Nurse staffing includes:

Ave fill rate 

Care staff 

(%)

Night

Registered 

Nurses/Midw

ives

Care Staff

Care Hours Per Patient

N
u

rs
in

g
 S

ta
ff

in
g

 F
il

l 
R

a
te

422- NEONATOLOGY

110 - TRAUMA & 

ORTHOPAEDICS
192 - CRITICAL CARE 

MEDICINE

Day

300 - GENERAL MEDICINE

300 - GENERAL MEDICINE

Ward 

name

Ave fill rate 

Registered

320 - CARDIOLOGY

340 - RESPIRATORY MEDICINE

430 - GERIATRIC MEDICINE

502 - GYNAECOLOGY

We have started recording and submitting Care Hours Per Patient Day.

This allows for contingency plans to be made where the roster identifies that 

the planned staffing falls short of the minimum requirement, for example 

where there are vacant nursing posts or staff appointed have not started in 

post.  These contingency plans can include:  moving staff from a shift which is 

above the minimum required level, moving staff from another ward/area 

which is above the minimum required level, or the use of flexible/temporary 

staffing from the Trust’s internal bank or via an external nursing agency.

420 - PAEDIATRICS

192 - CRITICAL CARE 

MEDICINE

Specialty

100 - GENERAL SURGERY

Ave fill rate 

Registered

320 - CARDIOLOGY

501 - OBSTETRICS

501 - OBSTETRICS

370 - MEDICAL ONCOLOGY

301 - GASTROENTEROLOGY

100 - GENERAL SURGERY

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 (%)
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Patients will experience safe care
Heatmap Jun-16
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Trust 0 0 50 4 11 1 22 13 0 2 0 5 9 0 0 0 2 33 514

AMU 6 4 3 1 1 2 51

ARU 0 0

Cardiology Department 0 0

CCU 0 2

CDU 1 1 8

Chemo Unit 3 2

Dermatology 0 1

Diabetes Centre 0 0

Discharge Unit 1 0 0

ED 3 81

Endoscopy 0 4

Ward 17 1 2 1 1 1 0 5

Ward 18 5 2 1 1 1 1 5 23

Ward 19 5 1 2 2 1 1 3 3 23

Ward 20 9 3 3 1 0 13

Ward 23 5 2 1 1 0 15

Ward 24 2 1 0 8

Ward 28 6 2 4 1 5 19

CBU 2 Management/ Admin Team 0

Day Surgery 0

ENT Outpatients 9

Fracture Clinic 1 3

HDU 1

Hospital at Night 0

ICU 1 1 2 1

Opthalmology OPD 7

Oral Surgery 1

Orthopaedic Outpatients 2

Orthoptics OPD 0

Planned Investigation Unit 1 1

Plaster room 2

Pre Assessment Unit 0

SAU 2

SDA 2

SHDU 11

Theatres 1 1 1 4

Theatres recovery 1

Urology Investigation Unit 24

Ward 29 1 6

Ward 30 0

Ward 31 1 1 1

Ward 32 2 1 0

Ward 33 6 1 1 10

Ward 34 2 6
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Breast Screening

Childrens Assessment Unit 2
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Early Pregnancy Assessment Unit
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Labour Suite 1 80

Medical Imaging 1 1 8

Nuclear Medicine

Obstetric Theatre 2

Paediatric secretaries office 1

Pathology 4

Patient's Home (community) 1

Patient's Home (Maternity) 3

Pharmacy 1 2 3

Phlebotomy Outpatients 1

Physiotherapy 1

Postnatal/Antenatal Ward 11

Ultrasound 1

Ultrasound (maternity)

Urgent Care Therapy Team 2

Ward 14 1 1 1 15

Ward 15 6

Ward 37 2 1 1 13
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Clinical Systems 1
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Medical Outpatients 4

Outpatients (Main and reception) 1

Surgical Outpatients 4
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Patients will experience safe care
Heatmap
The heatmap below is designed to show the areas of greatest concern.
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Patients will experience safe care
Heatmap

Reporting Month: Jun-16

Executive lead : Heather McNair

Comments

Serious Incidents

 

There have been 7 SIs in total reported in June 2016 only 2 occured in June 16.

 

• 2016/12027 – avoidable grade 3 pressure ulcer on ward 17; this incident occurred in June 2016 (DTX 28197)

• 2016/15641 – avoidable grade 3 pressure ulcer on ward 19; this incident occurred in June 2016 (DTX 28199)

Indicator Name

Pressure Ulcers

Grade 3 pressure ulcers 

There were two avoidable grade 3 pressure ulcers in June 2016. 

In both incidents, the Waterlow risk assessment score had been  inaccurately assessed, so the patients were not identified as being at high risk of pressure damage. Some preventative measures were utilised, but were not sufficient to prevent pressure damage. 

A patient on ward 17 had vulnerable skin due to heavy, oedematous legs, but heel elevation was not high enough to keep the heels offloaded from the bed / footstool. The patient developed deep tissue damage to both heels. 

A patient on ward 19 had no documented evidence of any pressure relieving equipment, until after pressure damage was identified. Poor daily skin assessments were also evident.                                                                                                                                                                                                          

Action: The recurrent inaccurate calculation of Waterlow risk assessment and subsequent lack of preventative measures has prompted a review of the BHNFT pressure ulcer risk assessment process.  A fact finding exercise on alternative risk assessment tools / pathways has been completed. A 

Task and Finish group of senior nursing staff has been set up to develop a new risk assessment tool and pathway, based on the traffic light model, which has been instrumental in the reduction of hospital acquired pressure ulcers, at Doncaster and Bassetlaw Hospitals NHS Foundation Trust.  

Grade 2 pressure ulcers

There were five avoidable grade 2 pressure ulcers in June 2016 –  two of which were caused by devices. A patient on ITU developed a grade 2 pressure ulcer to the clavicle from an Aspen collar, and a patient on ward 23 developed grade 2 pressure damage to the shoulder from lying on a nurse 

call buzzer. 

Action: There have been a number of pressure ulcers in recent months caused by medical devices / devices. It has been communicated to staff via the Patient Safety Bulletin the importance of not only checking beneath devices (where possible) but also of documenting any changes to skin 

integrity, and also that staff must check, when repositioning patients, that the nurse call buzzer is not trapped beneath the patient. The nurse call buzzers get very hot, increasing the risk of skin damage, and this has been reported to Estates. 

Two of the three avoidable grade 2 pressure ulcers developed to the patients sacrum (AMU / ward 19) and one to a patients spine (ward 18).  Poor documentation of skin integrity assessments and preventative measures  was evident in all these incidents.

Action: The Task and Finish group will also be reviewing the current pathway, with a focus on ensuring preventative meaures are instigated and documented if the patient is deemed at risk. There will be a focus in the pathway on expectations around skin assessment. 

Patients Partnerships People Performance
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0 1 2 3 4 5 6 18 19 20 # 22

People - "At a glance"

Target  Target  Actual Month

16/17 YTD Jun-16 YTD Trend Status

Workforce (Quality Strategy - Goal 4: Building on Capacity and Capability)

Sickness Absence Rate 3.75% 3.75% 3.90% 3.91% ↓ 3.91%

Staff Turnover 10% 10% 9.3% 9.3% ↓ 9.30%

Mandatory Training 90.0% 90.0% 85.5% N/A ↓ N/A

Appraisal Rates - Medical 90.0% 90.0% 97.5% N/A ↓

Appraisal Rates - Non Medical 90.0% 90.0% 90.4% N/A ↑ N/A

Appraisal Rates - Total 90.0% 90.0% 90.9% 90.9% ↑ 90.86%

People

Patients Partnerships People Performance 

 
                             Pack pg no 170



People will be proud to work for us
Workforce (Quality Strategy - Goal 4: Building on Capacity and Capability)
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Staff Turnover

Actual

Staff Turnover - is at 9.30% within the expected range of 7 — 10% and  in line 

with the NHS average turnover of 9%.
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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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Actual Target

Patients Partnerships People Performance 
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Appraisals

Total Non-Medical Medical Target

Mandatory Training - Overall compliance is 85.5%,.

The CBU breakdown is ;

Corporate Services 85.8%, CBU1 80.2%, CBU2 84.9%, CBU3  89.8%

Appraisals Medical - Percentage of doctors (eligible for appraisal) in date for appraisal 

corrected to 97.5% as  an additional appraisal was performed in June but not entered into 

ESR due to annual leave, end June.

