
  
 

BoD April 2018: Agenda (PUM) 

 
A MEETING OF THE BOARD OF DIRECTORS 
WILL TAKE PLACE ON 26th APRIL 2018, 9AM  

IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL 

AGENDA 

 

No Item   Sponsor Ref 

1.  Apologies and Welcome 

S Wragg, 
Chairman 

 

2.  To receive any Declarations of interests Verbal 

3.  To approve the Minutes of the meeting of the Board of 
Directors held in public on 25th March 2018 

18/04/P-03 

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

18/04/P-04 

Strategic Aim: Patients will experience safe care 

5.  To receive and review latest Patient’s Story 

H McNair, 
Director of  

Nursing & Quality 
Presentation 

6.  To receive and approve the Chair’s Log for the Quality & 
Governance Committee  

R Moore, 
Quality & Governance 

Committee Chair 

 
18/04/P-06 

7.  
To receive and review the Chair’s Log on any escalation 
issues from the Executive Team (ET)  

Dr R Jenkins 
Chief Executive Verbal 

8.  To receive and endorse the Annual Mortality Report 
Dr S Enright 

Medical Director 
18/04/P-08 

9.  To receive and endorse the CQC Action Plan 
H McNair, 
Director of  

Nursing & Quality 
18/04/P-09 

10.  
To endorse year end review of the Board Assurance 
Framework 2017/18 

S Rudd, Trust Secretary 

18/04/P-10 

11.  
To endorse the year end review of the Corporate Risk 
Register 2017/18 

18/04/P-11 

Strategic Aim:  People will be proud to work for us  

12.  To endorse the report on Celebrating our People 
E Parkes 

Dir of Comms & 
Marketing 

 
18/04/P-12 

 
 

Strategic Aim:  Performance Matters 

13.  
To receive and approve the Chair’s Log for the Finance & 
Performance Committee 

F Patton 
Chair of Finance & 

Performance Committee 

18/04/P-13 
 

14.  To review the Integrated performance report (Month 12) 
B Kirton 

Chief Delivery Officer 
18/04/P-14 

15.  To receive and approve the Trust Strategy 2018-21 
B Kirton 

Chief Delivery Officer 
18/04/P-15 
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No Item   Sponsor Ref 

Strategic Aim: Partnership will be our strength 

16.  To receive and review the monthly report from the Chairman 
S Wragg 
Chairman 18/04/P-16 

17.  
To receive and review the monthly report from the Chief 
Executive 

Dr R Jenkins 
Chief Executive 18/04/P-17 

18.  To receive and review the latest Horizon Scanning report 
E Parkes 

Director of Comms & 
Marketing 

18/04/P-18 

 

19. In accordance with the Trust’s Standing Orders and Constitution, to resolve that 
representatives of the press and other members of the public be excluded from the remainder 
of the meeting, having regard to the confidential nature of the business to be transacted. 

 
Date of next meeting:   
- 24 May 2018, 9am  

 

   
Signed:  ………..……………………  
   CHAIRMAN 
 

Please see reference section at back of papers for key to business plan and glossary of terms/acronyms 
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REF: 18/04/P-03 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT  
 

 
MINUTES OF A MEETING OF THE 

BOARD OF DIRECTORS 
HELD ON 25th MARCH 2018  

IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL NHSFT 

PRESENT: 
  
Mrs K Firth Non Executive Director 
Mr P Hudson Non Executive Director                     
Dr R Jenkins Chief Executive 
Mr R Kirton Chief Delivery Officer 
Mrs H McNair Director of Nursing & Quality 

Mr F Patton Non Executive Director 
Mr S Wragg Chairman 
Mr M Wright Director of Finance  
  

IN ATTENDANCE: 

Dr J Bannister Deputy Medical Director 
Mr T Davidson Director of ICT 
Ms E Lavery Associate Director of HR 
Ms S Rudd Trust Secretary  
Ms M Hoyle Chief Executive, Barnsley Healthcare Federation 

 
 

 
18/37 APOLOGIES & WELCOME 

Members and Governors were welcomed to the meeting. 

It was noted that apologies had been received from Ms J Dean, Non Executive 
Director, Mr N Mapstone, Non-Executive Director and Dr S Enright, Medical 
Director.  
 

 

18/38 DECLARATION OF INTERESTS  

The standing declarations of interest from Mr Patton, Mrs Firth and Mr Kirton 
as Chair and Directors of Barnsley Facilities Services Limited (BFS), were 
received and noted.  

No other declarations were received in relation to the meeting’s agenda. 
  

 
 
 
 
 
 

 
18/39 MINUTES OF LAST MEETING (18/03/P-03) 

The Minutes of the meeting of the Board of Directors held in public on 22nd 
February 2018 were reviewed and accepted as an accurate record.  
   

 

18/40 ACTION LOG (18/03/P-04) 

The action log showing progress on matters arising from the last and previous 
meetings held in public was received and noted.   

Members noted that updates on a number of items on the Log would be 
reported separately under later agenda items.  

 
 
 
 
 
 
 

18/41 PATIENT’S STORY  
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Dr Srinivas, Consultant Obstetrician and Gynaecologist and Ms Y Akhtar, 
Mental Wellbeing Midwife attended the meeting to discuss their innovative 
perinatal mental health service for the care of women with mental health 
problems during pregnancy and for up to one year afterwards.  
 
The team is based in the hospital and works closely with the community and 
access team psychiatrists and health visitors, with support from the team in the 
hospital.  It is a national recommendation that every maternal unit should have 
a mental health midwife in post by 2017 and it is very pleasing that the Trust 
appointed a midwife in June 2015 and was the first district general hospital in 
Yorkshire to do so. Regular multi-disciplinary meetings are held which are well 
attended and ensures sharing of experiences and learning. 
 
Ms Akhtar related the story of Kirsty, who was 25 years old and her second 
pregnancy.  Previous experience had left her traumatised and with difficulty 
bonding with baby, and her mental health deteriorated quite significantly. 
During the postnatal period she became very anxious, and concerns were 
raised. Kirsty was prescribed anti-depressants and postponed another 
pregnancy. Four years later Kirsty decided to have another child.  During her 
second pregnancy her anxiety worsened very rapidly, she went to her GP and 
contacted the mental health access team. The team were able to support 
Kirsty with home visits, 1:1 support and coping strategies. 
 
Kirsty’s experience this time round was very different with the team in place 
with the right skills and knowledge, and providing a service that puts women 
first. Good links with the community have been built and a weekly antenatal 
clinic, run jointly by Dr Srinivas and Ms Akhtar has reduced hospital follow up 
as seamless service is provided. 
 
A ‘Mum’s in Mind’ group was set up in the community to provide support and 
has been highly beneficial for the mum’s who have attended. 
 
Board members thanked Dr Srinivas and Ms Akhtar for their excellent 
presentation and the work that they are undertaking with mothers to support 
their mental health.  Ms Moore enquired about the support for women and anti 
depressant medication.  There is a lack of awareness in this area and the team 
are becoming more involved, holding pre-conception clinics and sessions with 
GPs to discuss. Ms Firth asked about sharing learning and heard that the team 
attend symposiums and have regular input with staff on the ward.  
 
The Board also heard that a video on the service will be made, in conjunction 
with Barnsley College, which will be for the women of Barnsley. 
 
The Board thanked both Dr Srinivas and Ms Akhtar for their presentation and 
the continued excellent work. 

 
18/42 QUALITY & GOVERNANCE COMMITTEE (Q&G) (18/03/P-06) 

The Chair’s Log from the Committee meeting held in March 2018 was received 
and reviewed. Ms Moore (Committee Chair) presented the report and 
highlighted a number of key issues for note, including: 

 

• the Committee had received an excellent presentation on the BREATHE 
service as part of a follow up to review new models of care and the benefits 
provided.  

• The Committee had received and approved the Single Sex Accommodation 
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Statement of Compliance, which will now be published on the Trust 
website. The Committee commended the achievement of retaining single 
sex integrity at a time of unprecedented pressure. 

• The Committee also held a full discussion on Falls and the on-going work 
to prevent as many falls as possible. The work underway on Frailty and the 
focus in the Clinical Strategy is an integral element of this work. 

• A review of nurse recruitment and retention had taken place with an 
excellent report received with an analysis of exit interviews and retirement 
profiles. 

 

The Log was received and noted.  
 

18/43 AUDIT COMMITTEE LOG                                                              (18/03/P-07) 
 
Mr Hudson presented the Chair’s log for the Audit Committee meeting, on 
behalf of Mr Mapstone, noting that the Committee has discussed the 
preparation for year end audits, which are on track. The Committee also 
reviewed and commented on the Constitutional documents for Barnsley 
Facilities Services.  
 

 
 

18/44 EXECUTIVE TEAM LOG  
 
Dr Jenkins was pleased to report that the Trust had undergone an Investors in 
People assessment and has again received accreditation. This was a good 
piece of work which was coordinated by the Learning and Development team 
and the assessor has been invited back to the Trust to provide detailed face to 
face feedback. 
 
Dr Jenkins was also pleased to note that NHSI had met and have agreed that 
the Trust’s breach of licence for financial matters is to be removed. The Trust 
is therefore has no breaches against its licence. This is an excellent 
achievement and reflects the hard work of staff.  
 

 

18/45 CELEBRATING OUR PEOPLE (18/03/P-09) 

The Director of Communications presented the report which provides an 
update on the Trust’s Brilliant Award winners as part of the reward and 
recognition process for celebrating excellent work within the hospital. There 
are three award categories and the winners and nominees were highlighted 
and commended. Plans for the annual Heart Awards are well underway and 
will be an excellent evening of celebration of staff. 
 

 
 
 
 

18/46 CHAIR’S LOG – FINANCE & PERFORMANCE COMMITTEE (18/03/10) 

Mr Patton presented the Chair’s Log from the Finance & Performance 
Committee meeting held in March noting that Month 11 continues to be tight 
with the Trust achieving a deficit position that is £108k unfavourable to plan in 
month and £5k favourable year to date. STF funding for ED was not included 
within that position and there was also a release of some winter monies to 
cover additional winter cost pressures. The Cash position is slightly ahead of 
plan by £0.11m, at £1.7m and the Trust will continue to require distress 
funding. In terms of CIP, there was a slight underachievement in month, but 
the programme continues to over achieve year to date and remains forecast to 
deliver the targets set. Recurrency level has increased to 67%, and plans for 
the next financial year are already being worked up. There are 59 schemes in 
place, with 14 at full maturity. 
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Performance – the Trust continues to achieve key targets including 18 week 
and cancer however the A&E 4 hour target performance continues to be 
challenging, at 90.4%. This continues to affect elective work. 
 
Workforce – it was noted that the previous issue of BFS staff being included in 
Trust staff turnover rates has been corrected. Mandatory Training is just below 
the aspirational target and appraisal completion is on track. An area of focus 
for the Committee going forward are sickness levels and actions to support 
reduction with February being 4.64% and year to date being 4.1%. 
 
The Committee approved the Capital Plan for 2018/19, which will be presented 
to the Board as part of the overall Operational plan. A draft of the Operational 
Plan was also reviewed and the final version will be presented to the Board in 
April. A detailed presentation on Apprenticeships in the Trust was provided. 
There are already have 71 apprentices in place but the Trust is intending to 
increase that number next year.  
  
 

18/47 INTEGRATED PERFORMANCE REPORT (18/03/11) 
 
The Chief Delivery Officer presented the IPR and noted that it has been 
discussed in detail at Quality & Governance Committee and Finance & 
Performance Committee. It has also been discussed by the Governors, who 
received a presentation on the changes recently made. Feedback was positive 
and they felt that it supported them to hold Non-Executive Directors to account.  
 
The following points were noted: 
 
Quality 
 
Ms McNair highlighted the detailed discussion held at Quality & Governance 
Committee regarding Falls, Pressure Ulcers and C-difficile. Detailed work is 
on-going with analysis and updates being provided to the Committee. 
 
Workforce 
 

Sickness levels were discussed with the main reason cited for absence being 
anxiety, stress, and depression.  Stress related referrals to Occupational 
Health have been reviewed with 58 in January, reducing to 38 in February. 
Winter pressures have been challenging with staff moving between wards 
which has been a contributor. Advance planning for next year is underway to 
with a view to preventing the number of ward moves. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

18/48 CHAIRMAN’S REPORT (18/03/12) 

The Chairman’s report was received and noted and he drew particular 
attention to the Tiny Hearts Appeal and the excellent fundraising activities that 
are taking place. A number of events have been organised to include a 
Wingwalk and Tour de Yorkshire ride with excellent staff engagement. 
 
 

 

1849 CHIEF EXECUTIVE’S REPORT (18/03/P-13) 

Dr Jenkins’ report on regional and national news and updates on a range of 
activities undertaken as CEO since the last Board meeting held in public was 
received and noted.  

Dr Jenkins again acknowledged the recently received CQC rating of  ‘Good’- 
an excellent result for the organisation. He recorded his thanks to the Director 
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of Nursing and her team for their support during the inspection process. The 
rating, together with the results of the national staff survey and the investors in 
people accreditation will be used as a springboard for staff engagement.  

 
18/50 HORIZON SCANNER (18/03/14) 

The monthly Horizon Scanner was received and reviewed.  Ms Parkes drew 
attention to the latest postings on NHS Choices, the majority of which are 
positive and attract a 4.5 star rating. 

Ms Parkes also highlighted the recent national pay award announcement and 
further details are awaited. 

 

 

18/51 ANY OTHER BUSINESS & DATE OF NEXT MEETING.  
Comments from the governors 
 
Mr Conway – noted that the patient story was excellent and is good start to the 
meeting and provides learnings for everyone. 
 
Mr Brannan  commented that is was clear that the focus is on how the 
organisation can work better and with partners and that continuing 
performance, despite the pressures is a tremendous achievement by staff.  
 