CBU 1 Medicine = 96.6%                      CBU 2 Surgery = 98.5%             

CBU 3 W&C & Clinical Services = 97.3% corrected to  100%

Appraisals Non Medical - Overall compliance is  90.4% , 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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Actual Target

Sickness - has slightly increased from last month’s figure of 3.73% to 3.90%. Weekly 

monitoring of open ended sickness absence cases will continue to ensure accurate reporting 

and timely management of cases 
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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
Jun-16

Actual 

YTD
Trend

Current 

Qtr

Qtr 

Status

YTD 

Status

Target 

16/17

Target 

YTD
Jun-16 Actual YTD Trend YTD Status

Cancer Reporting Cancelled Operations

All Cancer 2 week waits 93% 93% 93.2% 94.1% ↑ 94.1% 94.1% 94.1% % Cancelled Operations 1% 1% 1.1% 0.9% ↓ 0.9%

2 week wait - Breast Symptomatic 93% 93% 95.2% 91.0% ↓ 91.0% 91.0% 91.0% Urgent operations - cancelled twice 0 0 0 0 ↔ 0

31 day diagnostic to 1st treatment 96% 96% 98.3% 99.0% ↑ 99.0% 99.0% 99.0% 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% 87.5% 83.9% ↓ 83.9% 83.9% Theatre Utilisation - Day 83.2% 81.0% ↑ 81.0%

62 day screening programme 90% 90% 100.0% 94.1% ↑ 94.1% 94.1% 94.1% Theatre Utilisation - Main 95.4% 94.1% ↑ 94.1%

62 day consultant upgrades 85% 85% 90.0% 81.0% ↓ 81.0% 81.0% 81.0% Theatre Utilisation - Trauma 84.9% 91.8% ↓ 91.8%

Breast Screening GP Referrals

Screening to offer of 1st assessment <=3 weeks (May 16) 90% 90% 94.7% 41.8% ↑ 41.8% GP Written Referrals - made 4056 12194 ↓ 12194

Screening to 1st assessment (May 16) 90% 90% 84.2% 81.1% ↑ 81.1% GP Written Referrals - seen 4416 12658 ↓ 12658

Screening to issue of normal results <=2 weeks (May 16) 90% 90% 89.1% 94.3% ↓ 94.3% Other Referrals - Made 1549 5059 ↑ 5059

GP referral rate year on year (2015/16 + 2016/17) -252 -34618 ↑ -34618

Referral to Treatment Total referral rate year on year (2015/16 + 2016/17) -88 -5042 ↓ -5042

RTT Admitted - % treatment within 18 weeks 90% 90% 88.3% 87.9% ↑ 0.0% 0.0% 87.9%

RTT Non Admitted - % treatment within 18 weeks 95% 95% 97.9% 98.2% ↓ 0.0% 0.0% 98.2% DNA Rates

RTT Incomplete Pathways - % still waiting 92% 92% 94.2% 94.5% ↓ 0.0% 0.0% 94.5% New outpatient appointment DNA rate 10% 10% 9.1% 9.5% ↑ 9.5%

Follow-up outpatient appointment DNA rate 10% 10% 8.3% 10.2% ↑ 10.2%

Diagnostics Total outpatient appointment DNA rate 10% 10% 8.5% 11.0% ↑ 11.0%

No. of diagnostic tests waiting over 6 weeks 0 0 4 197 ↑ 197

% of diagnostic tests waiting over 6 weeks 0% 0% 0.1% 2.0% ↑ 2.0% Appointment Slot Issues

No. of appointment slot issues 0 0 n/a 0 ↔ 0

ED % of appointment slot issues 4.0% 4.0% n/a  ↔  

Percentage of patients treated in less than 4 hours 95% 95% 95.5% 94.7% ↑ 94.7% 94.7% 94.7%

Emergency Department Attendances n/a n/a 7039 21193 ↓ 0 Average Length of stay (Quality Strategy Goal 3)

12 Hours Trolley Waits 0 0 0 0 ↔ 0 0 Average Length of Stay - Elective 2.4 2.4 2.3 2.2 ↓ 2.22

Average Length of Stay - Non-Elective 3.4 3.4 2.7 2.7 ↑ 2.73

Ambulance to ED Handover Time

% under 15 mins 60.0% 62.0% ↓ 62.0% Re-admissions 

% between 15 and 30 mins 30.8% 29.1% ↑ 29.1% Percentage of re-admissions N/A N/A 9.2% 9.7% ↔

% between 30 and 60 mins 2.3% 2.1% ↓ 2.1%

% between 60 and 120 mins 0.7% 0.5% ↓ 0.5%

Over 120 mins (SI) 0.0% 0.0% ↔ 0.0%

% Not Recorded 6.3% 6.3% ↑ 6.3%

Total Ambulance Handovers 1973 5896 ↑ 5896

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 % YTD %
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Performance Matters (KPIs)

Patients Partnerships People Performance 

Regulatory Performance - 18 Week Referral to Treatment

As stated 

RTT 18 Week Performance - June 2016

Final Position

Specialty <18 >18 Total % <18 >18 Total % <18 >18 Total %

General Surgery 143 20 163 87.7% 366 24 390 93.8% 1959 165 2124 92.2%

Urology 33 3 36 91.7% 145 10 155 93.5% 851 69 919 92.6%

Trauma & Orthopaedics 228 19 247 92.3% 269 16 285 94.4% 1365 117 1482 92.1%

ENT 46 34 80 57.5% 561 2 563 99.6% 1136 93 1229 92.4%

Oral Surgery 48 4 52 92.3% 278 4 282 98.6% 810 59 869 93.2%

General Medicine 2 0 2 100.0% 14 0 14 100.0% 73 1 74 98.6%

Gastroenterology 16 0 16 100.0% 153 1 154 99.4% 812 18 830 97.8%

Cardiology 5 0 5 100.0% 297 2 299 99.3% 514 32 546 94.1%

Dermatology 26 1 27 96.3% 407 3 410 99.3% 995 51 1046 95.1%

Respiratory 3 0 3 100.0% 121 5 126 96.0% 225 10 235 95.7%

Rheumatology 0 0 0 - 79 0 79 100.0% 283 8 291 97.3%

Geriatric Medicine 4 1 5 80.0% 45 2 47 95.7% 315 6 320 98.4%

Gynaecology 109 7 116 94.0% 312 1 313 99.7% 682 1 683 99.9%

Other 9 0 9 100.0% 283 2 285 99.3% 929 47 969 95.9%

Total 672 89 761 88.3% 3330 72 3402 97.9% 10949 677 11617 94.2%
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Performance Matters (KPIs)

Patients Partnerships People Performance 

Regulatory Performance - Cancer

B
re

a
st

 S
y

m
p

to
m

a
ti

c

A
ll

 C
a

n
ce

r 
2

 W
e

e
k

 W
a

it
s

3
1

 D
a

y
 -

 S
u

b
se

q
u

e
n

t 
T

re
a

tm
e

n
t 

(S
u

rg
e

ry
)

3
1

 D
a

y
 -

 T
a

rg
e

ts

75%

80%

85%

90%

95%

100%

P
e

rc
e

n
ta

g
e

 P
o

si
ti

v
it

y

Actual Target

75%

80%

85%

90%

95%

100%

A
p

r-
1

6

M
a

y
-1

6

Ju
n

-1
6

Ju
l-

1
6

A
u

g
-1

6

S
e

p
-1

6

O
ct

-1
6

N
o

v-
1

6

D
e

c-
1

6

Ja
n

-1
7

F
e

b
-1

7

M
a

r-
1

7

P
e

rc
e

n
ta

g
e

 P
o

si
ti

v
it

y

31 Day Diagnostic to Treatment

Actual Target

75%

80%

85%

90%

95%

100%

A
p

r-
1

6

M
a

y
-1

6

Ju
n

-1
6

Ju
l-

1
6

A
u

g
-1

6

S
e

p
-1

6

O
ct

-1
6

N
o

v
-1

6

D
e

c-
1

6

Ja
n

-1
7

F
e

b
-1

7

M
a

r-
1

7

P
e

rc
e

n
ta

g
e

 P
o

si
ti

v
it

y

31 Day Subsequent Treatment (Drugs)
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Performance Matters (KPIs)

Patients Partnerships People Performance 

Regulatory Performance - Cancer

Comments
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The 62 day GP referral to treatment target was non-compliant in both April and May with validated positions of 84.4% and 

79.2% respectively. Whilst the June month end position was compliant at 87.5% - overall, there was failure of the target at 

quarter end. Final breach validation work has been undertaken but there are no recoverable actions identified. July is 

showing sustained compliance and efforts will focus on recovery of the target through Q2.

During May there were 12 breaches in total (9 shared with the tertiary centre and 3 local breaches). Highest breach volumes 

were seen across the lung (=5) and Lower GI (=4) pathways with these teams demonstrating performance against the 85% 

target of 16.7% (Lung) and 25% (Colorectal). Breach analysis revealed delays due to medical reasons, complexity, delays to 

diagnostics and inefficient pathways.

Breaches were also seen in UGI (=1), Urology (=1) and Haematology (=1) However, the Haematology patient was originally 

on a Lung pathway and had breached the target before transfer of care to the haematology team. 

The breast symptomatic target was also non-compliant at the end of Q1 despite some additional capacity and acheivement 

of the standard in June of 95.2%. Breach reasons remain predominantly patient choice but lack of capacity to allow booking 

early in the 14 day window, renders true ‘choice’ limited. However, actions taken to improve local capacity and radiological 

support are starting to yield benefit and the Q2 position is stronger and compliant thus far.
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Actual Target

75%

80%

85%

90%

95%

100%

A
p

r-
1

6

M
a

y
-1

6

Ju
n

-1
6

Ju
l-

1
6

A
u

g
-1

6

S
e

p
-1

6

O
ct

-1
6

N
o

v
-1

6

D
e

c-
1

6

Ja
n

-1
7

F
e

b
-1

7

M
a

r-
1

7

P
e

rc
e

n
ta

g
e

 P
o

si
ti

v
it

y

62 Day - Screening Programme

Actual Target

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

A
p

r-
1

6

M
a

y
-1

6

Ju
n

-1
6

Ju
l-

1
6

A
u

g
-1

6

S
e

p
-1

6

O
ct

-1
6

N
o

v-
1

6

D
e

c-
1

6

Ja
n

-1
7

F
e

b
-1

7

M
a

r-
1

7

P
e

rc
e

n
ta

g
e

 P
o

si
ti

v
it

y

62 Day - Consultant Upgrades

Actual Target

 
                             Pack pg no 181



Performance Matters (KPIs)

Patients Partnerships People Performance 

Regulatory Performance - Cancer
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Shared pathway performance:  Validated data from Open Exeter demonstrates a shared pathway performance (accountable pathways) of 43.8% in May for the GP 62 Day Referral to 

Treatment target (RFF to RHQ). This demonstrates reduced performance from the previous month.  Local performance against this target (RFF to RFF) was 89.3% resulting in an 

overall non-compliant position for the month of 79.2%.  The June position is reported on Open Exeter at the beginning of August 2016.  Latest shared pathway performance for June 

showed considerable improvement from the previous month at 91.3% from 61.3%.  However, there were no Lung shared pathways referred to the tertiary centre in June and 

therefore this result should be regarded as exceptional until further months are achieved. 
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Performance Matters (KPIs)

Patients Partnerships People Performance 

Regulatory Performance - Breast Cancer Screening

Comments:
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The breast symptomatic target was also non-compliant at the end of Q1 despite some additional 

capacity and acheivement of the standard in June of 95.2%. Breach reasons remain predominantly 

patient choice but lack of capacity to allow booking early in the 14 day window, renders true 

‘choice’ limited. However, actions taken to improve local capacity and radiological support are 

starting to yield benefit and the Q2 position is stronger and compliant thus far.
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Performance Matters 
Data Quality

Uncoded Episodes (As at 19th July 2016) Missing Outcomes (Top 10 Specialties)

Treatment Specialty June July Total Specialty Jan Feb Mar Apr Total

ACCIDENT AND EMERGENCY 112 184 296 OBSTETRICS 151 99 251

BREAST SURGERY 2 12 14 ORTHODONTICS 2 90 129 221

CARDIOLOGY 39 71 110 ORAL SURGERY 5 72 142 219

CLINICAL HAEMATOLOGY 2 30 32 OPHTHALMOLOGY 1 34 89 124

CLINICAL HAEMATOLOGY Pre-Assessment 1 1 91 93

CLINICAL ONCOLOGY 15 15 TRAUMA & ORTHOPAEDICS 6 58 64

COLORECTAL SURGERY 11 RHEUMATOLOGY 6 54 60

DERMATOLOGY 33 74 107 NEUROLOGY 1 58 59

DIABETIC MEDICINE 1 1 ANTICOAGULANT SERVICE 53 53

ENDOCRINOLOGY 4 11 15 PAEDIATRICS 9 37 46

ENT 1 8 9

GASTROENTEROLOGY 17 81 98 Comments

GENERAL MEDICINE 132 473 605

GENERAL SURGERY 22 163 185

GERIATRIC MEDICINE 1 7 8

GYNAECOLOGY 1 19 20

NEONATOLOGY 4 47 51

OBSTETRICS 4 145 149

OPHTHALMOLOGY 16 16

ORAL SURGERY 7 7

PAEDIATRIC ENT 3 2 5

PAEDIATRICS 20 66

PAEDIATRIC T&O 2 2

HSMR - updated with Dr Foster figures 0

RESPIRATORY MEDICINE 19 32 51

RHEUMATOLOGY 2 2

Stroke Medicine 1 9 10

TRAUMA AND ORTHOPAEDICS 6 104 110

UROLOGY 2 39 41

VASCULAR SURGERY 0

WELL BABIES 3 71 74

Total 429 1701 0 0 2033

Uncoded Episodes - All episodes for January, February, March, April & May have been 

coded. 

There are 429 uncoded for June 2016 and 1701 for July 2016.

Overall there are 2033 uncoded episodes for 16/17.

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 

Data Quality - Secondary Uses Service (SUS) Dashboard

A
cc

id
e

n
t 

&
 E

m
e

rg
e

n
cy

 C
D

S

A
cc

id
e

n
t 

&
 E

m
e

rg
e

n
cy

 C
D

S
A

cc
id

e
n

t 
&

 E
m

e
rg

e
n

cy
 C

D
S

A
cc

id
e

n
t 

&
 E

m
e

rg
e

n
cy

 C
D

S

Patients Partnerships People Performance 

99.2% 99.6%
98.9%

86.9%

98.0%

99.5%

98.0%

80.0%

82.0%

84.0%

86.0%

88.0%

90.0%

92.0%

94.0%

96.0%

98.0%

100.0%

Barnsley Sheffield

Children's

Sheffield

Teaching

Rotherham Doncaster &

Bassetlaw

National

Average

Area Team

Average

NHS Number

99.9% 99.9% 99.9%

98.7%

99.7%

99.0%

99.8%

98.0%

98.2%

98.4%

98.6%

98.8%

99.0%

99.2%

99.4%

99.6%

99.8%

100.0%

Barnsley Sheffield

Children's

Sheffield

Teaching

Rotherham Doncaster &

Bassetlaw

National

Average

Area Team

Average

Registered GP Practice

99.9% 99.9% 100.0%

99.2%

99.8%

98.6%

97.4%

96.0%

96.5%

97.0%

97.5%

98.0%

98.5%

99.0%

99.5%

100.0%

Barnsley Sheffield

Children's

Sheffield

Teaching

Rotherham Doncaster &

Bassetlaw

National

Average

Area Team

Average

Postcode
100.0% 100.0% 100.0%

99.6%
99.9%

97.8%

95.4%

93.0%

94.0%

95.0%

96.0%

97.0%

98.0%

99.0%

100.0%

Barnsley Sheffield

Children's

Sheffield

Teaching

Rotherham Doncaster &

Bassetlaw

National

Average

Area Team

Average

Attendance Disposal

 
                             Pack pg no 187



Performance Matters
Activity

15/16 16/17 16/17

Actual Plan Actual Variance %

Elective Day cases 5925 6178 6028 -150 -2%

Elective Inpatients 1023 1102 1058 -44 -4%

Elective Total 6948 7279 7086 -193 -3%

Non Elective 9174 8928 8807 -121 -1%

Maternity Pathway 1437 1583 1645 62 4%

A&E Attendances 20287 20763 21190 427 2%

Outpatients 58593 63118 65949 2831 4%

* Please note excess bed days are not included in these figures. 2015/16 Activity Plan

2015/16 Activity Actual

2014/15 Outturn

2015/16 Activity Plan 2015/16 Activity Plan

2015/16 Activity Actual 2015/16 Activity Actual

2014/15 Outturn 2014/15 Outturn
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Obstetric outpatient attendances are excluded as they are covered by the Maternity Pathways
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Performance Matters
Activity

2015/16 Activity Plan 2015/16 Activity Plan

2015/16 Activity Actual 2015/16 Activity Actual

2014/15 Outturn 2014/15 Outturn

Comments:

2015/16 Activity Plan

2015/16 Activity Actual

2014/15 Outturn
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Main areas of overperformance are Outpatients and A&E. Main area of underperformance is Elective Inpatients.

Outpatients:- areas of underperformance with the highest variances (against aggregated attendances and procedure plans) 

in Gynaecology -512, Clinical Heamatology  -245, and General Medicine -197. Overperforming are Cardiology 782, Diabetic 

Medicine 576 and Gastroenterology 445.                                                                          Elective Inpatients:- Clinical Haematology, 

Oral Surgery, Dermatology & Urology (all Daycases), and Gynaecology, General Surgery and ENT (Electives) are the main 

areas of underperformance.