The meeting closed at 12 noon and members were reminded that the next 
meeting of the Board of Directors to be held in public was scheduled for 26th 
April 2018.    
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REPORT TO THE BOARD OF  
BARNSLEY HOSPITAL NHSFT 

REF: BoD 18/04/2P-04 

 

BoD April 2018 :Action Log (PuM)   
 

SUBJECT: BOARD ACTION LOG 

DATE:  APRIL 2018  

PURPOSE: 

 
Tick as  

applicable 
 

 
Tick as 

applicable 
 For decision/approval  Assurance ✓ 

For review ✓  Governance ✓ 

For information ✓  Strategy   

PREPARED BY:  

SPONSORED BY:  

PRESENTED BY: Stephen Wragg, Chairman 

STRATEGIC CONTEXT  

 

EXECUTIVE SUMMARY  

 

RECOMMENDATION(S)  

 
The Board of Directors is asked to: 
a) note and approve reported progress and any verbal updates  and 
b) review any outstanding actions 
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Subject: Board Action Log Ref: BoD 18/04/P-04 

 

Key to RAG status 
 Action overdue or no update provided 
 Update Provided but action not complete 
 Update provided and action complete 
BoD April 2018 Action Log / 1 

 

ACTIONS ON AGENDA: Table 1  

Minute ref 
Meeting 

date 
Item Action Owner Due date Done Date Progress report 

RAG 
status 

 

18/26 
February 

2018 
Learning from 
Deaths 

Mortality report to be 
received at April meeting 
and to include an update 
for  HSMR and SHMI 

Medical 
Director 

April 
2018 

April 2018 Agenda item  

 
 
ACTIONS COMPLETED & CLOSED SINCE LAST MEETING: Table 2 
Minute 

ref 
Meeting 

date 
Item Action Owner Due date Done Date Progress report 

RAG 
status 

18/07 
January 

2018 
Audit Committee Log 
– Risk appetite 

Board workshop on 
organisational risk appetite 
to be arranged 

Trust 
Secretary 

March 2018 
April 2018 

 

Date to be agreed 
March Update: discussions 
held with external facilitator 
to scope, final date to be 
arranged 
April Update: 
Added to Board 
Development plan 

 

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

ref 
Meeting 

date 
Item Action Owner Due date Done Date Progress report 

RAG 
status 

17/158 
October 

2017 
Comms & Marketing 
– quarterly report 

Development of 
communication 
whiteboards being 
progressed - for staff and 
patient data 

Dir of 
Comms & 
Marketing / 
Dir of ICT 

April 
2018 

 

Cost effective solution 
being sought due to 
financial constraints this will 
be actioned as soon as 
possible. 
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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 April 2018 Action Log / 2  
 

 
 
 
 
 
 
 
 
 

 

Abbreviations/acronyms:  
• ACS – Accountable Care System 
• BAF – Board Assurance Framework 
• CCG – Clinical Commissioning Group  
• CQC – Care Quality Commissioning Group 
• CIP – Cost Improvement Programme 
• Comms – Communications 
• CRR – Corporate Risk Register 
• Dir – Director 
• EqIA – Equality Impact Assessment  

• ET – Executive Team 
• F&P – Finance & Performance Committee 
• FPSG – Finance & Performance Sub-Group (Governors) 
• ICT – Information & Communications Technology 
• IPR – Integrated Performance Report 
• Q&G – Quality & Governance Committee 
• QGSG – Quality & Governance Sub-Group (Governors) 
• VTE – Venous Thromboembolism 
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/04/06 

 
SUBJECT: QUALITY & GOVERNANCE ASSURANCE REPORT   

DATE: APRIL 2018  

PURPOSE: 

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Susan Rudd, Trust Secretary 
& Ros Moore, Non Executive Director/Committee Chair 

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

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

STRATEGIC CONTEXT 

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

EXECUTIVE SUMMARY 

This report provides information to assist the Board with obtaining assurance about the quality of care 
and rigour of governance.  From the Q&G Committee’s meeting held in March, key issues highlighted 
included: 

 Presentation from the Trauma & Orthopaedics Team on Surgical Site infections and action plan 

 Review of quarterly report on pressure ulcers, annual infection prevention plan and annual 
summary mortality report 

 Latest mortality data, highlighting that mortality rates are in line with expectations 

 Review of the latest Integrated Performance Report, noting the continuing pressures and the 
increase in falls, pressure ulcers and non achievement of the 4-hour wait A&E target – see Log 

 Regular review of the Nursing & Midwifery staffing report – see log 

 Receipt of the Clinical Strategy 2018-21 which will now be finalised 

The Minutes and Chairs’ logs from committee subgroups, the Board Assurance Framework and the 
Corporate Risk Register were also subject to regular review.   
 
RECOMMENDATION (S) 

The Board is asked to note the attached Log. 

 

Pack Page 11



 

CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
 
Committee / Group:  Quality & Governance Date: 18/4/18 Chair: Ros Moore 

 
Ref Agenda Item Issue and Lead Officer 

Receiving Body, i.e. 
Board or Committee 

Recommendation/ Assurance/ 
mandate to receiving body 

1 

Presentation – 
Surgical Site 
Infection in 
Trauma & 
Orthopaedics 

A presentation was received from the Trauma & Orthopaedic 
team on Surgical Site Infection, recognising that this is an 
outlier for the Trust. Analysis reveals that for each of elective 
hip replacement, knee replacement and fractured neck of 
femur the Trust is above the national benchmark. The small 
numbers were acknowledged and that one case can put us 
above national average. 
 
Following an audit the need for an Arthroplasty Nurse was 
identified and the post was filled in October 2017. have been 
put in place but staffing is an issue.  There is no single cause 
of part of care that is a problem and review against the 
Onetogether toolkit identified 14 overarching actions for 
improvement. 
  
The Committee commended the team on recognising the 
outlier status and putting place actions and that 
improvements are already being seen.  There is still work to 
do however and the Committee requested a further update in 
order to review progress.  

Board of Directors To note 

2 Transition Unit 

The Chair of the Committee had visiting the unit, spending 6 
hours on the ward and discussed falls, pressure ulcers etc. 
and the key performance indicators for the unit.  It was an 
extremely informative visit. 

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

Recommendation/ Assurance/ 
mandate to receiving body 

3 
Executive Team 
Chair’s Log 

 An update regarding Retinal screening backlog was 
provided – NHS England are satisfied with the progress and 
a wider piece of work around capacity in the service is being 
undertaken.  

Board of Directors For Assurance 

4 
Guardian of 
Safe Working 

Dr P Rao, the Trust’s Guardian of Safe working attended the 
Committee and provided an update on process and 
reporting. Reporting has increased, mainly linked to winter 
pressures, around hours of work and rest. Engagement has 
increased through the Junior Doctors forum, but attendance 
has been reduced recently, again due to service pressures. 
 
There were no patient safety concerns identified and the 
information from the reporting will be used as part of the 
escalation planning for next year. 
 
 

Board of Directors For Assurance 

5 

Integrated 
Performance 
Report 
(M12) 

Key points on quality and safety included: 
- Continuation of service pressures 
- Good performance in Referral to Treatment targets 

and Cancer standards 
- Fall reduction not achieved and there will be further 

focus on this area by the Committee 
- Two serious incidents reported in month 
- 4-hour A&E target continues to be a challenge 

although improving 

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

Recommendation/ Assurance/ 
mandate to receiving body 

6 
Pressure Ulcers 
– Quarter 4 
report 

The quarter 4 report on Pressure Ulcers was received and 
the Committee noted the reduction in grade 2 pressure 
ulcers and the downward trend for grade 3 pressure ulcers.  
There has been one grade 4 pressure ulcer in the quarter 
and a robust root cause analysis carried out.  There are a 
number of learnings arising from the analysis. 
 
Theatre Care Pathway continues with lots of work by the 
Tissue Viability teams. There is a focus on escalation wards 
and carrying out risk assessments. 
 
It was pleasing to hear that the team have been shortlisted 
for two Health Service Journal awards for pressure ulcer 
prevention.  

Board of Directors For Assurance 

7 

Mortality Report 
and Annual 
Mortality 
Summary 
Report 

The monthly mortality report continues to show mortality 
below target with an improvement in crude mortality, 
particularly at weekends. Disease specific indicators have 
been reviewed and it has been agreed that that there will be 
a focus on Acute Kidney Injury (AKI), to replace pneumonia 
and to continue to monitor sepsis. 
 
Learning was discussed and the need to link to other 
committees, which is now taking place. 
  
The Annual Mortality Summary Report was received which 
shows that weekend working appears to be having an impact 
with weekend mortality reduced. Members queried as to why 
HSMR & SHMI diversify when this has not been the case. 
The work underway by the Frailty Team regarding advanced 
care planning is expected to help.  

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 
Health & Safety 
Group 

Data validation within the Health & Safety Information Report 
was discussed as staff on long term sick or left the 
organisation were still included. The Clinical Business Units 
and HR leads are to validate the data. 
 
Issues of stress for staff and escalation wards is to be 
address through the planning underway for next year. 
 
The Health & Safety Management Policy was reviewed and, 
as a new policy, was recommended to the Board. 

Board of Directors 

For Assurance 
 
 
 
 
 
 
For Approval 

9 
Infection and 
Prevention 
Annual Plan 

The Committee noted that the annual C-diff target had been 
met, with 13 cases in year. There had been 2 cases of 
MRSA. The target for next year as been set as 12 for C-diff, 
with MRSA at 0. 
 
The Committee noted the report and the actions being taken, 
with good work being seen on pneumonia. 

Board of Directors For Assurance 

10 
Nursing & 
Midwifery 
Staffing 

The monthly nursing and midwifery staffing report was 
received, noting a reduction in wards from 6 to 4 with staffing 
below 80%.  
 
Reliance on agency staff continues due to pressures to 
ensure all wards are covered and it was noted that there 
were 13 new starters in the period.  
 
A review of alternative terms and condition and overtime 
payments is taking place in line with feedback from staff. 
 

Board of Directors For Assurance 

11 
Clinical 
Strategy 

A revised Clinical Strategy 2018-21 was received, having 
been updated based on feedback received. The Strategy will 
now be finalised. 

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

Recommendation/ Assurance/ 
mandate to receiving body 

12 
CQC Action 
Plan 

An update against progress for the CQC Action Plan arising 
from the recent inspection was received. This is a trust-wide 
action plan and has been submitted to the CQC. 
 
Engagement meetings are being held with the CQC and are 
an opportunity to show case improvements and gather 
evidence.  
 

Board of Directors For Assurance 

13 
Draft Quality 
Account 
2017/18 

The draft Quality Account was reviewed based on the 
mandated format for reporting. Some areas are still to be 
finalised once year end data is available. 
 
It was reported that the local indicator for audit, as chosen by 
the Council of Governors, is VTE assessment. 

Board of Directors  For Assurance 
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1.0 Introduction 
 

In hospital, adult in-patients often require fluid therapy (intravenous or subcutaneous) 

to prevent or correct problems with their fluid and/or electrolyte status. Throughout 

this document, the term ‘fluid therapy’ will refer to intravenous (IV) fluids only, unless 

specifically stated. 

 

Too little or too much fluid or the wrong type or composition for a given situation can 

cause considerable patient harm, prolonging hospital stay and even causing death. It 

is estimated that as many as 1 in 5 patients suffer harm due to inappropriate fluid 

administration (NICE 2013).  Deciding on the optimal fluid amount, composition and 

rate to be delivered, however, is not always straightforward and can be quite a 

complex task.  It is imperative that fluid therapy decisions must be tailored according 

to an individual patient’s fluid status and that any fluid delivered is reassessed in a 

timely manner and, if need be, promptly adjusted or stopped, depending on the 

clinical situation being dealt with. 

 

The development of Acute Kidney Injury (AKI) is a significant complication that often 

closely mirrors fluid status and type of fluid delivered.  It is estimated that up to 30% 

of AKI cases are preventable through simple measures such as addressing fluid 

status and medicines management (e.g. withholding medication that can damage the 

kidneys or worsen a low blood pressure state) (NCEPOD 2009).   AKI causes over 

100,000 deaths per year in England.  AKI also contributes to a significant long-term 

mortality and morbidity risk in survivors, through the development of Chronic Kidney 

Disease (CKD) and associated chronic poor health conditions.  The costs of AKI in 

terms of lives lost, long-term morbidity and financial cost to both the patient and the 

NHS is substantial.  AKI is estimated to cost the NHS over £1 billion per year. 

Prevention, early recognition and prompt intervention / management of AKI, which 

includes drastically improving fluid prescription and balance monitoring, is key to 

tackling this huge problem. 

 

Accurate fluid prescription and fluid balance is NOT just about reducing AKI cases 

and harm.  Fluids and fluid monitoring impacts on every single aspect of patient 

care from worsening pneumonia, to poor wound healing, to increasing falls and 

confusion.  It is vital that all staff in the Trust, from non-registered nurses to 
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consultants, appreciate the importance of this, and that staff act to ensure that fluid 

prescription is appropriate and that fluid balance monitoring is accurate and quickly 

acted upon.  By paying close attention to these basic tasks, many lives will be saved!   

 
 

2.0 Objective 
 

The Trust requires that prescription and monitoring of fluid management of patients 

is accurate, as too little or too much fluid is associated with significant harm and 

worse patient outcomes including death.  

 

This document aims to guide clinicians and all nursing / clinical staff in the 

management of intravenous fluid therapy in adults (>16 years of age) and is based 

on current NICE guidance (2013).  Subcutaneous (s/c) fluid management will also be 

addressed. 

 

Please refer to appropriate policies and consult with senior clinicians for guidance 

and prescribing of intravenous fluids in special circumstances / complex patients 

(e.g. cardiac failure, liver failure, AKI, obstetrics, pregnancy, head injury, diabetic 

ketoacidosis and those patients who are critically ill). 

 
  

3.0 Scope of Policy  
 

This operational policy will ensure that all emergency admissions, high risk patients 

and those receiving intravenous / subcutaneous fluids will have appropriate fluid type 

and volume prescribed, and that accurate fluid balance monitoring and 

documentation is undertaken.   

This policy also promotes steps in conjunction with the Trust AKI Bundle, to prevent 

and recognise early fluid, electrolyte and AKI complications with prompt medical 

escalation and intervention if identified. 
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4.0 Policy  
 

 

Why is fluid balance monitoring and prescription important? 

 

For many years, there has been little emphasis nationally on the importance of fluid 

balance monitoring and prescription. Often, fluid prescription has been left to the 

most junior doctors of a team, who have had little teaching or experience.  It is only 

until recently that the CONSEQUENCES of inappropriate fluid prescription e.g. too 

little or too much for a given situation has been realised.  Many patients in the UK 

are suffering potentially life-changing and/or threatening harm as a result of the 

choices surrounding what fluids they have received.  As you will see, one size does 

not fit all.  Fluid prescription needs to be tailored to an individual patient and to the 

fluid situation they are in.  It also needs to be reviewed regularly, as situations 

change.  Fluid prescription on the ward is often simple but can be complex, requiring 

senior medical input to get right.    