Patients Partnerships People Performance 
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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 385 365 -5.19% -20 1,102 1,033 -6.26% -69 EBITDA 166 196 -18.07% 30 -271 -256 5.54% 15

Day Cases 2,158 2,068 -4.17% -90 6,180 5,935 -3.96% -245 Depreciation -386 -381 1.30% 5 -1154 -1145 0.78% 9

Non-elective inpatients 2,925 2,895 -1.03% -30 8,935 8,838 -1.09% -97 Restructuring & Other -14 0 100.00% 14 -128 -85 33.59% 43

Outpatients 21,838 23,927 9.57% 2,089 62,592 67,920 8.51% 5,328 Financing Costs -189 -205 -8.47% -16 -567 -587 -3.53% -20

A&E 6,918 7,037 1.72% 119 20,763 21,189 2.05% 426 SURPLUS/(DEFICIT) -423 -390 7.80% 33 -2,120 -2,073 2.22% 47

'Clinical' Activity

Other (excludes direct access tests) 11,303 10,239 -9.41% -1,064 32,468 31,090 -4.24% -1,378 SOFP £'000 £'000 £'000 £'000 £'000 £'000

Total activity 45,527 46,531 2.21% 1,004 132,040 136,005 3.00% 3,965 Capital Spend -1,674 -507 -69.71% 1,167 -2,446 -815 -66.68% 1,631

Inventory 2,161 2,070 4.21% 91

CIP £'000 £'000 £'000 £'000 £'000 £'000 Receivables & Prepayments 7,994 12,791 -60.01% -4,797

Income 129 243 88.37% 114 317 347 9.46% 30 Payables -13,786 -15,643 13.47% 1,857

Pay 106 66 -37.74% -40 265 86 -67.55% -179 Accruals -5,312 -4,674 -12.01% -638

Non-Pay 144 158 9.72% 14 373 333 -10.72% -40 Deferred Income -598 -721 20.57% 123

Total CIP 379 467 23.22% 88 955 766 -19.79% -189

Cash & Loan Funding £'000 £'000 £'000 £'000 £'000 £'000

INCOME £'000 £'000 £'000 £'000 £'000 £'000 Cash 2,403 275 -88.56% -2,128

Clinical (Activity) 9,487 9,878 4.12% 391 28,118 28,296 0.63% 178 Loan Funding -40,835 -40,429 0.99% 406

Other Clinical 4,259 4,469 4.93% 210 12,660 13,199 4.26% 539

CQUINS 289 289 0.00% 0 867 867 0.00% 0 KPIs

Risks & Penalties 0 -91 -91 0 -230 -230 EBITDA % 1.06% 1.21% 14.32% -1.06% -0.58% -0.54% 6.30% 0.04%

Non Recurrent Income 141 142 1 425 464 39 Deficit % -2.69% -2.40% 5.62% 0.15% -4.54% -4.40% 3.01% 0.14%

Other 1,558 1,564 0.39% 6 4,613 4,468 -3.14% -145 Receivable Days 15.5 24.8 -60.01% -9.3

Total income 15,734 16,251 3.29% 517 46,683 47,064 0.82% 381 Payable (excluding accruals) Days 67.8 76.9 13.47% 9.1

Payable (including accruals) Days 93.9 99.9 6.38% 6

OPERATING COSTS £'000 £'000 £'000 £'000 £'000 £'000 Continuity Of Service Rating 1 1 0.00% 0

Pay -10,364 -10,504 -1.35% -140 -31,256 -31,243 0.04% 13

Drugs -1,245 -1,226 1.53% 19 -3,737 -3,618 3.18% 119

Non-Pay -3,959 -4,325 -9.24% -366 -11,961 -12,459 -4.16% -498 Consolidated

Total Costs -15,568 -16,055 -3.13% -487 -46,954 -47,320 -0.78% -366 excl charity

Payable days are total op exps, less total pay, add back lead units and agency control total

Performance - Financial Overview Performance - Financial Overview

Patients Partnerships People Performance 
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Performance Matters - Finance

June 2016 Summary

Summary Performance:

Patients Partnerships People Performance

Commentary
Key to RAG Rating

The RAG rating applied to Variance % is based on the following criteria:
• Green equating to 0% or greater
• Amber behind plan by up to 5%
• Red greater than 5% behind plan

The key points derived from this table are as follows:

• Total activity is favourable to plan year to date excluding  Direct Access.  The main driver is overperformance on Outpatient activity.  Direct Access tests were excluded from the Other 
activity because large variances in these figures skew the overall activity variance.

• CIP achievement  is adverse to plan by £0.19m.  The main driver for this is on pay schemes

• Clinical activity based income is £0.2m favourable to plan before risks and penalties.  The main variances are non elective income , £0.3m adverse to plan, and planned same day income 
is £0.2m adverse to plan.  Outpatients income is £0.3m favourable to plan.  Other clinical income is £0.5m ahead of plan.

• Other income is  £0.15 adverse to plan.

• Operating costs are adverse to plan. Pay is broadly on plan.  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 £0.4 adverse to plan, which links to activity.

• EBITDA is on plan.

• Depreciation,  and finance costs are broadly to plan.  Restructuring costs are favourable to plan.

• The overall  deficit is  slightly favourable to plan. 

• Capital expenditure is £1.6m favourable to plan.

• Inventory is broadly to plan.

• Total receivables incl. prepayments are £4.8m adverse to plan.  Action is being taken to address this position.

• Total payables incl. accruals are £1.9m favourable to plan .

• Deferred income is £0.1m favourable to plan.

• Cash is £2.1m adverse to plan.  It should however be noted that actual cash at bank did not breach the minimum holding requirement.  There is a timing difference between the payment 
run being put through the ledger and cash transferring from the account.

• Debtor days are 24.8 year to date, which is 9.3 days adverse to plan.

• Payable days 76.9 year to date which is  9.1 days higher than plan (down from 14.8 days at month 2).  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 Continuity of Service rating has remained at 1 at month 3.
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Performance Matters (Financial Overview)

Comments:

Clinical income per day - this is ahead of plan for June 2016
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Income analysis - this graph analyses the split of income on a monthly basis and 

demonstrates the variability of clinical income. 

Pay as a % of clinical income is below plan for June 2016

Patients Partnerships People Performance 
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Performance Matters (Financial Overview)

Patients Partnerships People Performance 

Comments:

CIP is adverse to plan at month 3, although over achieved in month.

A
g

e
n

cy
 M

o
n

th
ly

 S
p

e
n

d

C
IP

 A
ch

ie
v

e
m

e
n

t 
- 

C
u

m
u

la
ti

v
e

D
e

fi
ci

t 
T

re
n

d
 A

n
a

ly
si

s

Agency monthly spend - Total agency spend ytd is £1.17m.  Agency expenditure is 

reviewed in depth. 

Deficit  trend analysis - this graph highlights the gap between plan and actual at month 3.  

Currently the Trust deficit is on plan.
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/08/13 
 

SUBJECT: 2016-17 TRUST OBJECTIVES Q1 REPORT 

DATE: July 2016  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY: Katherine Sowden, Head of Business Planning & Programmes 

SPONSORED BY: Diane Wake, Chief Executive 

PRESENTED BY: Katherine Sowden, Head of Business Planning & Programmes 

STRATEGIC CONTEXT  

The annual plan outlines what will be achieved in year 3 of the 5 year strategic plan. As agreed at 
the April Board progress, against the Trust objectives will be reported to Board in public on a 
quarterly basis. This is accompanied by a more in-depth report on the strategic initiatives which 
as it is commercially sensitive will be taken in the Board in private. 

EXECUTIVE SUMMARY   
 
Overall the Trust is progressing with the objectives outlined under the strategic aims in equal 
balance. There are some challenges and risks but mitigation plans are in place to manage these. 
 
This summary document should be triangulated with other sources such as the reports from the 
assurance committees, the integrated performance report, the Board Assurance Framework, the 
Quarterly Update on Strategic Delivery and other related Board reports. 
 
CONCLUSION AND RECOMMENDATION(S)  

The Board is asked note progress to date and discuss any issues or concerns. 

 

 

Appendices: 

• Appendix 1  - Trust Objectives 16-17 Q1 Report 
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Partnerships: Partnerships will be our strength

Performance: Performance matters

Objective 1 Lead Directors Timescale RAG Quarterly Progress Update

Michael Wright Mar-17 Green The financial position is on plan at month 3. Cost control 
measures continue to ensure that expenditure is robusltly 
controlled.

Bob Kirton Mar-17 Amber Programme forecast value currently £6.9m.  Monthly 
reporting to F & P.  There is an element of risk attached 
to the £6.9m due some schemes being unable to 
progress at the moment.  Work is being undertaken to 
identify contingency schemes to reduce the risk.

Richard Jenkins
Heather Mcnair
Michael Wright

Mar-17 Green Panels were established last year and continue to 
challenge all requests for agency spend.  A significant 
decrease in monthly agency costs has resulted from 
these measures.

Michael Wright
Bob Kirton

Jul-16 Green Governance group established who meet monthly after 
CIP Steering Group.  Senior CIP Accountant leading 
workstream.

Objective 2 Lead Director Timescale Quarterly Progress Update

Richard Jenkins Oct-16 Green Meeting scheduled for 4/8/2016 with NHSE 7 days 
regional service improvement lead and CCG to agree 
trajectories. 

Richard Jenkins tbc

Sept-16

Green Mortality review process being introduced.  National 
guidance still awaited.

Richard Jenkins
Heather Mcnair

Oct-16 Amber Work continues to be developed around site 
configuration.