Fluid balance monitoring forms part of our first line of defence in hospital, alongside 

the national early warning score (NEWS) system.  Fluid balance monitoring, when 

done accurately and well, helps to keep our patients safe, as it can allow any subtle 

deterioration in the patient’s observations to be detected early and, if escalated and 

acted upon in a timely manner, potentially will prevent harm and/or further 

deterioration.  Again, similar to fluid prescription, fluid balance monitoring has been 

neglected by both nursing and medical staff in the UK for many years, with either 

group not taking monitoring seriously or appreciating its importance.  There is also 

an assumption that staff who are responsible for actually undertaking fluid balance 

monitoring or acting upon it, are competent to do so.  This may not be so, as many 

staff may never have had any training on the importance of monitoring and what 

standard of documentation and review is expected. This is something as Trust we 

are trying hard to remedy. 

Fluid balance monitoring is not just about Acute Kidney Injury (AKI), it is far from it.  
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4.1  Fluid Basics:  The Goldilocks Principle of Fluids 

What the medical team prescribes (type), how much (volume) and over what time 

frame (rate) for a given situation has to be JUST RIGHT!  Too little or too much fluid 

will cause harm.   

 

What the nursing team administer (type) and over what time scale (delivery) has to 

be JUST RIGHT TOO! 

 

Doctors and nurses NEED TO WORK TOGETHER to keep fluid management 

appropriate and safe. 

 

Too little fluid may cause: 

• Thirst, dehydration and in severe cases, seizures. 

• Confusion and  delirium 

• Increased Venous Thromboembolism (VTE - DVT & PE) events 

• Poor wound healing 

• Pressure ulcers 

• Longer hospital stays and greater hospital financial expense 

• Increased chances of dying during hospital admission 

• Acute Kidney Injury (AKI) 

 

Too much fluid may cause: 

• Overload, which can worsen or cause heart or breathing failure 

• Oedema (swelling of body) which can contribute to poor mobility and an 

increased falls risk 

• Poor wound healing, ileus, pressure ulcers 

• High salt (sodium chloride) content => worsen oedema / water retention in 

tissues, high chloride (Cl)- intake causes AKI 
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4.2  What Medical Staff need to consider when prescribing fluid: 

1. Assess the patient (e.g. fluid balance status, observations, fluid plan) 

2. Does my patient need IV or S/C fluid? 

3. What is the reason for fluid or patient situation? 

a. Resuscitation 

b. Replacement (Redistribution) 

c. Routine Maintenance 

4. What type of fluid does my patient need? 

5. How much fluid (ml) and how fast (ml/hr)? 

6. Reassessment / Update daily Fluid Plan 

 
4.3  Fluid Prescription:  What fluid to give and when 
 
When deciding on what fluid to prescribe, the patient’s clinical ‘fluid balance’ situation 

needs to be taken into account. For most ward patients, the following table can be 

used to guide fluid administration.  It is important that any fluid prescribed must be 

reassessed and plans changed if needs be.  Sometimes fluid needs can be complex.  

Please seek senior medical advice early in such situations.  

 

 *Warning*:  Any fluid given has the potential to cause harm, if given inappropriately.  

NICE recommends 0.18% saline / 4% glucose with additional potassium for 

maintenance, as this fluid is excellent for providing all daily requirements.  This fluid 

is SAFE to use providing it is used within specified parameters to prevent 

hyponatraemia e.g. use only in adult patients. DO NOT use in children, never 

bolus, never use faster than 100ml/hr, always use a fluid pump for delivery, 

use an alternative fluid if a patient’s sodium is less than 132mmol/L.   

 

Please read the IV/SC Fluid Table overleaf now: 
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4.4  Medical Teams: Fluid Prescription and Balance Record (Key Facts) 

Fluid balance monitoring can help identify any deteriorating patient early.  Delays in 

recognition may result in significant patient harm and even death.  Medical teams 

must take fluid balance monitoring seriously and act quickly when problems arise.  

Old behaviours and practices need to change!   

 

The Trust Fluid Prescription and Balance Record booklet has been developed to 

bring together all aspects of fluid prescription and monitoring into one place. 

 

• The booklet must be started in ALL emergency adult in-patient 

admissions, any elective major operations and/or those receiving IV/SC 

fluids, and continued for at least 72 hrs 

• Emergency in-patients, by definition, are a high-risk group for fluid, AKI and 

electrolyte disorders.  This is why ALL emergency patients have a booklet 

started.  Please review fluid booklets at least daily. 

• Any elective surgical Day Case patients (<12 hrs in hospital) can have fluid 

prescribed on their blue anaesthetic theatre booklet only.  Day Case Medical 

patients (<12hrs in hospital) on AMAC may use the single day AMAC fluid 

sheet, provided they have no ongoing fluid/AKI issues. 

• The use of fluid balance monitoring may be de-escalated by Senior Doctors 

at 72 hrs if the patient is stable; not receiving IV fluids.  It is important that 

medical teams do this if fluid balance monitoring is deemed not necessary, as 

it will help reduce nursing workload! 

• Yellow areas of the 3-day and 7-day booklets highlight areas that are for 

medical documentation, including patient details and dates.  Please complete. 

• The Urea and Electrolytes Table on the front page of the booklets is a very 

useful resource, if completed.  As a minimum, please write in admission 

bloods, creatinine baseline and subsequent abnormal values. 

• Medical Fluid Plan:  NICE requires that patients on IV fluids should have a 

daily fluid plan.  This is difficult to achieve practically in everyone.  Please try 

to do a brief daily plan in those patients, who are high risk, have ongoing fluid, 

electrolyte and/or AKI issues. 
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• All fluids are prescribed according to patient situation and previous guidance 

table.  It is important to reassess patients after any fluid given and plan 

changed accordingly.  Please prescribe in ml/hr.   

• Fluids (e.g. Plasmalyte, 0.9% Saline, 0.18% saline/4% glucose,  

5% glucose), Blood products (e.g. Red cells, Fresh Frozen Plasma, 

Cryoprecipitate), Phosphate Polyfusor and Sodium Bicarbonate MUST 

BE PRESCRIBED IN THE FLUID BOOKET 

• All other fluid infusions (e.g. 10-50% dextrose infusions +/- insulin sliding 

scale), other electrolytes (e.g. magnesium sulphate) and other drugs / drug 

infusions MUST BE PRESCRIBED IN THE PATIENT’S DRUG KARDEX  

• 1 bag of fluid may be carried over into the next day on the daily record of 

infusion therapy section.  Any further fluid bags need to be prescribed on the 

next day’s section.  A phosphate polyfusor and sodium bicarbonate dose 

could also be carried over into the next day.    

• Please review the Fluid Balance Record at least daily.  As a minimum please 

review when the patient last passed urine / urine output, 24h Intake, 24h 

Output and Total 24h-Balance for the day.  If these are not being recorded, 

you must discuss reasons why with nursing staff in-charge.  Ideally, these 

issues should be documented in the Fluid Plan Box. 

• If a non-catheterised patient has not passed urine for over 8hours this needs 

to be investigated, as it may indicate a problem e.g. AKI.  If patients are 

ambulatory, please ask them to measure their urine volumes and inform them 

of the reasons why it is important to do so.  

• In catheterised patients, a fall in urine output of less than 0.5ml/kg/hr for 6 

consecutive hours (<150-300mls total, depending on patient weight) may be 

indicative of AKI development (see AKI section) and needs prompt escalation 

and intervention. 

• Ensure that the fluid booklet is filed as a booklet so that a full day’s fluid 

prescription and balance can be seen in one go.  If the chart if filed or folded 

over, it can result in fluid being missed and mistakes being made. 
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4.5  Nursing Teams:  Fluid Prescription and Balance Record (Key Facts)   
 

Non-registered and Registered Nurses are literally on the ‘coal-face’ of fluid balance 

monitoring.   You are the eyes and ears of the team.  The quality and accuracy of 

fluid balance measurements and what is actually being recorded can make the 

difference between a patient getting better or being harmed / dying from a fluid-

electrolyte problem!  The importance of fluid balance monitoring traditionally has 

been grossly underappreciated by all team members and this concept needs to 

change, to encourage reporting, early problem recognition and prompt medical 

escalation & intervention.  If nursing staff are unsure about the standards expected 

for undertaking fluid balance monitoring, please speak to the nurse in charge or 

senior nurses, and refer to this policy and the detailed standards document for more 

information. 

 
In a ward area: Any IV fluid over 250ml must be delivered via a pump.   

 

Exceptions are in recovery, theatres, or delivery suite where there is constant 

observation.  Blood products and S/C fluids are NOT delivered via a pump but 

by specific gravity sets.   

 

Do not delay resuscitation fluid delivery in an emergency where the patient is being 

observed and a pump is not immediately available.  Give the fluid in this instance, 

and then seek a fluid pump for the next fluids required.   

 

Fluid pump delivery helps ensure that what the medical team actually prescribes for 

fluid is actually delivered at the specified rate / volume and time period.   ALWAYS 

use a fluid pump for any fluid containing potassium / glucose – no exceptions. 

 

Do NOT bolus 0.18% Saline/4% glucose EVER!  If a fluid bolus is required despite 

maintenance fluid, use plasmalyte (or 0.9% saline) for boluses.  See Fluid Guidance 

Table and Standards document for more information. 

 

Any nursing fluid or AKI issues can be communicated in the 24h plan box and /or 

written in the patient’s notes.  Please do this.  Abbreviations on the balance chart 

e.g. PUT, NPU are to be discouraged as they are not helpful in determining overall 
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balance.  Please quantify where possible what the urine output is etc.  If output is 

truly unknown, write ‘unknown’ and write why it is unknown, either in the ‘comments 

box’ and/or Fluid plan box.  YOU MUST QUANTIFY WHY the urine output is 

‘unknown’ as the medical team may be able intervene to improve the situation.  The 

term ‘unknown’ is useless if reasons why are not given. 

 

Please weigh (kg) patients on admission and then at least 1x per week. 

 

Insensible loss estimates are now not routinely documented as this can lead to 

anuria being unrecognised and delay intervention.  The medical team should take 

into account any significant insensible losses (e.g. if a patient is feverish with high 

sweat losses) when prescribing replacement fluid.  

 

Please document fluids received / fluid intake in ml/hr.  Do not document fluid 

received ‘ahead of time’ as this can lead to awkward scrutiny if problems arise and 

greatly diminishes the usefulness of the fluid booklet.  

 

Please file the fluid booklet as it is designed e.g. do not fold the back over.  When 

used as a booklet as intended, the whole day’s fluid prescription and fluid balance 

can be viewed.  If it is folded back, fluid prescribed can be missed, not carried over 

or written on wrong days.  All areas in blue are for nursing documentation.  Please 

complete patient demographics if not already done. 

 

Non-registered nursing staff may complete the fluid balance documentation, 

provided they are able to undertake fluid balance monitoring accurately and 

understand the importance of doing this job well and escalating early if any problems 

arise.   It is important that registered nurses on the ward take ultimate responsibility 

for fluid balance record documentation and to sign that the record is true and 

accurate every 6hours.  It is important that this task is done to ensure the standard of 

fluid balance documentation is fit for purpose and to hopefully allow early 

identification of any fluid balance issues.  Registered nurses need to act if fluid 

balance monitoring is poor and, if need be, escalate to senior ward nurse for support 

to resolve.  As a minimum, the total intake and total output (including urine 

output) should be totalled every 6hrs with any issues escalated immediately.  If 
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there are problems with achieving this measurement, reasons why MUST be 

documented and problems escalated to nurse in charge and/or medical team. 

 

Please use standard hospital beakers / jugs to improve accuracy of intake estimates. 

When documenting fluid balance, use chart abbreviations for fluids given e.g. 

Plasmalyte (PL), 0.9% saline (NS), 0.18% saline-4% glucose (184DS) as the chart 

columns are small.  If many drugs are given over an hour, it is more important that 

the final volume delivered is documented rather than all individual drugs.  In this 

circumstance, write ‘Drugs’ and then the volume in ml. 

 

It is important to Escalate if a patient who does not have a catheter has not passed 

urine, or urine output is ‘unknown’ for over 8hrs to the nurse in-charge and then the 

medical team,.  Escalate to the medical team if, in catheterised patients, urine output 

is low for 6 consecutive hours (<0.5ml/kg/hr for 6 consecutive hours, or volume less 

than 150-300ml total depending on weight) as this may indicate AKI development.  

 

Some patients are extremely difficult to undertake fluid balance monitoring e.g. in 

those who are uncompliant, confused, incontinent.  In such circumstances, please 

document and inform the medical team of the problems faced.  Estimates of urine 

output may be achieved by weighing incontinence pads (see Standards document) 

as grams = ml.  Such estimates are better than nothing at all.  Daily weighing of 

patient’s may help estimate fluid losses. 

 

In patients who are competent but still do not wish to comply with fluid balance 

monitoring, despite staff explaining the reasons why monitoring is so important, then 

please document this lack of compliance in the notes. 

 
The Resuscitative Fluids Box can be used to document Emergency Department (ED) 

total balance and any intraoperative blood loss.  Such volumes need to be 

incorporated into the daily fluid balance. 

 

24h Total Intake is calculated by adding up all the 6hrly Total intakes for the day 

e.g. IN1+IN2+IN3+IN4 in ml 
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24h Total Output is calculated by adding up all the 6hrly Total outputs for the day 

e.g. OUT1+OUT2+OUT3+OUT4 in ml 

 

The [TOTAL 24h-BALANCE = 24h Total Intake - 24h Total Output]  

 

Please try to undertake / complete fluid balance monitoring the best you can, it 

really will make a difference to patient’s outcomes 

 

4.6.  Acute Kidney Injury (AKI):  Importance 

•  AKI is an abrupt decline in renal function over hours or days.  It is defined by an 

acute rise in blood creatinine levels and / or a fall in urine output. 

• AKI replaces the old term Acute Renal Failure.   

• The KDIGO 2012 classification is used nationally to describe the severity of AKI: 

Stages 1, 2 and 3 (most severe). 

• AKI is estimated to be associated with over 100,000 deaths per year in 

England! 

• 1 in 5 emergency admissions will have AKI 

• 60% of AKI cases will start in the community 

• At least 30% of all AKI cases are PREVENTABLE. This accounts for a 

significant number of patients who may be harmed or even die unnecessarily 

every year! 

• The presence of AKI increases a patient’s chances of dying during an 

emergency admission significantly from about 3% without AKI, to over 16% with 

AKI-1 and over 30% for AKI-2 or AKI-3 (see graph).   

 

• Many patients who develop AKI never regain their normal renal function again, 

with some going onto develop chronic kidney disease with all its associated poor 

healthcare burden e.g. increased risk of being hypertensive, increased risk of 

stroke / heart attacks, increased need for long-term renal replacement therapy 

(dialysis) 

• Simple interventions such as accurate fluid balance monitoring, holding certain 

drugs, ensuring a patient is drinking enough have the greatest potential to 

prevent AKI in the first place and / or further deterioration. 
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• Frail, older and vulnerable patients are most at risk of AKI.   

 

• All emergency admissions are high risk for AKI development. 

 

Prevention, early identification and prompt intervention is key in order to 

reduce the number of deaths caused by AKI.  Medical and nursing teams need 

to work closely together to improve our patients’ outcomes 

4.7  AKI Prevention: 

• Assess AKI risk factor presence.   

• Undertake Medicines Review and hold/stop/reduce dose of drugs that may 

cause or worsen AKI when a patient is ill e.g. NSAIDS (ibuprofen, naproxen), 

ACEi (ramipril), trimethoprim, gentamicin, metformin, radiological contrast etc. 

• Ensure patients are adequately hydrated 

 
4.8  AKI Recognition: 

• The ICE Pathology reporting system will flag up any AKI identified from a 

patient’s creatinine levels.  Please act quickly if an AKI e-alert is received and 

confirm presence clinically.  Erroneous AKI alerts can sometimes occur, so 

please assess whether the alert is true and accurate.    

• Inform senior medical staff immediately on AKI identification.   

• Contact the Acute Response Team (ART) if a patient is identified as having 

an AKI-2 or AKI-3 

 
 
 
 
 
 
 
 

• Sometimes AKI can be identified from urine output monitoring hours before 

the lab AKI e-alert.  This is why fluid balance monitoring is so important and 

why there must be a low threshold for investigating any urine output issues 

and why doctors and nurses need to take monitoring seriously! 
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• The Trust AKI Bundle needs to be started and followed in every patient who 

develops AKI.  Please file / staple this bundle with the patient’s fluid booklet 

and document AKI presence in the patient’s medical notes. 

 
4.9  Management of AKI: 

 

AKI is a medical emergency.  Use the Trust AKI Bundle (see appendix) and the 

‘STOP’-AKI acronym to guide AKI management.  It is important to ensure that on 

AKI recognition that the patient is resuscitated and care escalated to senior medics 

(Reg/Consultant) and if need be appropriate specialities e.g. Critical Care, Renal 

(Sheffield) and/or Urology.  The majority of AKI cases will be able to be managed on 

the ward.   

 

Treat any AKI complications immediately (e.g. hyperkalaemia, acidosis pH<7.25, 

uraemia, acute pulmonary oedema) and refer early to renal/critical care/urology if 

poor response to initial management.  (See Appendix) 

 

• Simple investigations must be done (e.g. urine dipstick, repeat lab 

bloods, bladder scan).   

• Try to identify a cause of AKI.  (See appendix).   

• If no cause has been found within 24hrs then an urgent renal tract 

ultrasound is warranted.   

• If an infected kidney is suspected (pyonephrosis), then this is a 

urological emergency and needs urgent renal imaging within 6hr (e.g. 

renal tract ultrasound or non-contrast CT KUB).   

• If vasculitis suspected or rarer cause, contact the patient’s consultant and 

Renal Team (Sheffield) for advice.  Order an Intrinsic renal screen (see ICE 

requests, Immunology).  Do not send routine intrinsic renal screens as they 

are often negative and are expensive.  Only send if clinically indicated and 

parent consultant approves. 
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5.0 Roles and Responsibilities 
 

Post / Group  Details 

 
Medical Director  
 

 
Overall responsibility for fluid prescription and 
balance policy with regard to medical compliance 
 

 
Director of Nursing and 
Quality 
 

 
Overall responsibility for fluid prescription and 
balance policy with regard to nursing compliance 
 

 
Fluid and AKI Lead 
 

 
Review and maintenance of associated policy, and 
coordination of resources to ensure that the Trust is 
compliant with national and NICE guidance.  
 
Assurance reporting through Deteriorating Patient 
Group  
 

 
All Consultants  
 

 
Any fluid prescription needs to be treated with the 
same degree of respect as any prescribed 
medication as detailed in the GMC Good Medical 
Practice (2013).  All consultants must ensure that all 
fluid prescribers in their team meet standards set out 
in this document and NICE.   
 
Consultants are ultimately responsible for in-patient 
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fluid prescription and balance requirements of 
patients in their care, including daily fluid plan.  
Delegation of fluid prescription, monitoring and 
reassessment to junior medical staff can be made 
but must remain under consultant supervision.   
 
Consultants have a responsibility to ensure that they 
are familiar with this policy and are up to date with 
NICE fluid and AKI guidance. 
 
All consultants have a responsibility to prevent and 
promptly act on any AKI identified including 
complications and to ensure that the Trust AKI 
Bundle is followed every time.  
 

 
Medical Staff / ANPs / Acute 
Response Team (ART) 
 

 
Responsibility to ensure that they are familiar with 
this policy and up to date NICE fluid guidance and 
that they comply with these recommendations when 
prescribing intravenous and subcutaneous fluid 
therapy 
 
Any fluid prescription needs to be treated with the 
same degree of respect as any prescribed 
medication as detailed in the GMC Good Medical 
Practice (2013).  
 
To intervene and escalate to senior colleagues and 
appropriate specialities should any fluid / AKI 
complications arise. 
 
To discuss high risk cases and/or patients with AKI 
with the pharmacy team to ensure patient 
medications are reviewed and appropriate for the 
situation  
 
To inform General Practitioner (GP) of any fluid / AKI 
complications on discharge and to ensure good 
discharge documentation via D1 system, including 
highest AKI severity stage during admission and 
what interventions were done and AKI follow-up 
planned. 
 

 
Registered Nursing and 
Midwifery staff   

 
Monitoring and documentation of fluid balance and 
appropriate and timely escalation (within 1hr) if any 
fluid and electrolyte complications arise. 
 
Delegate responsibilities accordingly and 
countersign the fluid balance chart six hourly to 
ensure accuracy of documentation to maintain 
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patient safety. 
 
Adherence to the NMC The Code for Nurses and 
Midwives  
 
Have a responsibility to ensure that fluid pumps are 
used always for any fluid containing potassium and 
glucose and ideally for any volume delivered over 
250mls. 
 
To work with Medical Equipment Library and 
portering staff to ensure fluid pumps are promptly 
returned after use to ensure more efficient use of 
hospital pump resources 
 

 
Non-Registered Nursing Staff  

 
Responsible for accurate monitoring of fluid balance 
and documentation on the wards.   
 
To escalate quickly to the responsible registered 
nurses any fluid and electrolyte abnormalities 
identified. 
 
To encourage patients to comply with fluid balance 
monitoring particularly in the sick but mobile patients 
 

 
Pharmacy Staff 

 
Monitoring of fluid prescription and supply of fluid 
products 
 
Be aware of this document and advise best practice 
to nursing and medical staff accordingly 
 
Undertake medicines review in patients who are at 
high risk of fluid, electrolyte and AKI complications 
and/or who have AKI.  Inform medical and nursing 
teams about ‘sick-day’ rules and help prevent AKI 
and its progression.   
 
To provide advice on stopping, holding, or adjusting 
medications in the presence of AKI or those at high 
risk of AKI development. 
 
Advise on medication use in patients with chronic 
kidney disease (CKD) and those who are on dialysis 
 

 
Allied Health Professionals 
(e.g. Dieticians, 
Physiotherapists, 
Occupational Therapists, 

 
Documentation of fluid balance (input / output) and 
escalation of any concerns relating to fluid balance 
and electrolytes to medical / nursing staff 
responsible.   
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SaLT)  
 

 
Haematology / Blood 
Transfusion CNS  
 

 
Aware of policy and advise accordingly 

 
Laboratories / Pathology 
Staff 

 
Ensure prompt analysis and reporting of U and E’s 
(including chloride), ensuring appropriate alerts are 
in place (e.g. AKI alerts, abnormal results, etc.) 
 
All AKI-2 and AKI-3 patients trigger phone call to 
ward lead registered nurse responsible 
 
All AKI alerts data to be reported to National 
Database 
 

 
5.1 Role of Individual Staff  
 
Individual staff members are responsible for:  
 

• Ensuring they are competent, within their scope of professional practice, to 
accurately undertake the support of hydration and the recording / assessment 
of fluid balance in accordance with the individual fluid management plans and 
this Trust policy.  

 

• Ensuring they document all fluid input and fluid output accurately in 
accordance with best evidence based practice and local Trust policy.  

 

• Ensuring they acknowledge any limitations in their knowledge and 
competence and seek further training as appropriate to their role.  

 

• Ensuring they report anomalies or concerns promptly to a senior nursing or 
medical colleagues, whichever is more appropriate.  

 

• Ensuring they are competent in the use of all equipment (including fluid 
pumps) necessary for the support of hydration and accurate monitoring of 
fluid balance and that they take appropriate actions where faulty equipment is 
identified.  

 
 

6.0 Associated documentation and references 
 
This section should detail literature searches and references that have been used to 
develop the document. 
 
It should also detail references to any associate policies, protocols or procedures in 
place that impact on its implementation. 
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7.0 Training & Resources 
 
Training for unqualified staff is delivered by the clinical skills educator 
 
Medical and nursing staff will be trained in their clinical areas by cascade training 
until the development of an e-learning training module. 
 
Further resources can be accessed via the Trust intranet: see A-Z and then follow: 
AKI, Fluids and Electrolyte Management Link. 

 

8.0   Monitoring and Audit 
 

This section should describe how the author intends to monitor and/or audit the 
document to ensure it is fit for purpose and being implemented. 
 
The Table below helps to focus the author on the monitoring requirements and must 
be used for all Policies.  The table must be complete for all the minimum 
requirements of the relevant criteria within the Standards Manual.  Assistance can be 
obtained from the Governance Lead. 
 
Minimum 
requirement 
to be 
monitored 

Process for 
monitoring 
e.g. audit 

Responsible 
individual/ 
group/ 
committee 

Frequency 
of 
monitoring 

Responsible 
individual/ 
group/ 
committee for 
review of 
results 

Responsible 
individual/ group/ 
committee for 
development of 
action plan 

Responsible 
individual/group/ 
committee for 
monitoring of action 
plan and 
Implementation 

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

9.1      Recording and Monitoring of Equality & Diversity  
 
This section is mandatory and must include the statement below 
  
The Trust understands the business case for equality and diversity and will make sure that 
this is translated into practice. Accordingly, all policies and procedures will be monitored to 
ensure their effectiveness.  
  
Monitoring information will be collated, analysed and published on an annual basis as part 
Equality Delivery System.  The monitoring will cover the nine protected characteristics and 
will meet statutory duties under the Equality Act 2010.  Where adverse impact is identified 
through the monitoring process the Trust will investigate and take corrective action to 
mitigate and prevent any negative impact. 
  
The information collected for monitoring and reporting purposes will be treated as 
confidential and it will not be used for any other purpose. 
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Appendix 1 

 
Equality Impact Analysis  

Template 
 

INITIAL ASSESSMENT STAGE 1 (part 1) 

 
Department:  

Corporate 

 

Division:  

Title of Person(s) 
completing this form: 

Dr Steve Lobaz, 

Consultant in 

Anaesthetics and 

Intensive Care 

Medicine,  Fluid 

and AKI Lead 

Deborah Firth, 

Resuscitation 

Manager 

Paula 
MacDonald, 
Senior Tissue 
Viability Nurse 
Specialist 

New or Existing 
Policy/Service 

New 

Title of 
Policy/Service/Strategy 
being assessed: 

Adult Fluid 

Prescription and 

Balance Record & 

Acute Kidney Injury 

(AKI) Operational 

Policy 

 

Implementation 
Date: 

Jan 2018 
 

What is the main purpose 
(aims/objectives) of this 
policy/service? 

 
The Trust requires the accurate prescription and monitoring of fluid 
management of patients, as too little or too much fluid is associated 
with significant harm and worse patient outcomes. 
 
Adherence to NICE guidance CG173 
 
 

Will patients, carers, the 
public or staff be affected 
by this service? 
Please tick as appropriate. 

 Yes No If staff, how many individuals/which groups of staff 
are likely to be affected?  Patients x  

Carers   

Public   

Staff x  
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Have patients, carers, the 
public or staff been 
involved in the 
development of this 
service? 
Please tick as appropriate. 

Patients x  If yes, who did you engage with? Please state below: 
 Carers   

Public   

Staff x  

   

What consultation 
method(s) did you use? 

Via deteriorating patient group  

 
DATA COLLECTION AND CONSULTATION 
 
1a In relation to this service/policy/procedure – Do you currently record/have any of 
the following patient data? 

Protected Characteristic Indicate yes or No If Yes – State where Recorded 

Age y Lorenzo  

Sex y Lorenzo 

Ethnicity y Lorenzo 

Religion or Belief y Lorenzo 

Disability n  

Sexual Orientation n  

Gender Re-assignment n  

Marriage & Civil Partnership y Lorenzo 

Pregnancy & Maternity y Lorenzo 

Carer Status n  
Please indicate Yes or No 

 

Pack Page 42



27 

 

 

Equality Impact Assessment Stage 1 PART 2 
What does this data tell you about each of the above protected characteristics? Are 
there any trends/inequalities?  
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
What other evidence have you considered? Such as a ‘Process Map’ of your service 
(assessment of patient’s journey through service) / analysis of complaints/ analysis of patient 
satisfaction surveys and feedback from focus groups/consultations/national & local statistics 
and audits etc. 
 
 

 

NICE guidance CG173 
Local data collected by the AKI and Fluid Lead  
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Equality Impact Assessment Stage 1 PART 3 

ACCESS TO SERVICES 

What are your standard methods of communication with service users? 

Please tick as appropriate. 

Communication Methods Yes No 

Face to Face Verbal Communication x  

Telephone x  

Printed Information (E.g. leaflets/posters)  x 

Written Correspondence  x 

E-mail x  

Other (Please specify) via the intranet site  x  

 

If you provide written correspondence is a statement included at the bottom of the 

letter acknowledging that other formats can be made available on request? 

Please tick as appropriate. 