Richard Jenkins
Heather Mcnair

Mar-17 Amber Safety huddles successfully embedded on 4 wards and 
being tested on a further 6 wards

Richard Jenkins
Heather Mcnair

Oct-16 Green Preferred supplier agreed.  Procurement process 
ongoing.
Project manager identified and recruitment to clinical 
posts being undertaken..  Steering group to commence in 
August 2016.

Richard Jenkins
Heather Mcnair

Mar-17 Amber Quarterly Progress Updates being presented at Patient 
Safety Group on all 2016/17 quality priorities and targets. 
Work underway to align the IPR with the targets to 
facilitate monthly reporting to Q&G against milestone 
trajectories. Local CBU quality priorities being agreed at 
CBU governance meetings. No known risks to 
achievement of quality priorities and targets by end March 
2017.

Achievement of all quality priorities & goals

Continuation of controls and actions to ensure a reduced agency spend inc compliance with 
the agency cap

Action plan for delivery of the 15 Carter recommendations re productivity & efficiency 
including procurement, estates, back office, pharmacy, pathology,  IT and patient flow.

Key actions

Ensure consistency in care 7 days a week inc delivery of 4 prioritised standards:
- Assessment within 14 hrs for all emergency admissions
- 7 day access to diagnostic services
- 24 hour access, seven days a week, to consultant directed interventions that meet the 
relevant speciality guidelines
- Twice daily review of patients in high dependency areas  & once a day in all areas 7 days 
per week

To introduce revised mortality review process in line with forthcoming NHS England 
guidance. To ensure lessons learnt from mortality reviews are introduced using the 
Deteriorating Patient Group and Patient Safety Panel.

Development of a medical HDU facility & Hot & Cold site

Continue to improve patient safety working with the Improvement Academy and AqUA with 
focus on safety huddles

Introduce technology to detect and manage the deteriorating patient

Patients: Patients will experience safe care

People: People will be proud to work for us

Key actions

Achievement of the Trust financial plan and control total.

Strategic Aims: 

Objectives 2016/17

Progress reported monthly via F&P and the IPR
Monthly achievement of targeted savings for agency/locum spend

Plan agreed with delivery of milestones and kpis

Delivery of the £7m CIP programme and income generation schemes.

Barnsley Hospital NHS Foundation Trust

BHNFT 2016-17 Vision, Aims and Objectives

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

Get the Trust back 
into financial 
balance 

Demonstrate sustained improvement on key patient safety indicators on a quarterly 
basis.

Provide high 
quality safe care,

Action plan developed to ensure standards are consistency delivered.  Progress 
reported quarterly via Q&G.

KPI to be determined once NHS England guidance published. Prior to that to 
continue to use HSMR and SHMI.
HSMR of 95 or less

System procured and implemented across all adult acute inpatient areas.

Quality measures and plan reported monthly to Q&G
Quarterly report against milestone trajectories.  

KPIs/Milestones

KPIs/Milestones

CIP progress reported monthly via F&P
Achievement of £7m Programme

Unit established as part of 2016/17 bed reconfiguration

Financial performance reviewed monthly via IPR

 
                             Pack pg no 195



Heather Mcnair Sept-16

Sept-16
Mar-17
Mar-17

Amber Perfect ward app developed and implmented in Q1 work 
onoging to define full dashboard for accreditation. 
Paediatric pathways - ongoing.  Location of combined 
ED/CAU yet to be agreed. Next meeting - 07.07.16
Dementia friendly areas: will be considered when any 
capital schemes agreed.
Monthly human factors session provided for staff to 
attend. Pilot of TeamSTEPPs underway on ward 23 and 
SDA. 

Objective 3 Lead Director Timescale Quarterly Progress Update

Karen Kelly Jul-16 Green Local Urgent Care improvement plan developed following 
improvement work in consultation with Monitor and ECIP. 
Actions feeding in to local SRG workstreams for in-flow, 
through-flow and out-flow with all LHE partners. S&T fund 
trajectories for ED performance delivered ahead of 
schedule across April, May and June with delivery for July 
on-track

Karen Kelly May-16
Sept 16
Mar -17 

Green Implementation on track for delivery of roll-out of 
Medworxx across late July and August. Training 
underway in key areas in Medicine. LHE partners updates 
via the LHE Medworxx implementation group. Bi-weekly 
reports will be received at ET from mid-July.

Karen Kelly
Lorraine Christopher

Apr-16
May-16
Oct -16
Mar-17

Green Improved process for GP presence in ED has been 
tendered with new provider now working wth BHNFT to 
tailor a service package to our needs. Front of house 
model integral to the hot/cold site reconfiguration plans 
due to be delivered in Q2/3 of 2016/17

Achievement of 4 hr access target
Progress reported monthly via F&P

Benchmarking, consultation & site visits
Pathways & layout agreed
Implementation date
Achievement of the 4hr access target

Implement and manage the bed utilisation tool "Medworxx" to ensure the most effective 
patient flow for Barnsley patients.

Integrated urgent care model at the front of house.

Implementation of Perfect Ward through Q1
Redefine Paediatric Pathways

Ensure all refurbished areas are Dementia friendly
Build quality improvement capacity and capability

Key actions

System wide urgent care action plan to deliver a sustainable performance against the 4 hour 
access target by the end of Quarter 1.

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

  
  

All wards to be accredited through quarter 2. 
Combined Paediatric ED and CAU and agreed pathways for children with minor 
injury/minor illness.    
All capital programmes to incorporate standards for Dementia friendly environments
Human factors training rolled out across clinical teams.  Training information 
management staff in SPC methodology.

KPIs/Milestones

Implementation plan finalised
Tool in place
Reduced LOS & bed days. Increased throughput (targets tbc)
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Objective 4 Lead Director Timescale Quarterly Progress Update

Karen Kelly
Bob Kirton

Mar-17 Green Planned service developments in orthopaedics and 
urology continue to progress.  Market share data to 
follow.

Karen Kelly
Lorraine Christopher

Apr-16
May-16
Oct -16

Green Consultation process underway in line with 
communication plan across July/August 2016. Final 
model and estates plans presented to ET in early July. 
On track for delivery in December 2016.

Heather Mcnair
Emma Parkes

Jul-16 Green Revised Communications and Engagement Strategy 
developed by Director of Communications & Marketing. 
Operational plan to support delivery of patient 
engagement to be developed by Head of Patient 
Experience.

Heather Mcnair Mar-17 Amber Qtr 1 FFT: 
In-patient - 97%
ED -  89%
Overall Maternity Service - 99%
Day Cases - 99%
Outpatients - 95%

Work is continuing with CBUs to improve FFT positive 
response rate including the scoping of different 
approaches for longer term solutions.

Karen Kelly May-16
June-16

Green Phase 1 of improvement plan delivered. Self check-in 
now in place with 53% of patients using the automated 
kiosks to book in. Centralised booking office and wating 
list coordinators in place. Specialty follow-up backlogs 
now clear in all areas. DNA position trustwide now at 8% 
with further improvements in key areas in line.

Provide a  good patient experience. Improve FFT response rate and achieve consistently 
over 90%, Demonstrate learning from concerns raised through quarterly LfE report. 

Delivery of the  Outpatients Modernisation Programme including a centralised outpatient 
service

Key actions

Ensure BHNFT is the first choice for services by improving access, improving relations with 
GP's and service development.

Hot and cold service site configuration to ensure improved quality and efficiency for patient 
flow.

To develop a strategic organisational approach to patient involvement and engagement to 
ensure learning from patient feedback, identification of common themes and to ensure 
patients have the opportunity to influence service delivery

Overall plan in place
Centralised booking office & waiting list coordination in place
Reduced DNA's to under 10%
Choose and book at 5 weeks for all specialties

Be the provider of 
choice for 
Barnsley and 
beyond Consultation & engagement

Plan agreed 
Phased Implementation starts

Market share for elective work up to 75%
 RTT delivered

FFT positive response  over 90%.  Measured quarterly.   
Improved inpatient survey results as agreed by Q&G

Strategy in place by July
Greater levels of patient engagement across a range of methods i.e. social media, 
face-to-face, membership levels.   (targets tbc)
Progress monitored monthly by Q&G

KPIs/Milestones
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Objective 5 Lead Director Timescale Quarterly Progress Update

Jose Fernandez Mar-17 Green Right People, Right Place, Right Time Action Plan 
2016/17 with quarterly progress reporting in place.  

Jose Fernandez Mar-17 Green Right People, Right Place, Right Time Action Plan 
2016/17 with quarterly progress reporting in place.  

Jose Fernandez Mar-17
May-16
Apr-16

Green The first cohort of passport to management was fully 
booked and evaluated well, the subsequent dates are 
oversubscribed. Nomination for the talent management 
programmes closed at the end of the appraisal round

Jose Fernandez
Emma Parkes

Apr-16
Mar-17

Green Staff Engagement Strategy approved by F&P July 16.  
Staff engagement group and terms of reference to be 
established to lead engagement action plan delivery.
QTR 1and Qtr 2 FFT has been completed, early 
preparations are beginning for the annual staff survey. Fit 
to care action plan with quarterly progress reporting in 
place.