Yes No 

  
 

Are your staff aware how to access Interpreter and translation services? 

Interpreter & Translation Services Yes No 

Telephone Interpreters (Other Languages) x  

Face to Face Interpreters (Other Languages) x  

British Sign Language Interpreters x  

Information/Letters translated into audio/braille/larger print/other 
languages? 

x  

 

ACCESS 

Please tick as appropriate 

Is the building where the service is located wheelchair accessible? Yes No 

Does the reception area have a hearing loop system?  x 

Does the building where the service is located have a unisex wheelchair 
accessible ‘disabled toilet? 

x  

Does the building have car parking space reserved for Blue Badge 
holders? 

x  

Does the building have any additional facilities for disabled people such as 
a wheelchair, hoist, specialist bath etc.? 

x  

Does the building/hospital sire where the service is provided have access 
to prayer and faith resources? 

x  
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EQUALITY IMPACT ASSESSMENT – STAGE 1 (PART 4) 

Protected 
Characteristic 

Positive 
Impact 

 
 

High 
Low 

None 

Negative 
Impact 

 
 

High 
Low 

None 

Reason/comments for positive 
Impact 

 
 

Why it could benefit any/all of the 
protected characteristics 

Reason/Comments for Negative 
Impact 

 
Why it could disadvantage 

any/all of the protected 
characteristics 

Resource 
Implication 

 
Yes / No 

Men  
High 
 

None     
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

Women  
High 
 
 

None    

Younger 
People (17 – 

25) and 
Children 

Low  High   This policy is adult specific; 
however, paediatric guidance is 
available on the NICE website 
and Trust intranet 

Older people 
(60+) 

 
High 
  
 
 

None   Majority of AKI occurs in the over 
65  

Race or 
Ethnicity 

 
High 
 

None   

Learning 
Disabilities 

High None   

Hearing 
impairment 

High None   

Visual 
impairment 

High None   

Physical 
Disability 

High None   

Mental Health 
Need 

High None   

Gay/Lesbian/Bi
sexual 

High None   

Trans High None   

Faith Groups 
(please specify) 

Low  
 
 
 

High   Blood and blood 
products for patients 
following the Jehovah’s 
Witness faith. If a patient 
has stated that they do 
not wish to receive blood 
and blood products and 
they have the capacity 
to make this decision or 
in the case of incapacity 
have a completed 
Advance Decision 
Document (ADD), then 
this decision needs to be 
respected, regardless of 

outcome. 
Marriage & 

Civil 
Partnership 

 
 
none 
 

None   

Pregnancy & 
Maternity 

 
 
yes 

High   Specific fluid prescribing for 
pregnant women’s 
They have their own guidelines  
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Carer Status  
 
None  
 

None   

Other Group 
(please specify) 

 
 
 

   

Applies to ALL 
Groups 

 
 
 

   

 
INITIAL ASSESSMENT (PART 5) 

 
Have you identified any issues that you consider could have an adverse (negative) 
impact on people from the following protected groups? 
 
IF ‘NO IMPACT’ IS IDENTIFIED Action: No further documentation is required. 
 

IF ‘HIGH YES IMPACT’ IS IDENTIFIED Action: Full Equality Impact Assessment 
Stage 2 Form must be completed. 
 
 
YES 
 
(a) In relation to each group, are there any areas where you are unsure about the 
impact and more information is needed? 

 

The Jehovah’s Witness patient based upon their understanding of Bible verses that 

say to ‘Abstain from blood’ refuse: 

• Whole Blood 

• Plasma (FFP, LyoPlas, Octaplas) 

• Platelet 

• White Cells  

• Red Cells  
Please note that each Jehovah’s Witnesses patient will make their own individual 

choice regarding plasma derivatives. 

Crystalloid and colloid fluid replacement is acceptable to Jehovah’s Witnesses.  

Please see the BNHFT policies: 

• Guidelines for Refusal of Blood Products 
• Guidelines for the clinical management of children and young people who 

refuse (or the person with parental responsibility on their behalf) blood 
transfusions and or blood products 

• Guideline for Women who Refuse a Blood Transfusion or Blood Products 
Link below to the sharpepoint site 

http://departments/blood/Shared%20Documents/Forms/AllItems.aspx 

For further information or clarification on these matters the Hospital Liaison 

Pack Page 46

http://departments/blood/Shared%20Documents/Forms/AllItems.aspx


31 

 

Committee for Jehovah’s Witnesses is a 24 hour free service.   

BHNFT main contacts are  

Richard Colley 

richardcolley@sheffield-hlc.org.uk  

07598 957852 

Gilbert Vasey 

gilbertvasey@sheffield-hlc.org.uk  

07785 237145 
 
Or via the hospital switch board  
 

 

(b) How are you going to gather this information? 

 
Consultation with the Hospital Liaison Jehovah Witness Committee –  completed by email and then a 
meeting  
 
 
 
 
 
 
 

 
(c) Following completion of the Stage 1 Assessment, is Stage 2 (a Full Assessment) 
necessary? YES 

 
 
Assessment Completed By: ……….……………….. Date Completed: ……..….…… 
 
Line Manager ……………………………..     Date…………………………….. 
 
Head of Department ………………………     Date…………………………….. 
 
 
When is the next review? Please note review should be immediately on any  
amendments to your policy/procedure/strategy/service. 

1 Year 2 year 3Year 
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STAGE 2 – FULL ASSESSMENT & IMPROVEMENT PLAN 

MUST be completed if any negative issues have been identified at stage 1 
Protected Characteristic What 

adverse 
(negative) 
impacts were 
identified in 
Stage 1 and 
which 
groups 
were 
affected? 

What changes or actions 
do you recommend to 
improve the service to 
eradicate or minimise the 
negative impacts on the 
specific groups identified? 

Lead Time-scale 

Women  
Men  
Younger People (17-25) 
and Children 
 
Older People (50+) 
Race or Ethnicity 
 
Learning Disability 
 
Hearing Impairment 
 
Visual Impairment 
 
Physical Disability 
 
Mental Health Need 
 
Gay/Lesbian/Bisexual 
Transgender 
 
Faith Groups (please 
specify) 
 
Marriage & Civil 
Partnership 
----------------------------------- 
Pregnancy & Maternity 
--------------------------------- 
Carers 
 
Other Group (please 
specify) 
 
Applies to ALL Groups 

 
Children <16 
 
 
 
 
 
 
 
 
 
Jehovah’s 
Witness faith 
 
 
 
 
 
 
 
 
 
 
 
 
 
---------------- 
Special 
considerations for 
pregnant women  
----------------------- 

Requires own fluid policy 
specifically for children  
 
 
 
 
 
 
 
 
 
 
 
 

Blood and blood products for 

patients following the 

Jehovah’s Witness faith. If a 

patient has stated that they do 

not wish to receive blood and 

blood products and they have 

the capacity to make this 

decision or in the case of 

incapacity have a completed 

Advance Decision Document 

(ADD), then this decision 

needs to be respected, 

regardless of outcome. 

 
 
 
Included  in the policy  

CBU 3  6 months  

     

Title of Service/Policy being assessed:  
Adult Fluid Prescription and Balance 

Record & Acute Kidney Injury (AKI) 

Operational Policy 

 

Assessment Date:  
01.12.2017 

Is the service/policy aimed at a specific 
group of users? 

All staff responsible for the administration 
and monitoring of fluid input and output  
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How will actions and proposals be 
monitored to ensure their success? 
Which Committee will you report to? (i.e. 
Divisional DQEC / Governance Meeting). 

The audit of the policy will be presented at  the 
deteriorating patient  group meeting  

Who will be responsible for monitoring 
these actions? 

 
AKI and Fluid Lead  
 
 
 

 

 

 
Appendix 2  Glossary of Terms used within Policy and Chart abbreviations 
List all terms used within the policy and provide a summary of what the term means 
 

 
Fluid Prescription & Balance Chart Abbreviations (listed below fluid balance 
table):   
 
NS   = 0.9% Saline 
184DS = 0.18% Saline / 4% Glucose 
5D  = 5% Glucose  
PL  = Plasmalyte 
Hart  = Hartmans 
Gelo  = Gelospan 
Alb  = Albumin  
RBC  = Red Cells 
FFP  = Fresh Frozen Plasma 
Plat   = Platelets  
Cryo   = Cryoprecipitate 
ABX   = Antibiotic 
PN   = Parenteral Nutrition 
Phos   = Phosphate  
NaHCO3 = Sodium Bicarbonate   
 
Other abbreviations include: 
 
ACEi   Ace Inhibitors 
AKI   Acute Kidney Injury 
ANP   Advanced Nurse Practitioner 
APTT  Activated Partial Thromboplastin Time  
ARBs  Angiotensin receptor blockers 
BE  Base Excess 
BLD  Blood 
BP   Blood pressure 
Ca2  Calcium 
CKD   Chronic Kidney Disease 
CRP   C-Reactive Protein 
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eGFR   Estimated Glomerular Filtration Rate 
Fib  Fibrinogen 
FiO2  Fraction of Inspired Oxygen 
Glu   Glucose 
HCO3  Bicarbonate 
ICE  Integrated Clinical Environment 
IV   Intravenous 
K+   Potassium 
Kcl   Potassium 
Ket   Ketones 
Kg   Kilogram 
Leu  Leucocytes 
M, C&S Microscopy, culture and sensitivity 
Mg2  Magnesium 
ML  Millilitre  
NA+  Sodium 
NIT  Nitrates 
NSAIDS Non-steroidal anti inflammatory drugs 
PaO2  Partial pressure of arterial oxygen 
pH  Potential hydrogen 
PRO  Protein 
ProCal Procalcitonin 
PT  Prothrombin 
S/C  Subcutaneous delivery 
SG  Specific gravity 
U and Es  Urea and electrolytes 
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Appendix 3 
 
Supporting Documentation 
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Composition of common IV Fluids:    The decision to use a particular IV fluid type should be based on the clinical situation 

the patient is in (e.g. Resuscitation, Routine, Replacement).  If fluid is for Routine Maintenance, then NICE guidance attempts to 

match a patient’s daily water (30ml/kg/day), electrolyte (Na+, K+, Cl- 1mmol/L/day) and sugar needs (50-100g/day) to that of what 

contained in each bag.  (See Barnsley Fluid Ward Guidance in Adults Table 
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1.0 Introduction 

Sepsis in children is a preventable major cause of death in developed or Industrialised countries with 

a mortality rate of 2-10% in healthy children and 8% in chronic patients. There has been drive from 

CQC, NICE and other organisations to have a policy for sepsis. This policy is developed with a robust 

consultation process and taking relevant guidelines into consideration.  

2.0 Objective 

This policy covers the recognition and early management of sepsis including initial treatment,  early 

monitoring, escalating care and liaison with other teams and EMBRACE Transfer team. This can be 

used for training and education of doctors, nurses and other health professionals.  

3.0 Scope of Policy  

This Policy applies to all clinical practitioners that have a role in assessing or managing paediatric 

patients in Barnsley District General Hospital. 

THE POLICY 

Recognising and responding to the septic child or young person 

4.1 DEFINITIONS or sepsis: 

AN infection is described in the international paediatric sepsis consensus conference is positive 

culture, microscopy, or PCR test caused by any pathogen OR a clinical syndrome associated with a 

high probability of infection, as evidenced from clinical examination, imaging, or laboratory tests.  

Sepsis – Infection and  Systemic Inflammatory Response Syndrome (SIRS) 

Severe sepsis – Sepsis plus one of the following: cardiovascular dysfunction OR acute respiratory 

distress syndrome OR - Two or more other organ dysfunctions (respiratory, renal, neurologic, 

hematologic, or hepatic). 

Septic shock: severe sepsis plus hypotension  

Refractory septic shock: if shock persists despite 60 ml/kg of fluid resuscitation  

Catecholamine- resistant septic shock -shock that persists with despite therapy with dopamine > 

10 micrograms/kg/min or directing- acting catecholamines. 
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4.2 RECOGNITION OF EARLY SEPSIS 

Recognition of suspected septic shock should be performed using a systematic ABCDE approach, 

considering also the child’s history if available. (see the flow chart below) 

Diagnostic criteria. 

Infection documented or suspected and 1 of the following:  

General variables:  

• Fever (>38C) or hypothermia (core temperature <36C)  

• Heart rate/resp rate 2 SD above normal value  

• Altered mental status  

• Hyperlactatemia (>2 mmol/L) or decreased capillary refill (CRT) or mottling 

Inflammatory variables  

• Leucocytosis (WBC > 12000) or leukopenia (WBC < 4000) 

• Raised CRP (> 2 SD of normal value) 

Organ dysfunction variables 

• Arterial Hypoxemia (low PaO2 < 40 kPa)  

• Acute oliguria (<0.5 ml/kg/h despite fluid resuscitation))  

• Creatinine increase (> 44.2 μmol/L)  

• Coagulation abnormalities (INR > 1.5 APTT >60 s) Ileus  

• Thrombocytopenia (platelets< 100000)  

• Hyperbilirubinemia (plasma total bilirubin >70 μmol/L)  
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Pathway to aid the assessment of the feverish or unwell child. 

Please note this is a guideline. If you are at all concerned with how a child looks or their clinical 

condition please seek appropriate advice.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

High Risk categories 
 

Lower threshold for 
treatment of sepsis 

D/w senior pre discharge 
 

Indwelling catheter/lines 
Post op 
Rigors 
<1year 
Immunocompromised 
VP shunt 
Medical Comorbidity  
Communication difficulties 
 

Review their most recent observations 
AGE  0- 1 yrs   1 - 5 yrs   6- 12 yrs   >   12 yrs  

Resp 
Rate 

40-
50 

50-
70 

70-
80 

>80 20-
40 

40-
60 

60-
70 

>70 20-
40 

40-50 50-60 >60 10-
20 

20-30 30-40 >40 

Heart 
Rate 

110 
150 

150 
170  

170 
180 

> 
180 

90-
120 

120-
150 

150-
170 

> 
170 

80-
120 

120-
140 

140-
160 

> 
160  

70-
100 

100-
120 

120-
130 

130 
<50 

 

Red Flags 

Immediate consideration 

of sepsis 

<3m with confirmed fever 
(>38) 
Spreading petechial rash 
with fever 
Signs of meningism 
Immunocompromised pt 
with confirmed fever 
<12y with HR <60 

Lactate 

>2 

Lactate 

<2 
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SEPSIS Management 

 

4.5   INITIAL RESUSCITATION 

Oxygen administered by face mask or high flow Oxygen 

IV access: peripheral cannula or Intraosseous access (IO) 

Mechanical ventilation if required, only after cardiovascular stability 

 

Therapeutic endpoints: 

• Capillary refill <2 s 

• Normal Blood pressure(BP) for age 

• Normal pulses without difference between the peripheral and central pulses 

• Warm extremities 

• Urine output (UO) > 0.5 ml/kg/h 

• Normal mental status 

• Normalisation of saturation > 92% 

• Normalisation of  lactate level 

 

To be completed in 1 hour: 

 
1. Measure lactate level 
2. Obtain blood cultures prior to administration of antibiotics 
3. Administer broad spectrum antibiotics 
4. Administer Normal Saline 20 ml/kg for clinical hypotension, central CRT>2 sec 

or lactate ≥ 4 mmol/L 
5. Start peripheral Adrenaline if hypotension that not respond to 40 ml/kg 

6. Re measure lactate if initial lactate is elevated 
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4.6 ANTIBIOTICS 

Blood cultures (2) should be obtained before the administration of antibiotics 

Empiric antibiotics must be given as soon as possible (within 1 hour of identification of sepsis) 

Do not delay the administration of antibiotics if blood cultures are impossible to obtain 

See below for antibiotic choices. 