Richard Jenkins Mar-17 Green Restructed education team in place.

Objective 6 Lead Director Timescale Quarterly Progress Update

Tom Davidson Jul-16 Amber Further work involved this is likely to slip back into end of 
year due to complications in Licensing with ICE..

Tom Davidson Jul-16 Complete Established…Complete.

Tom Davidson Aug-16 Green New reports are now available. Further automation and 
work is being setup to enable self service.

Tom Davidson Apr-16 Green Strategy completed.board approved 7/7/16. New 
Programme to be setup.

Tom Davidson Jun-16 Green Public wifi work has started with the council the trust is 
engaging with the council aspiring to use the same 
technology.

Tom Davidson Apr-16 Complete LDR Plans have been submitted..Complete.

Objective 7 Lead Director Timescale Quarterly Progress Update

Karen Kelly
Bob Kirton

Mar-17 Amber The CCG have facilitated the set up of a Multi-Care 
Provider (MCP) with local providers.  A governance 
implementation framework has been established to 
oversee the consolidated delivery of diabetes and 
respiratory care integration in 2016/17.  PMO Project 
Management support has been allocated in Q1 to deliver 
the project.

Bob Kirton
Diane Wake

Jun-16 Green Initial plans have been submitted.

Bob Kirton
Diane Wake

Apr-16
May-16

Green The shadow ACO Board is in place, discussions are 
ongoing re the extent of the Hospital's involvement.

Bob Kirton
Diane Wake
Richard Jenkins

Mar-17 Green WTP/STP/Vanguard work progressing and reported 
separately.

Emma Parkes Sep-16 Green Research undertaken into other Trust examples.  Website 
development capacity secured for 12 month period, to 
commence August 2016. 

Emma Parkes
Richard Jenkins

May-16
July-16
Mar-17

Green Research study conducted.  GP e-newsletter produced 
for issue July 2016.   GP Engagement Strategy on target.  
BEST event attendance and future monthly presence 
secured from Sept 2016 to showcase Trust 
Consultants/services

Work with local acute partners as part of the working together vanguard  

Produce a definitive Directory of Services that showcases what Barnsley Hospital has to 
offer. The directory will be online, up to date and give clear information to patients.

Agree strategic, organisational approach to GP engagement in order to maximise the Trust's 
reputation and relationships with GPs and ultimately, maximise GP referrals and market 
share of core services.

New ICT Strategy - 5 year programme to move towards Paperless 2020 and support national 
transformation strategies. Deliver a programme of work to manage the existing strategic 
projects.

Engage with the national Public Wifi Access Project to deliver digital benefits for patients and 
the public. 

Deliver and  support an Interoperability and Digital Roadmaps Strategy for the Barnsley 
Health Community and beyond.

Key actions

Implement integrated pathways for respiratory and diabetes services

Agree and  begin to implement the system wide sustainability and transformation plan for 
South Yorkshire

To improve the annual GMC survey of trainee experience

Key actions

Develop our ICE  solution for electronic discharges and all forms of requesting. This will 
deliver significant clinical and operational benefits.
Establish an optimisation and stabilisation programme for Lorenzo to ensure we support and 
train our staff to use the technology in the best possible way for improved patient outcomes. 

We will establish a self reporting culture in our information resources to improve local 
ownership of intelligence to support future design and operations. 

Work with local partners as part of a  shadow board to develop an accountable care 
organisation for Barnsley

Key actions

Develop and implement a plan to maximise the well-being and engagement of our staff whilst 
moving to a can do and inclusive culture

Strengthen plans to improve the leadership and management capability across the Trust.
CBU restructure to strengthen leadership
Delivery of leadership programmes: 
• Passport to Management
• Talent management programmes – Aspiring Talent and Ascending Talent

Develop a robust workforce plan so we can maximise our workforce capacity and capability 
and ensure we have the right skills mix and workforce redesign to meet the new models of 
care
Action plan to become the employer of choice, in order to recruit, retain and develop our 
workforce for the future

Plan in place by June 16
Workforce plan reviewed monthly via IPR, F&P and Workforce Grp

GMC survey actions and improvements inc CBU action plans

Plan in place by April 16
Workforce reviewed monthly via IPR, F&P and Workforce Grp

Workforce reviewed monthly via IPR, F&P and Workforce Grp
Staff survey measures

Ensure effective 
partnership 
working to 
provide 
sustainable  
health and care 
services for the 
local population.

KPIs/Measures

KPIs/Milestones

KPIs/Milestones

Workforce reviewed monthly via IPR, F&P and Workforce Grp
New CBU structure in place
Programmes start

Plan agreed by June 

Be the employer 
of choice and 
works towards an 
engaged and 
motivated 
workforce

Key Project deliverables / Collaborations and workshops.

Best use of 
existing and new 
technology

Submission of plans to NHS England.

Number of reports and dashboards available through self service

Research study conducted on primary care and analysis of issues
Strategy in place inc visits, events, information sharing and relationship building.
Market share for elective work up to 75%

KPIs/Milestones to be agreed

Deliver the Requests and reporting projects
100% of requests electronic
Improved Data Quality Metrics. Improved D1s.

Enable public Wifi in all BHNFT buildings.

Consultation with partners complete
Shadow Board in place

Directory produced, process for on-going updates agreed, marketing and distribution 
plan produced and executed inc milestones

Respond to service specifications with partners by April
Service starts March 2017
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 16/08/P-14  
 

BoD August 2016: Chairman  
 

SUBJECT: CHAIRMAN’S REPORT 

DATE: AUGUST 2016  

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Stephen Wragg, Chairman 
SPONSORED BY:  
PRESENTED BY: Stephen Wragg, Chairman 
STRATEGIC CONTEXT  

 

EXECUTIVE SUMMARY  

 

CONCLUSION AND RECOMMENDATION(S)  

The Board of Directors is asked to: 
a) receive, note and support this report  
b) invite and note any further reports on their activities from the wider Non Executive 

team. 
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BoD August 2016: Chairman  
 

Subject: CHAIRMAN’S REPORT Ref: BoD 16/08/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 be an issue that we are addressing, along with 

almost every other provider in the NHS, however the early indicators for this year 
reflect the improvements we have made. There are caveats as 2016/17 brings more 
challenges and more pressure from the centre to reduce the overall deficit. We must 
continue to make real progress with our deficit so we can contribute to the overall NHS 
savings. Our continued 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 turn this current situation around. I will keep reiterating this 
message as I think it should be constantly in people’s minds. Whilst we are bringing 
about our return to stability, we will not compromise on quality of care and patient 
safety. 

2.2 We must also continue to give confidence to our staff that the Trust is doing everything 
it can to improve patient experience and the quality of care our patients receive.  In 
addition we continue to pay tribute to all our staff for their valued work and their efforts 
to conceive new ideas to deliver better care.  

2.3 We must also be conscious of the continuing pressures on the hospital, including 
activity and cost improvement plans. It has become more difficult to ensure we keep 
on track to return to financial balance whilst protecting the quality of our services for 
our patients and meaningful staff engagement. 

3.  COUNCIL OF GOVERNORS 
3.1 On 13th July I attended the Council of Governors’ Finance & Performance sub-group, 

where we discussed a variety of issues that concern Governors, including staffing 
issues. Nick Mapstone, Ros Moore and Janet Dean were also present to continue to 
give assurance to Governors on their oversight of and challenge on these issues and 
highlight how they gain assurance on any issues that come through. 

3.2 On 14th July the Nominations Committee met to consider the recruitment of Non-
Executive Directors, recommendations from this meeting are in a separate paper to 
Council of Governors and will be discussed at their General Meeting in August.  

3.3 I have also begun a series of 1:1 meetings with Governors to have discussions on how 
they are developing in the role. 

3.4 On 27th July, Steve Long came into the Trust and shadowed me for the day to 
enhance his development. 

4. NEWS & EVENTS 
4.1 On 9th July I took part, with a number of staff and volunteers in the Mayors Parade, 

promoting both the charity and the Zombie Run. We raised over £200 by collecting on 
the day.   

4.2 On 13th July I attended the Accountable Care Organisation shadow board on behalf of 
the Trust.   
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4.3 On 29th July, the CEO and myself met with two of our local MP’s to keep them 
informed of the work the trust is doing and how we are meeting the challenges 
presented to us.  

4.4 On the same day I also joined colleagues to say goodbye to Tracey Helliwell, our 
Learning & Disability Nurse.  Tracey left the Trust after 31 years of valued service; she 
went with our sincere thanks and best wishes for her continued success in the future.  

4.5 31st July saw me attend Higham Methodist Church to receive a cheque donated from 
the Church activities to our charity.  

5. BARNSLEY HOSPITAL CHARITY  
5.1 The generosity of local people and the support for our Charity continues to grow. 

These are the latest figures for this financial year up to the latest balance at the time of 
writing. 

5.2 A point to record here is that the incubator in reception has so far raised a massive 
£20,000. Please note this figure, these are very difficult times for everyone but this 
shows that people are very generous when they understand how they can help others 
less fortunate than themselves. 