 

4.7 FLUID RESUSCITATION 

Resuscitation with Normal Saline 20 ml/kg for clinical hypotension or clinically significant poor 

perfusion. After 40 ml/kg over 1 hour, consider 4.5% albumin. 

If more than 40ml/kg required, with septic shock discuss with consultant/embrace. 

Fluid resuscitation is recommended for hypotensive and normotensive shock. 

Inotropes and mechanical ventilation are common required in fluid refractory shock. 

Delay in starting inotropes is associated with increase mortality Peripheral dopamine or adrenaline 

should be started until central access can be attained. 

Discuss all cases of severe sepsis with consultant and EMBRACE 

Age Initial Antibiotics 

Under 1 month < 1 month: Amoxicillin (100mg/kg) + Cefotaxime (50 mg/kg)  +/- aciclovir (20 mg/kg)  

1-3 months >1 month: Amoxicillin: (50 mg/kg) + cefotaxime (50 mg/kg) 

Over 3 months Ceftriaxone (80 mg/kg) or Cefotaxime (50 mg/kg)  

Abdominal sepsis -  add metronidazole. 

Pulmonary sepsis/ empyema – Ceftriaxone and clarithromycin 

Any age group Immunocompromised – see Neutropenic sepsis guidelines 

Vancomycin-   line sepsis  (see Paediatric Vancomycin Guideline) 

Hospital   acquired sepsis- d/w microbiology 
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5.0 Roles and Responsibilities 

All clinical staff have the responsibility to ensure they are up to date in their practice when reviewing 

and managing children presenting with the potential diagnosis of sepsis. 

Line Managers have the responsibility to ensure their staff are familiar with this policy, its location 

and content. 

 

6.0 Associated documentation and references 

• NICE Guidelines  

• Dellinger RP, Levy MM, Rhodes A,et al. Surviving Sepsis Campaign: international guidelines 

for management of severe sepsis and septic shock, 2012. Intensive Care Med. 2013 

Feb;39(2):165-228 

• ARISE Investigators, ANZICS Clinical Trial Group. Goal-Directed Resuscutation for Patients 

with Early Septic Shock. N Engl J Med. 2014: 371 (16): 1496-1506. 

• TRISS trial Group, Scandinavian Critical Care Trials Group. Lower versus haemoglobin 

Threshold for Transfusion in Septic Shock. N Engl J Med. 2014: 371 (15):1381-91. 

• Joosten A, Brenton A, Cannesson M. Definig Goals of resuscitation in Critically ill Patient. Crit 

Care Clin. 2015: 31: 113-132. 

• Pomerantz W, Weiss S. Systemic inflammatory response syndrome (SIRS) and sepsis in 

children: Definitions, epidemiology, clinical manifestations, and diagnosis. Uptodate. 

• Pomerantz W, Weiss. Septic shock: Rapid recognition and initial resuscitation in children. 

Uptodate. 

 

7.0 Training & Resources 

All clinical staff should have sepsis training as part of their induction or part of their training package 

within one month of starting the trust.  

Training is delivered in the form of lectures that form part of the mandatory induction packacge and 

the regular junior doctor training programme 
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8.0  Monitoring and Audit 

Minimum 

requireme

nt to be 

monitored 

Process for 

monitoring 

e.g. audit 

Responsible 

individual/ 

group/ 

committee 

Frequenc

y of 

monitorin

g 

Responsibl

e 

individual/ 

group/ 

committee 

for review 

of results 

Responsible 

individual/ 

group/ 

committee for 

development 

of action plan 

Responsible 

individual/group

/ committee for 

monitoring of 

action plan and 

Implementation 

       

 

An initial audit following the approval of the pathway will be undertaken by the clinical leadership 

fellow involved. 

This data will be audited as part of the national CQUIN project. 

The sepsis CQUIN will monitor the diagnosis and management of Sepsis and will also monitor timely 

antibiotic intervention. 

The antimicrobial review will monitr the safe practice of reviewing antibiotic treatment with results 

and adjusting as necessary. 

To be audited through Vital pac when it becomes available on paediatrics 

 

9.0 Equality and Diversity  

Trust is committed to an environment that promotes equality and embraces diversity in its 

performance as an employer and service provider. It will adhere to legal and performance 

requirements and will mainstream equality and diversity principles through its policies, procedures 

and processes. This policy should be implemented with due regard to this commitment. 

To ensure that the implementation of this policy does not have an adverse impact in response to the 

requirements of the Equality Act 2010 this policy has been screened for relevance during the policy 

development process and a full equality impact analysis conducted where necessary prior to 
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consultation.  The Trust will take remedial action when necessary to address any unexpected or 

unwarranted disparities and monitor practice to ensure that this policy is fairly implemented.   

This policy and procedure can be made available in alternative formats on request including large 

print, Braille, moon, audio, and different languages.  To arrange this please refer to the Trust 

translation and interpretation policy in the first instance.  

The Trust will endeavor to make reasonable adjustments to accommodate any employee/patient 

with particular equality and diversity requirements in implementing this policy and procedure.  This 

may include accessibility of meeting/appointment venues, providing translation, arranging an 

interpreter to attend appointments/meetings, extending policy timeframes to enable translation to 

be undertaken, or assistance with formulating any written statements. 

 

9.1      Recording and Monitoring of Equality & Diversity  

The Trust understands the business case for equality and diversity and will make sure that this is 

translated into practice. Accordingly, all policies and procedures will be monitored to ensure their 

effectiveness.  

Monitoring information will be collated, analysed and published on an annual basis as part 

Equality Delivery System.  The monitoring will cover the nine protected characteristics and will meet 

statutory duties under the Equality Act 2010.  Where adverse impact is identified through the 

monitoring process the Trust will investigate and take corrective action to mitigate and prevent any 

negative impact. 

The information collected for monitoring and reporting purposes will be treated as confidential and 

it will not be used for any other purpose. 

Pack Page 72



Paediatric sepsis - Author [RG (cons) MV (leadership fellow]    Review date:[11/2020]     

© BH(NHS)FT 2017. Not for use outside the Trust. Page 16 

 

Appendix 1 

Glossary of terms used 

UO – Urine Output 

IV – Intravenous (in to the vein) 

BP – (Blood pressure) 

CQC – Care Quality commision 

NICE – National institute of clinical excellence, national guidelines avaliable 

EMBRACE – yorkshire’s acute transfer service, provide advice and liason with specialist advice in 

acute scenarios. 

ML - Mililitres 

KG – Kilograms in weight 

ML/KG – the way of calculating drug doses or volumes for children based on their weight. 

CBU – Clinical Business unit, the umbrella for departments within the hospital 

SD – standard deviation. A way of measuiring the normal range either side of an average. Usually 

based on research data. 

INR – International normalised ratio, a way of measuring the clotting capability of blood 

APTT – adjusted prothrombin time, a measure of a person’s blood clotting time. 

CRP – c-reactive protein, a marker of inflammation. A common blood test. 

WBC – white blood cells, a marker of infection. Part of a full blood count. 

ED – Emergency department 

SIRS – Systemic inflammatory response syndrome 

CRT – cappilliary refil time 
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Appendix 2 

Equality Impact Analysis - INITIAL ASSESSMENT STAGE 1 (part 1) 

Department:  Paediatrics + 

Emergency 

department 

Division: CBU 1+ 3 

Title of Person(s) completing 

this form: 

M Vass with C 

Brotherston Barnett 

New or Existing 

Policy/Service 

 

Title of 

Policy/Service/Strategy being 

assessed: 

Child or young 

person with sepsis 

Implementation 

Date: 

FEB 2018 

What is the main purpose 

(aims/objectives) of this 

policy/service? 

To provide a framework and support for doctors who are assessing and managing 

paediatric patients presenting with sepsis 

Will patients, carers, the 

public or staff be affected by 

this service? 

Please tick as appropriate. 

 Yes No If staff, how many individuals/which groups of staff are 

likely to be affected?  
Patients x  

Carers  x 

Public  x 

Staff x  

Have patients, carers, the 

public or staff been involved 

in the development of this 

service? 

Please tick as appropriate. 

Patients  x If yes, who did you engage with? Please state below: 

Reviewed by A+E consultants via email. 

Reviewed by the paedaitric department in the form of a 

clinical meeting. This involved all grades of medical staff. 

Reviewed in governance 

Carers  x 

Public  x 

Staff x  

What consultation method(s) 

did you use? 
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DATA COLLECTION AND CONSULTATION 

1a In relation to this service/policy/procedure – Do you currently record/have any of the following 

patient data? 

Protected Characteristic Indicate yes or No If Yes – State where Recorded 

Age y Lorenzo 

Sex y Lorenzo 

Ethnicity Y Lorenzo 

Religion or Belief y Lorenzo 

Disability y  

Sexual Orientation N  

Gender Re-assignment N  

Marriage & Civil Partnership Y Lorenzo 

Pregnancy & Maternity Y Lorenzo 

Carer Status n  

 

D/w equality impact officer, no further impact assessment needed 

IF ‘NO IMPACT’ IS IDENTIFIED Action: No further documentation is required. 

Equality Impact Assessment Stage 1 PART 2 – Not required 

What does this data tell you about each of the above protected characteristics? Are there any 

trends/inequalities?  

 

No concerns raised 
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What other evidence have you considered? Such as a ‘Process Map’ of your service (assessment of 

patient’s journey through service) / analysis of complaints/ analysis of patient satisfaction surveys 

and feedback from focus groups/consultations/national & local statistics and audits etc. 

 

No concerns raised 

 

Equality Impact Assessment Stage 1 PART 3 

ACCESS TO SERVICES 

What are your standard methods of communication with service users? 

Please tick as appropriate. 

Communication Methods Yes No 

Face to Face Verbal Communication x  

Telephone  x 

Printed Information (E.g. leaflets/posters) x  

Written Correspondence  x 

E-mail  x 

Other (Please specify)  x 

 

If you provide written correspondence is a statement included at the bottom of the letter 

acknowledging that other formats can be made available on request? 

Please tick as appropriate. 

Are your staff aware how to access Interpreter and translation services? 

Interpreter & Translation Services Yes No 

Telephone Interpreters (Other Languages) x  
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Face to Face Interpreters (Other Languages) x  

British Sign Language Interpreters x  

Information/Letters translated into audio/braille/larger print/other languages? x  

 

ACCESS 

Please tick as appropriate 

Is the building where the service is located wheelchair accessible? Yes No 

Does the reception area have a hearing loop system? x  

Does the building where the service is located have a unisex wheelchair accessible 

‘disabled toilet? 

x  

Does the building have car parking space reserved for Blue Badge holders? x  

Does the building have any additional facilities for disabled people such as a 

wheelchair, hoist, specialist bath etc? 

x  

Does the building/hospital sire where the service is provided have access to prayer and 

faith resources? 

x  
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EQUALITY IMPACT ASSESSMENT – STAGE 1 (PART 4) 

Protected 

Characteristic 

Positive 

Impact 

 

High 

Low 

None 

Negative 

Impact 

 

High 

Low 

None 

Reason/comments 

for positive Impact 

 

Why it could 

benefit any/all of 

the protected 

characteristics 

Reason/Comments 

for Negative Impact 

 

Why it could 

disadvantage 

any/all of the 

protected 

characteristics 

Resource 

Implication 

 

Yes / No 

Men x 

 

    

Women x 

 

    

Younger People 

(17 – 25) and 

Children 

X    

Older people 

(60+) 

X    

Race or Ethnicity X 

 

   

Learning 

Disabilities 

x 

 

   

Hearing 

impairment 

x 

 

   

Visual 

impairment 

x 

 

   

Physical 

Disability 

x 

 

   

Mental Health 

Need 

x 

 

   

Gay/Lesbian/Bis

exual 

x 
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Trans  

X 

   

Faith Groups 

(please specify) 

X    

Marriage & Civil 

Partnership 

x 

 

   

Pregnancy & 

Maternity 

x 

 

   

Carer Status x 

 

   

Other Group 

(please specify) 

x 

 

   

Applies to ALL 

Groups 

x 

high 

   

 

 

INITIAL ASSESSMENT (PART 5) - ‘NO IMPACT’ IS IDENTIFIED 

Have you identified any issues that you consider could have an adverse (negative) 

impact on people from the following protected groups? 

 

IF ‘NO IMPACT’ IS IDENTIFIED Action: No further documentation is required. 

 

IF ‘HIGH YES IMPACT’ IS IDENTIFIED Action: Full Equality Impact Assessment Stage 2 Form must be 

completed. 
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(a) In relation to each group, are there any areas where you are unsure about the 

impact and more information is needed? 

‘NO IMPACT’ IS IDENTIFIED  

 

(b) How are you going to gather this information? 

‘NO IMPACT’ IS IDENTIFIED 

 

(c) Following completion of the Stage 1 Assessment, is Stage 2 (a Full Assessment) 

necessary? ‘NO IMPACT’ IS IDENTIFIED 

 

 

Assessment Completed By: …M Vass/ C Brotherston-Barnett.. Date Completed: 

…18/12/2017…..….…… 

 

Line Manager ……………………………..     Date…………………………….. 

 

Head of Department …..R Gupta…     Date…01/12/2017……….. 

 

When is the next review? Please note review should be immediately on any  amendments to your 

policy/procedure/strategy/service. 