5.3 Donations       £83,093.82 
 Legacies        -  
 Other Income     -  
 Tiny Hearts    £211,086.96 
 
 
 
 

Stephen Wragg 
CHAIRMAN 
August 2016 
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

 

REPORT TO THE  
BOARD OF DIRECTORS REF: 16/08/P-16
 
SUBJECT:   HORIZON SCANNER  
DATE:          AUGUST 2016  

PURPOSE:  

 Tick as 
applicable   Tick as 

applicable

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: EMMA PARKES, DIRECTOR OF MARKETING & COMMUNCATIONS 
SPONSORED BY: DIANE WAKE, CHIEF EXECUTIVE 
PRESENTED BY: DIANE WAKE, CHIEF EXECUTIVE 

 
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 July 2016:  
 

 MY NHS/NHS Choices 
 NHS England and NHSI announce special measures interventions over finances  
 CCG efficiency targets increase 50 per cent on last year 
 63 trusts have been identified as over recruiting staff since 2014 and face financial 

penalties 
 Theresa May implements a restructure of the Department of Health ministerial team 
 Manchester aims to create a single provider of out of hospital services by April 2017 

and merge two major teaching trusts 
 Lord Carter: Community and mental health review to start in September 
 New GP role in STPs 

 
 

The Board of Directors is asked to receive the contents of this report for information. 
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Subject: INTELLIGENCE MONITORING/HORIZON 
SCANNING JULY 2016 Ref: 16/08/P-16

 
*please note that this is not an exhaustive report, submissions welcome to emmaparkes1@nhs.net 
Publication Detail Impact/ Action/ 

Owner / Will 
Board be 
involved? 

My 
NHS/NHS 
Choices  

MY NHS: All indicators ‘OK’ - Recommended by staff; Open and 
honest reporting; Infection control and cleanliness; Mortality rate; 
Food: Choice and Quality. 
NHS Choices User Rating – 3.5* (5* is Excellent) 
 
Feedback 
Excellent care and friendly staff 
We visited the medical outpatient gastroenterologist today. We 
couldn't navigate the hospital so a lovely volunteer walked with us to 
sign in. Another colleague then took us to the department. The Dr was 
so kind and knowledgeable but we needed bloods so attended 
phlebotomy who again were amazing. Having had recent awful 
experiences in some other trusts it was so refreshing to go to this 
hospital where literally all staff were happy and friendly and eager to 
help from literally the moment we walked in and from the volunteer to 
the consultant. 
 
Excellent service 
Had an appointment in gastro outpatients today and from start to finish 
the whole process was kind, thoughtful and positive. 
From entering and getting lost in the hospital when a wonderful 
volunteer went out of their way to help us, to the outpatients where the 
nurses were thoughtful and helpful. And the consultant who actually 
made me feel like a person not a number or statistic. Would 
recommend to anyone over Pinderfields and Dewsbury on the care 
you receive. 
 

Potential impact 
on reputation / 
All postings 
responded to / 
Board to note 
for information 

National 
media  

NHS England and NHSI announce special measures interventions 
over finances  
 
A new regime has been announced for trusts and CCGs who are not 
meeting their commitments to ensure NHS financial performance 
improves. Five trusts and nine CCGs have been put in the intervention 
regime, which forms part of a package of measures designed to 
improve NHS’s finances and ED performance.  
 
The five trust’s to enter special measures are:  

 Barts Health Trust 
 Croydon Health Services Trust 
 Maidstone & Tunbridge Wells Trust 
 Norfolk & Norwich University Hospitals FT 
 North Bristol Trust 

 
There are a further 13 trusts that have not agreed control totals and 
are planning for deficits. These may end up in the regime if there is 
not a resolution. They are: 

 Barnet, Enfield and Haringey Mental Health Trust 
 Imperial College Healthcare Trust 
 Cambridge University Hospitals Foundation Trust 
 East Midlands Ambulance Service Trust 

Board to note 
for information 
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Publication Detail Impact/ Action/ 
Owner / Will 
Board be 
involved? 

 Staffordshire and Stoke on Trent Partnership Trust 
 Wye Valley Trust 
 5 Boroughs Partnership Foundation Trust 
 Alder Hey Children’s Foundation Trust 
 University Hospital of South Manchester Foundation Trust 
 Dorset County Hospital Foundation Trust 
 Dorset Healthcare University Foundation Trust 
 Plymouth Hospitals Trust 
 Poole Hospital Foundation Trust 

 
Trusts will be considered for the regime in the future if they have not 
agreed a control total and are planning a deficit this year, if they have 
agreed a control total but are significantly off track, or if there is an 
“exceptional financial governance failure” such as fraud or irregularity. 
Once a trust is in special measures, NHS Improvement will arrange a 
rapid on site process to identify key issues and agree a recovery plan 
within a month. They will consider whether further regulatory action is 
needed, including removal of autonomy over key spending decisions 
or changes in leadership. 
 
The DH will also be able to “exchange surplus assets for cash for 
providers under a programme of financial special measures and does 
not intend to accept business as usual loan applications from these 
providers. Providers in special measures will not be able to lead on 
new care model vanguards or organisational transactions. To exit the 
regime a provider must have as a minimum a robust recovery plan 
and evidence of significant improvement within two months. 

National 
media  

CCG efficiency targets increase 50 per cent on last year 
 
Local NHS organisations are also going to be expected to agree two-
year operational plans by the end of December, with NHS England 
and NHSI set to release joint planning guidance in September. The 
financial targets set for clinical commissioning groups in 2016-17 
assume an average efficiency rate of 3 per cent, which is a 50 per 
cent increase compared to last year, with a view towards achievement 
of national financial balance. Targets for individual organisations have 
not yet been published. 
 

Board to note 
for information 

National 
media  

63 trusts have been identified as over recruiting staff since 2014 
and face financial penalties 
 
Trusts that have been identified as having “excess growth” on their 
pay bill can expect a proportion of this to be added to their control total 
targets for this financial year. 
 
The figure has been calculated by totalling pay growth between 2014-
15 and 2016-17, then subtracting a figure for inflation in each year and 
halving the result. NHSI has used inflation figures of 1.5 per cent for 
15-16 and 3.3 per cent for 2016-17. NHSI will work with providers to 
determine the final amounts.  
 
Work by NHS Improvement to develop new safe staffing guidelines 
following the suspension of NICE’s work in June last year would be 
used to support this effort with new metrics that will enable more 
appropriate benchmarking and assessment of required staffing levels.  
Trusts where the amount to save was less that £2m have been 
excluded as have trusts planning a surplus this financial year. 

Board to note 
for information 
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Publication Detail Impact/ Action/ 
Owner / Will 
Board be 
involved? 

National  
Media  

Theresa May implements a restructure of the Department of 
Health ministerial team 
 
Health secretary Jeremy Hunt remains in post with overall charge of 
all areas of health policy, with a particular focus on financial control 
and oversight of all NHS delivery and performance.  In addition he will 
now also lead on mental health and championing patient safety. 
 
New minister of state for health Philip Dunne, the second ranked 
minister in the department, will oversee hospital care, NHS 
performance and operations, NHS workforce, patient safety and 
maternity care. Mr Dunne was formerly a junior defence minister. 
 
Nicola Blackwood has been given the title under secretary of state for 
public health and innovation. She will lead on public health, health 
protection, technology, innovation and data. Ms Blackwood was 
previously chair of the science and technology committee, a role she 
held since June 2015. 
 
David Mowat has been appointed parliamentary under secretary of 
state for community health and care. He will lead on adult social care, 
carers community services, cancer, dementia, learning disabilities and 
all elements of primary care, including dentistry and pharmacy.  
 
Junior health ministers Jane Ellison and Ben Gummer have departed, 
moving to financial secretary to the Treasury and minister for the 
Cabinet Office respectively. Minister for community and social care 
Alistair Burt has also left the DH, after announcing his resignation from 
government. 
 
Life sciences minister George Freeman has left the DH to chair the 
prime minister’s policy board. Mr Freeman’s portfolio included the 
cancer drugs fund, the NHS digital drive, genomics, life sciences 
industrial strategy and driving the uptake of new drugs and medical 
technology. 
 

Board to note 
for information 

National 
media  

Manchester aims to create a single provider of out of hospital 
services by April 2017 and merge two major teaching trusts 
 
A local care organisation (LCO) will hold a single contract for all non-
acute care, encompassing community services, social care, 
prescribing and public health services, with a phased approach to 
transferring services over the next five years. The aim is for primary 
care to also be provided under the LCO with GPs “contractually 
linked” to the new provider. However, this will depend on GPs signing 
up to the government’s new “multispecialty community provider” 
contract. 
 
Under the plans to merge Central Manchester University Hospitals FT 
and University Hospital of South Manchester FT, the new merged 
organisation would not take on the community services currently run 
by the trusts. These would transfer in the LCO, along with those 
currently run in north Manchester by Pennine Acute Hospitals Trust. 
The intention is to establish a local care organisation which is capable 
of holding a single contract with commissioners for out of hospital care 
from April 2017. 
 