1 Year 2 year 3Year 
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Appendix 2 

 

Maintain a record of the documents history or reviews and key changes made, including versions 

and dates) 

 

Appendix (must always be the last appendix) 

Version Date Comments Author 

1 12/2017  R Gupta/M Vass 

2    

 

Review Process Prior to Ratification: 

 

Name of Group/Department/Committee Date 

Clinical governance CBU3 12/2017 
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1. Statement of Intent 
 
Barnsley Hospital NHS Foundation Trust (BHNFT) recognises that its staff (including 

Volunteers) are its greatest resource and so will as far as is reasonably practicable 

ensure their health, safety and welfare while at work; to ensure a productive, happy 

and efficient organisation. 

The Trust will also work to ensure that the health, safety and welfare of patients, 

visitors and those affected by our undertaking are maintained. 

The health, safety and welfare of our staff and those affected by our undertaking is 

stated in our Strategic Business Plan with our other key priorities. 

The Trust acknowledges that accidents and ill health usually occurs due to failings in 

management systems, and so the Trust will work along side staff and staff 

associations to ensure that systems and welfare provisions are fit for purpose in all 

areas of the Trust. 

The Trust acknowledges that Staff also have responsibilities to keep themselves 

safe and not to endanger others’ safety with their acts and omissions.   

The Trust has the right to commence disciplinary action against any employee who 

violates health and safety procedures, or fails to perform their duties under Health 

and Safety legislation.  This has the potential to be seen as gross misconduct. 

This policy will be regularly reviewed and revised if necessary, in light of legislative 

or organisational changes. 

Signed:  

  Dr Richard Jenkins 

  Chief Executive of Barnsley Hospital NHS Foundation Trust 

Date:  

Signed: 

  Mr S Wragg 

  Chairman of Barnsley Hospital NHS Foundation Trust 

Date:  

Agreed by the Joint Trade Union;  
     Signed:     Date: 
        Dave Myring
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2. INTRODUCTION  
 
A formal documented Health and Safety Management Policy is a legal requirement 
for all organisations with more than 5 employees under the Health and Safety at 
work etc. Act 1974. 
 
This policy is in place to ensure that health and safety is managed appropriately 
within the Trust, and that all members of staff are aware of their responsibilities and 
how to fulfil them.  To ensure that everyone affected by the Trusts undertaking are 
healthy and safe through that interaction as far as is reasonably practicable. 
 
 
3. IMPLEMENTATION 
 
There will be full consultation with employees as specified in the Safety 
Representatives and Safety Committees Regulations 1977.  This is done through the 
Health and Safety Group before further consultation at the Quality and Governance 
Committee, and before final Board approval where the statement of intent will be 
signed by the Chief Executive and Chairman of the Trust. 
 
All staff will be made aware of the Policy through the Corporate Communications 
Team and are to abide by it. 
 
 
4. MANAGEMENT ARRANGEMENTS: ROLES OF INDIVIDUALS AND 

GROUPS  
 
4.1 Trust Board  

The Trust Board, as an employer in law, has ultimate responsibility for health 
and safety throughout BHNFT.  

 
4.2 Chief Executive  

The Chief Executive has the day-to-day executive responsibility for the running 
of BHNFT, and is responsible for ensuring that the Board and other Directors 
understand and fulfil their health and safety roles.   

 
4.3 Directors  

Directors are responsible for: -  
 

• Ensuring the implementation of Trust health and safety policies within their 
CBU or Department, producing local health and safety policies, preparing an 
annual statement of health and safety management for their CBU and where 
appropriate, for individual departments and services;   
 

• Ensuring that all managers have adequate knowledge of their health and 
safety responsibilities and they receive adequate health and safety training 
(health and safety management training courses) in accordance with the 
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BHNFT Training Plan;  
 

• Allocating areas of responsibility for health and safety management to 
individual heads of departments, service and line managers and ensuring 
that these are reflected in the individuals’ personal objectives;  
 

• Providing team meetings, which will enable them to discuss health and 
safety matters;   
 

• Co-operating and co-ordinating with non-Trust employees that are working 
within their areas of responsibility, ensuring that all relevant health and 
safety information (policies, risk assessments, safe systems of work) 
complies with Trust policies and procedures and current legislation;  
 

• Ensuring that all work by outside contractors, over which they have control, 
is conducted in a safe manner and that adequate controls have been kept 
over the contractor’s staff working in that area;  
 

• Ensuring that all risk assessments in their area of control have been carried 
out, that they are suitable and sufficient, and recorded if risks are significant, 
and regularly reviewed.  Also ensuring that all risks are reduced to the 
lowest level so far as is reasonably practicable and ensuring that all 
necessary controls are funded as required, or placed on the Trust risk 
register;  
 

• Ensuring that there is adequate first-aid cover within their 
directorate/division.  

 
4.4 Chief Delivery Officer 

The Chief Executive has nominated the Chief Delivery Officer as the director 
with specific responsibility for health and safety within the Trust.  The 
responsibilities are: -  
 

• Championing and reporting health and safety, wellbeing and fire at Trust 
Board;  
 

• To Chair the Health and Safety Group, and forwarding any unresolved 
issues to the Quality and Governance Committee;  
 

• Implementing and developing the fire safety strategy and policy;  
 

• Providing access to competent health and safety and fire safety advice;  
 

• Ensuring adequate resources are allocated to implement a health and 
safety management system;  
 

• Promoting a positive health and safety culture throughout the Trust;  
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• Following the annual review of the Trust health and safety risks, setting 
the Trust health and safety objectives, with action plans for the 
forthcoming year at the Health and Safety Group; 
 

• Ensuring health and safety responsibilities are incorporated into all job 
descriptions;  
 

• Acting as the Trust representative for health and safety response to 
formal inspections or audits carried out by the Health and Safety 
Executive (HSE), or other statutory organisations;  
 

• Monitoring the effectiveness of fire, health and safety training.  
 

• Championing security at the Trust Board;  
 

• The below points are carried out with the assistance of the Managing 
Director of Barnsley Facilities Services; 
 

o Identifying and facilitating a programme of equitable access to 
Trust premises so that staff, patients and visitors with disabilities 
who enter our premises are provided with a safe environment;  
 

o Ensuring that our premises are provided with adequate standards 
of physical protection from fire, and appropriate facilities to secure 
effective evacuation for staff, patients and service users;  
 

o Ensuring that an effective formal programme is in place to 
manage the risks associated with asbestos;  
 

o Ensuring an effective formal maintenance programme is in place 
to manage Legionella risks;  
 

o Ensuring the safe working of external contractors working on Trust 
property in compliance with Trust policies;  
 

o Ensuring that all Trust buildings are maintained in good working 
order and that all fixtures and fittings, services and installations 
are maintained under arrangements agreed with the Non Clinical 
Risk Advisor;  
 

o Ensuring that all Trust buildings are equipped with adequate 
means of escape and adequate means of access for the 
emergency services in the event of fire or other emergency;  
 

o Ensuring the maintenance of fire fighting and protection 
equipment around Trust buildings;  
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o Building work, where the Construction, Design and Management 
Regulations 2015 apply and the requirements of the legislation 
are followed;  
 

o The storage and removal of waste from Trust wards and 
departments is carried out in accordance with environmental 
legislation.  

 
4.6 Deputy Directors, Associate Directors, Assistant Directors and Managers  

Staff are responsible to their director for the safe undertaking of work in their 
areas of responsibility.  They are also responsible for taking the necessary 
action to ensure the health and safety of employees, volunteers, patients, 
students and others in areas under their control, and for maintaining and 
improving the standards of safety within their ward/department.  In particular, 
they are responsible for: -  

 
4.6.1 General Safety Management 

 

• Ensuring production of local rules and codes of practice and that 
these are consulted on with members of staff, students and Trade 
Union Safety Representatives, once agreed these are 
communicated out to all staff in the relevant area;  
 

• Ensuring that accidents, incidents and near misses are reported in 
accordance with BHNFT arrangements.  Ensuring that accidents, 
work-related ill health and near misses are investigated;  
 

• Ensuring Trade Union Safety Representatives are involved in 
investigations into accidents, incidents and near misses in their 
area; 
 

• Liaising with the appropriate advisor on health and safety problems 
that cannot be dealt with within the ward/department;  
 

• Liaising with other departmental and ward managers to have 
generic risk assessments and safe systems of work in consultation 
with Trade Union Safety Representatives;  
 

• Ensuring co-operation with the Occupational Health and Wellbeing 
Department in matters of staff’s health at work, including work-
related health surveillance.  Bring to the attention of staff the 
availability of a service for consultation and advice where they have 
reason to believe there may be circumstances giving rise to 
occupational-related ill health;  
 

• Providing health and safety information to visiting contractors 
employed by the responsible person, and managing the contractors 
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according to Trust policies.  
 

• Ensuring suitable representation for their area of responsibility at 
the Trust Health and Safety Group. 

 
4.6.2 Assessment and Control 
 

• Implementing Trust health and safety policies, arrangements and 
other documents relating to safety; 
 

• Ensuring that risk assessments are carried out on all potentially 
hazardous activities and equipment in accordance with statutory 
requirements and that any risk identified is adequately controlled 
before commencement of work.  Bring to the attention of their staff 
the findings of any risk assessments.  Also, ensuring that all risk 
assessments entailing significant risks are recorded.  High risks are 
forwarded to the Director for planning action.  Significant and high 
risks, which cannot be actioned to be placed on the Trust risk 
register.  All such assessments are to be regularly reviewed;  
 

• Establishing inspection teams and inspection schedules within their 
area of control.  Ensure remedial action arising from the inspection is 
taken and that adequate records from such inspection records are 
kept;  
 

• Ensuring the adequacy of the arrangements for the safe use, storage, 
transfer and disposal of hazardous materials and waste;  
 

• Ensuring that where an assessment shows that provision of personal 
protective equipment (PPE) is required, it is provided for use, and that 
staff are trained in its use, what hazards it is protecting staff from and 
where appropriate storage and maintenance. 

 
4.6.3 Maintenance and Testing  

 

• Ensuring that the performance of all systems used, to control the 
risks associated with hazardous substances, are adequate for that 
use.  They are to be tested regularly,  and appropriate records 
maintained, as required by the Control of Substances Hazardous to 
Health Regulations 2002 (as amended); 
 

• Ensuring that equipment is maintained in a safe state and that all 
electrical equipment is inspected and tested in accordance with Trust 
policy; 
 

• Ensuring that adequate storage and handling arrangements are 
made for gas cylinders, and that all pressure vessels are tested and 
inspected in accordance with Trust policy;  
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• Ensuring that equipment and furniture, in their control does not block 
emergency exit routes, walkways and corridors.  

 
4.6.4 Information, Instruction, Training and Supervision  

 

• Ensuring that during the induction of new staff, they are made aware 
of all health and safety policies and safe systems of work.  They must 
be made aware of their responsibility for their own safety and that of 
others.  Also that they are made aware of lists of those individuals 
with health and safety responsibilities including first-aiders or 
competent persons, fire Wardens, and Trade Union Safety 
Representatives;  

 

• Ensuring that all staff undertake their mandatory training in 
accordance with the Trust Training Plan;  

 

• Ensuring that all staff undertake all other relevant training, which will 
enable them to perform their duties in a safe manner; 

 

• Ensuring that staff are competent to deal with tasks and equipment 
safely, otherwise providing adequate training and supervision as 
necessary.  Staff managing others using equipment must be 
competent themselves;  

 

• Displaying relevant statutory notices, relevant warning signs, fire 
notices, emergency procedures and local rules, and minutes of any 
health and safety related meetings;  

 

• Consulting with staff and their health and safety representatives on 
health and safety matters, new technology and procedures.  

 
4.6.5 Emergencies  
 

• Ensuring that procedures for any foreseeable, serious and imminent 
dangers that could arise from work under their control, are prepared 
for and that competent persons are nominated ready to meet any 
such emergency;  

 

• Ensuring that there are adequate Fire Wardens to deal with fire 
emergencies;   

 

• Ensuring that all staff know how to activate alarm systems, who to 
contact in the event of emergencies and the emergency evacuation 
procedures for the areas where they work;  

 
In carrying out these responsibilities, heads of wards/departments will 
locally appoint such persons to assist them as appropriate and will make 
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this information readily available in their ward/department.  Each head of 
ward/department is responsible for the health and safety of that area.  
This includes the working environment, rooms, equipment, staff, 
students, contractors, patients and any visitors.  

 
4.7 Duties of Employees  

All staff (including Volunteers), regardless of their position have a duty to 
themselves, to their colleagues and to any person who might be affected by 
their actions or omissions, to work in a safe manner.  In particular, all 
employees have a responsibility for: -  

 

• Taking reasonable care for the health and safety of themselves and any other 
people who may be affected by their acts or omissions;  

 

• Co-operating with supervisory and managerial staff to ensure that all relevant 
statutory regulations, policies and all safety arrangements and procedures are 
adhered to;  

 

• Participating in training designed to improve their knowledge and 
understanding about health and safety;  

 

• Reporting to their manager all faults, hazards, errors, accidents/incidents and 
near misses, dangerous occurrences or damage regardless of whether 
persons are injured;  

 

• Using any work items and personal protective equipment provided in 
accordance with the safe systems of work and training received, and where 
applicable, maintain, clean and store it correctly;  

 

• Taking appropriate action within their powers of authority and competency to 
ensure that potential risks are prevented or minimised;  

 

• Working in accordance with safe systems of work and training; 
 

• Attending health screening as reasonably required.  
 

All staff have a responsibility to work in co-operation with their supervisors and 
managers to ensure that the Trust, as their employer, can carry out their legal 
responsibilities.  
 
Female members of staff are advised to inform their managers if they become 
pregnant, so that the appropriate assessments may be carried out.  Confidential 
advice on pregnancy at work is available from the Occupational Health and 
Wellbeing Service.  
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4.8 Voluntary Workers  
For the purposes of this and other related policies, voluntary workers are 
classed as employees.  They are expected to conform to the same health and 
safety responsibilities as employees.  

 
4.9 Specialist Roles within the Trust  
 

4.9.1 Barnsley Facilities Services 
 
The Trust has contracted out certain core support services to a wholly 
owned subsidiary of Barnsley Hospital NHS Foundation Trust.   