Board to note 
for information 
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Publication Detail Impact/ Action/ 
Owner / Will 
Board be 
involved? 

National 
Health 
Executive 

Lord Carter: Community and mental health review to start in September 
 
Work to review the operational productivity and performance of 
community and mental health trusts is due to start in September, with 
a suggested £5bn in efficiency savings to be made.  Trusts for review 
pilot have yet to be identified.  
 
Lord Carter said “Where we’ve got integrated providers, a good 
example would in fact be Sheffield, where the community is part of it, 
or where people have integrated,  will be to look at the service line 
costing and see where the benefits are, one of the things that seems 
to have come out is the differing specifications of CCGs. So, 
interestingly, you can pick out a mental health service in one area and 
it costs significantly more than another because the specification is 
different.” 
 

Board to note 
for information 

National  
release 

New role to raise role of 'GP voice' in STPs 
 
Twenty-nine GPs have been appointed to act as local ambassadors 
for the General Practice Forward View. 
 
The ambassadors, recruited by the Royal College of GPs, will cover 
the 44 sustainability and transformation plan patches in England and 
will aim to provide a GP voice within the STP process. They will also 
be asked to track developments within the GP forward view.  
 
Dr Ben Jackson has been appointed as Regional GP Ambassador for 
the South Yorkshire & Bassetlaw STP area.  
 

Board to note 
for information 
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SCHEDULE OF ACRONYMS 

Additional acronyms may be added as appropriate/on request 

A  
A&E Accident and Emergency 
A4C / AfC Agenda for Change 

ACCEA Awards Committee for Clinical 
Excellence Awards  

ACE Acute Care of the Elderly 
ACP Advance Clinical Practitioners 
ACS Additional Clinical Services 
ADS Annual Development Session 
AEC  Ambulatory Emergency Care 
AHP Allied Health Professions 
AHSN Academic Health Science Network 
AKI Acute Kidney Injury 
AMAC Ambulatory Medical Assessment Clinic 
AMU Acute Medical Unit 
AN Ante Natal 
ANP Advance Nurse Practitioner 
AOA  Annual Organisational Audit 
AQuA Advancing Quality Alliance 

ARCP Annual Review of Competence 
Progression 

AUP Acceptable Use Policy 
B  

BAEM British Association of Emergency 
Medicines 

BAF Board Assurance Framework 
BBE Bare below the elbows 
BCCG Barnsley Clinical Commissioning Group 
BFI Baby Friend Initiative  

BHNFT Barnsley Hospital NHS Foundation 
Trust 

BHSS Barnsley Hospital Support Services 
BMA British Medical Association 
BMBC Barnsley Metropolitan Borough Council 
BMJ British Medical Journal 
BoD Board of Directors 
BWCC Barnsley Women and Children’s Centre 
C  
CAP Community Acquired Pneumonia 
CAPEX Capital Expenditure 
CASU Controls Assurance Support Unit 
CAUTI Catheter-Associated Urinary Tract 

Infection 
CBU Clinical Business Unit 
CCG Clinical Commissioning Group 
CCU Coronary Care Unit 
C.diff Clostridium Difficile 
CD / 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 

EBITDA Earnings before interest, taxes, 
depreciation and amortisation 

ECIST Emergency Care Intensive Support 
Team 
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ECN Emergency Care Network 
ED Emergency Department 
EDD Estimated Date of Discharge 
EDS2 Equality Delivery System 
ENT Ear, Nose & Throat 
EOL End of Life 
EPAP Emergency Pathway Action Plan 
EPR Electronic Patient Records 
EqIA Equality Impact Assessment 
ESR Electronic Staff Record  
ET Executive Team 
EWS Early Warning Score 
EWTR European Working Time Regulation 
F  
F&P Finance & Performance 

FABULOS Fluids, Antibiotics, Blood Cultures, 
Urine, Lactate, Oxygen, Sepsis Six 

FBC Full Business Case 
FCE/FCSE Finished Consultant Episode 
FFCE First Finished Consultant Episode 
FFT Friends and Family Testing 
FPPR Fit & Proper Persons Requirement 
FPSG Finance & Performance Sub-Group 
FT Foundation Trust 
FTN Foundation Trust Network 
FQA Framework of Quality Assurance 
G  
GMC General Medical Council 
GP General Practitioner 
GUM /  
GU Med Genito-Urinary Medicine 

H  
H&S Health & Safety 
H&WB Health & Well Being 

HAPPY Harmonised Approval Process Pan 
Yorkshire 

HCA Health Care Assistant 
HES Hospital Episode Statistics 
HSE Health & Safety Executive 
HDU High Dependency Unit 
HR Human Resources 
HRG Health Resource Group (finance) 
HSC Health Service Circular 
HSMR Hospital Standardised Mortality Ratio 
I  
I&E Income and Expenditure 
ICU  Intensive Care Unit (also known as ITU) 

IFRS International Financial Reporting 
Standards 

IG Information Governance 
IP In Patients  
IIP Investors in People 
IHP Improving Hospital Partnerships 
IPC Infection Prevention & Controls 
IPR Integrated Performance Report 
IR1 Incident Reporting form   

IRMER Ionising Radiation - Medical Exposure 
Regulations  

ISS ISS Mediclean – cleaning contractors at 
the Trust  

IT Information Technology 

ITU  Intensive Therapy Unit (also known as 
ICU) 

IV Intravenous  

IWL Improving Working Lives 
J  

JNCC Joint Negotiating and Consultation 
Committee 

JTUC Joint Trade Union Committee 
KL  
K 000s (thousands) 
KPI Key Performance Indicator 
LA Local Authority 
LAC Local Awards Committee   
LCRN Local Clinical Research Network 
LDP Local Development Plan 
LHC Local Health Community 
LIA Listening into Action 
LIFT Local Improvement Finance Trust 
LINks Local Involvement Networks 
LOS Length of Stay 
LPMS Local Portfolio Management System 
LRC Learning and Resource Centre 
LTC Long Term Conditions 
M  
M Million(s) 
M&S Medical & Surgical  
MAG Model Appraisal Guide 
MAJEX Major Incident / Major Exercise 
MAT Maternity  
MDA Medical Devices Agency 
MDT Multi-Disciplinary Team  

MHRA Medicines &Medical Healthcare 
Regulatory Agency 

MIG Medical Interoperability Gateway 

MINAP Myocardial Infarction National Audit 
Programme 

MRI Magnetic Resonance Imaging 
MTAS Medical Training Application Service 
MYH Mid Yorkshire Hopsitals 
N  

NCEPOD National Confidential Enquiry into 
Perioperative Deaths 

NED Non Executive Director 
NEL Non-Elective 
NEWS National Early Warning Score 
NHS  National Health Service 
NHSE National Health Service England 
NHSE National Health & Safety Executive 

NHSLA National Health Service Litigation 
Authority 

NCISH National Confidential Inquiry into Suicide 
and Homicide  

NICE National Institute for Clinical Excellence 
NIMG NICE Initiation and Monitoring Group 
NIHR National Institute for Health Research 
NPAT National Patients Access Team 
NPSA National Patient Safety Agency 
NRLS National Reporting & Learning System 
NSF National Service Framework 
O  
OBC Outline Business Case 
ODP Operating Department Practitioners 
OH Occupational Health 
OHW Occupational Health & Wellbeing 

OJEC Official Journal of the European 
Communities 

OMFS Oral & Maxillofacial Surgery 
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OP Outpatients 

OPERA Older Persons Early Rehabilitation 
Assessment 

OPT Operational Performance Team 
OT Occupational Therapy 
PQ  
PA Professional Activities (4 hours) 

PACS Picture Archiving & Communications 
Systems 

PALS Patient Advice & Liaison Services 
PAS Patient Administration System 
PBR / PbR Payment by results (tariff system) 
PCT Primary Care Trust 
PEAT Patient Environment Action Team 
PEG Patient Experience Group 
PGME Post Graduate Medical Education 
PIU Planned Investigation Unit 

PLACE Patient Led Assessment of the Care 
Environment 

PLICs Patient level Information & Costing 
systems 

PN Post Natal 
PPI Public & Patient Involvement 
PR Public Relations 
PRASE Patient Reporting & Action for a Safe 

Envrioment 
PROMS Patient Reported Outcome Measures 
PSB Patient Safety Board 
PSM Patient Services Manager 
PTS Patient transport services 

QA Quality Assurance  
or Quality Account 

QGSG Quality & Governance Sub-Group 

QIPP Quality Innovation Prevention & 
Productivity 

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 Plans 
SUI Serious Untoward Incident 

SWYPFT South West Yorkshire Partnership 
Foundation Trust 

TUV  
T&C Terms & Conditions 

TIGER The Information Governance Education 
Recognition Award 

TTO Tablets to Take Out 

TUPE Transfer of Undertakings (protection of 
Employment) 

TWWMIB Together We Will Make It Better 
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 
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