  
 4.9.1.1 Managing Director for Barnsley Facilities Services (BFS)  

The Managing Director of BFS is responsible for: -  
 

• Providing advice and prompt reporting to the Chief Delivery Officer 
and Executive Team on pertinent health and safety issues; 
 

• Ensure a programme of equitable access to Trust premises so that 
staff, patients and visitors with disabilities who enter our premises are 
provided with a safe environment;  
 

• Ensuring that our premises are provided with adequate standards of 
physical protection from fire, and appropriate facilities to secure 
effective evacuation for staff, patients and service users;  
 

• Ensuring that an effective formal programme is in place to manage 
the risks associated with asbestos;  
 

• Ensuring an effective formal maintenance programme is in place to 
manage Legionella risks;  
 

• Ensuring the safe working of external contractors working on Trust 
property in compliance with Trust policies;  
 

• Ensuring that all Trust buildings are maintained in good working order 
and that all fixtures and fittings, services and installations are 
maintained under arrangements agreed with the Non Clinical Risk 
Advisor;  
 

• Ensuring that all Trust buildings are equipped with adequate means 
of escape and adequate means of access for the emergency services 
in the event of fire or other emergency;  
 

• Ensuring the maintenance of fire fighting and protection equipment 
around Trust buildings;  
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• Building work, where the Construction, Design and Management 
Regulations 2015 apply and the requirements of the legislation are 
followed;  
 

• The storage and removal of waste from Trust wards and departments 
is carried out in accordance with environmental legislation.  

 

• Providing health and safety information to visiting contractors, 
employed by BFS;  

 

• Ensuring an effective planned preventative maintenance programme 
is in place which meets legislative requirements;  

 

• Ensuring that suitable permit to work systems are in place for BFS 
employees; 

 

• Liaising with the Non Clinical Risk Advisor on all health and safety, 
and fire safety matters;  

 

• Ensuring that a senior representative of BFS attends the Trust Heath 
and Safety Group, and other working groups.  

 
 
  4.9.1.2 Non Clinical Risk Advisor 

The Non Clinical Risk Advisor is responsible for: -  
 

• The provision of professional advice and recommendations on all 
matters relating to health, safety and fire risks to the Chief Executive, 
and the Lead Director for health, safety and fire safety;  

 

• Fulfilling the role of the competent person for health, safety and fire 
safety matters within the Trust.  

 

• Advising and developing appropriate policies and procedures to 
provide the Trust with necessary guidance for achieving compliance 
with legislative requirements and safe practice;  

 

• Recommending to the Trust the necessary organisational structure 
and arrangements for the effective implementation of the policy and 
monitoring performance thereafter;  

 

• Co-ordinating and advising on the implications of health and safety 
legislation for all staff as required;  

 

• Reporting to the Trust any actions taken by enforcement agencies, 
both formal and informal, and monitoring progress made by the Trust 
in complying with statutory requirements;  
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• Regularly consulting with relevant officers, together with other 
professional advisors and statutory bodies, with a view to obtaining 
and implementing updated information on all aspects of health and 
safety, in so far as it applies to employees and all users of Trust 
services;  

 

• Monitoring the health and safety performance of the Trust and 
making regular reports to the Health and Safety Group and the 
Quality and Governance Committee.  Bring to the attention of the 
Executive Team and senior managers any significant health and 
safety issues;  

 

• Advising and giving guidance to Trade Union Safety Representatives;  
 

• Assisting with investigating/monitoring accidents and incidents within 
Trust premises, or where Trust staff or patients are involved, 
recommending follow up action where appropriate;  

 

• Liaising with contractors and agencies used by the Trust to ensure 
they have relevant health and safety policies and procedures in 
place;  

 

• Ensuring that adequate arrangements for identifying staff training 
needs are in place, that appropriate health and safety training is 
provided at all levels, issuing of information sheets informing staff at 
all levels of any changes to health and safety legislation;  

 

• Ensuring compliance with Firecode and all other legislation and NHS 
Codes of Practice related to fire risks within Trust’s premises;  

 

• The completion and overseeing of fire risk assessments;  
 

• Liaising with the Health and Safety Executive, as required;  
 

• Liaising with the local Fire and Rescue Authority, as required;  
 

• The provision of fire training and maintaining accurate records of fire 
training that is provided;  

 

• Investigating fire incidents, and where appropriate records of fire 
alarm activations;  

 

• Ensuring the maintenance of all fire fighting safety equipment.  
 

 4.9.1.3 Head of Business Security  
The Head of Business Security is responsible for: -  
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• Advising and overseeing of security surveys and assessments;  
 

• Providing advice to managers and staff in personnel security matters, 
protective security and lone working 

 

• Providing reports and statistics related to violence and aggression to 
Trust staff; 

 

• The investigation of security related incidents and liaison with the 
counter-fraud service; 

 

• Liaising with the Non Clinical Risk Advisor and other safety 
specialists;  

 

• Reporting of serious security incidents to NHS Protect; 
 

• Providing information to relevant Groups, Committees and working 
groups.  
 

 4.9.1.4 Supplies Manager 
The Supplies Manager is responsible for: -  

 

• Ensuring that all equipment and materials purchased by the Supplies 
Department on behalf of the Trust comply with the relevant health 
and safety regulations and standards;  

 

• Forwarding relevant safety data sheets onto the end user.  
 

 4.9.1.5 Dangerous Goods Safety Advisor  
The Dangerous Goods Safety Advisor, a contractor supplied through 
BFS.  He/she is responsible for advising BFS and the Trust on the 
correct transportation and disposal of all dangerous goods and 
substances, according to current Home Office and statutory health and 
safety legislation.  

 
 

4.9.2 Occupational Health and Wellbeing Service Manager 
The Occupational Health and Wellbeing Manager is responsible for: -  

 

• The provision of confidential advice on the work environment as it 
affects mental and physical health of staff.  Such advice will reflect 
the requirements of all relevant legislation concerning health and 
safety at work;  

 

• Ensuring that Trust employees are physically and mentally suited for 
the job.  This is achieved by undertaking employment screening and 
health surveillance;  
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• The provision of advice on health matters to staff;  
 

• Promoting health amongst staff;  
 

• Liaising with managers on health matters affecting staff;  
 

• Attending or where unable to attend, provide a deputy for the Trust 
Heath and Safety Group, and other working groups.  

 

• Providing a health surveillance service where necessary;  
 

• Providing support / therapies for stress management including 
counselling.  

 

• Providing an appropriate Moving and Handling Specialist Service to 
the Trust. 

 

4.9.3 Moving and Handling Specialist  
The Moving and Handling Specialist, with direction from the 
Occupational Health and Wellbeing Service Manager, is responsible for: 
-  

 

• The provision of training of staff in the safe handling of loads, both 
patient  and non-patient loads;  

 

• Providing advice to directors, managers and staff with regard to safe 
handling practices and complex manual handling problems and 
needs;  

 

• Providing advice to directors and managers with regard to the 
purchase of manual handling equipment;  

 

• Consulting with trade union health & safety representatives with 
regard to the purchase of manual handling equipment; 

 

• The investigation/follow-up of reported manual handling incidents, 
with recommendations as appropriate;  

 

• Advising Managers, in conjunction with the Occupational Health and 
Wellbeing Department, on the appropriate safe rehabilitation of staff, 
who have been injured at work;  

 

• Advising Managers, in conjunction with the Occupational Health and 
Wellbeing Department, on the appropriate reasonable adjustments to 
provide a safe working environment for staff with disabilities;  

 

Pack Page 96



Barnsley Hospital NHS                                                    Health & Safety Management  

Foundation Trust                         Policy GEN: 6.60 

 

Health & Safety Management Policy 2018 

Author:  Non Clinical Risk Advisor  

Sponsoring Director:  Chief Delivery Officer 

 

• Advising managers and staff in relation to workplace ergonomics;  
 

• Providing reports to relevant Groups, Committees and working 
groups, where necessary;  

 

• Attending the Health and Safety Group.  
 

 
4.9.4 Assistant Director of Infection Prevention and Control   

The Assistant Director of Infection Prevention and Control is responsible 
for: -  

 

• Identifying existing and potential infection problems and 
recommending remedial action;  

 

• Being aware of new developments and procedures relating to 
infection control and disseminating this information appropriately 
throughout the Trust;  

 

• Liaising with the Non Clinical Risk Advisor and other safety specialist;  
 

• The provision of infection control training to staff;  
 

• Providing advice to managers and staff on infection control matters; 
 

• Attending, or where unable to attend, providing a deputy, the Trust 
Heath and Safety Group, and other working groups;  

 

• Chairing the Trust Sharps Injury Prevention Group;  
 

• Providing reports to relevant Groups, Committees and working 
groups. 

 
 

4.9.5 Radiology Service Manager / Head of Nuclear Medicine 
The Radiology Service Manager / Head of Nuclear Medicine is 
responsible for advising the Trust on Radiation protection in accordance 
with current legislation with the support of an external Radiation Advisor.  

 
4.9.6 Chief Pharmacist  

The Chief Pharmacist is responsible for: -  
 

• Providing advice and guidance on safe handling, storage and use of 
pharmaceuticals and other substances, including medical gases;  

 

• Overseeing the disposal of pharmaceutical waste;  
 

• Forwarding relevant safety data sheets onto the end user.  

Pack Page 97



Barnsley Hospital NHS                                                    Health & Safety Management  

Foundation Trust                         Policy GEN: 6.60 

 

Health & Safety Management Policy 2018 

Author:  Non Clinical Risk Advisor  

Sponsoring Director:  Chief Delivery Officer 

 

 
4.9.10 Head of Learning and Organisational Development 

The Head of Learning and Organisational Development in conjunction 
with the subject leads is responsible for the provision of Trust wide 
training organised through the department, and the maintenance of 
relevant records.  The Head of Learning and Development works closely 
with the Non Clinical Risk Advisor, health and safety representatives and 
other specialist advisors to establish a programme of health and safety 
training within the Trust.  

 
4.9.11 Head of Quality and Clinical Governance  

The Head of Quality and Clinical Governance is responsible for clinical 
risk management within the Trust.  He/she is also responsible for the 
Trust risk register, and the management of the accident/incident/near 
misses on the Trust incident reporting system (Datix).  The Head of 
Quality and Clinical Governance and the Non Clinical Risk Advisor work 
closely on health and safety areas where there is an overlap.  

 
4.9.12 Clinical Lead for Medical Microbiology and Virology 

The Clinical Lead for Medical Microbiology and Virology is responsible 
for advising the Trust on protection in respect of pathogens and toxins in 
accordance with current legislation. 

 
4.9.13 Moving and Handling Specialist  

The Moving and Handling Specialist is responsible for: -  
 

• The provision of training of staff in the safe handling of loads, both 
patient  and non-patient loads;  

 

• Providing advice to directors, managers and staff with regard to safe 
handling practices and complex manual handling problems and 
needs;  

 

• Providing advice to directors and managers with regard to the 
purchase of manual handling equipment;  

 

• Consulting with trade union health & safety representatives with 
regard to the purchase of manual handling equipment; 

 

• The investigation/follow-up of reported manual handling incidents, 
with recommendations as appropriate;  

 

• Advising Managers, in conjunction with the Occupational Health and 
Wellbeing Department, on the appropriate safe rehabilitation of staff, 
who have been injured at work;  
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• Advising Managers, in conjunction with the Occupational Health and 
Wellbeing Department, on the appropriate reasonable adjustments to 
provide a safe working environment for staff with disabilities;  

 

• Advising managers and staff in relation to workplace ergonomics;  
 

• Providing reports to relevant Groups, Committees and working 
groups, where necessary;  

 

• Attending the Health and Safety Group.  
 
4.10 Trade Union Safety Representatives  

Trade Union Safety Representatives are recognised in line with the Safety 
Representatives and Safety Committees Regulations 1977 (approved Code of 
Practice) (SRSCR).  Trade unions are recognised by the Trust as playing an 
important role in the health and safety of the Trust.  
 
Trade Union Safety Representatives have the right to: -  

 

• Represent the interest of all employees;  
 

• Monitor places and practices of work and be provided with such information 
as is necessary to enable them to fulfil their function effectively;  

 

• Investigate potential hazards and dangerous occurrences at the workplace 
(whether or not they are drawn to their attention by the employees they 
represent) and examine the causes of accidents at the workplace;  

 

• Investigate members’ complaints relating to their health, safety and welfare at 
work and make any representations they consider necessary;  

 

• Carry out inspections, in accordance with the SRSCR;  
 

• Represent staff in consultation at the workplace with Health and Safety 
Executive Inspectors and other Enforcing Authorities;  

 

• Attend meetings of the Trust Health and Safety Group or sub-committees;  
 

• Be consulted on individuals, who are authorised to act as Trust 
representatives on health and safety matters and be given ready access to 
these representatives;  

 

• Be consulted on the Trust’s arrangements for health and safety training;  
 

• Be consulted on the Trust arrangements for the appointment of persons 
dealing with emergency procedures;  

 

• Have access to any health and safety information;  
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• Be consulted on any new measures and technologies into the Trust, which 
are likely to affect the health and safety of employees that they represent.  To 
be consulted on the arrangements for appointing people to advise on health 
and safety within the Trust, for providing health and safety information for the 
employees, and for providing health and safety training;  

 

• Bring to the Trust’s attention, verbally or in writing, any unsafe or unhealthy 
working conditions or practices or unsatisfactory arrangements for welfare, 
which comes to their attention on an inspection or day-to-day observation;  

 
Recognised Trade Union Safety Representatives are provided with facilities and 
assistance that they may reasonably require for carrying out their functions.  
 
Recognised Trade Union Safety Representatives will be allocated adequate 
time to undertake all necessary training, approved by the TUC or the appointing 
union, as soon as possible after their appointment.  
 
The Trust must consult Trade Union Safety Representatives on all training 
programmes and training objectives, appertaining to health and safety and fire 
safety management.   

 
 
 
5. COMMITTEES AND GROUPS  
 
The overarching health and safety forum within the Trust is the Health and Safety 
Group.  Under the main Group is a structure of sub-committees, which are either 
locally or professionally based.  The chairs of the sub-committees sit on the main 
Group ensuring effective communication throughout the Organisation.  Action points 
from the sub-committees are reported at Trust Group meetings.  
 
The terms of reference of the Trust Health and Safety Group and list of sub-
committees are set out in Appendix 2.   
 
 
6. TRAINING AND INFORMATION  
 
The training of all staff is an essential element of any successful health and safety 
strategy.  
 
The information, instruction and training of employees is seen as a fundamental part 
of providing a safe working environment.  Training needs to be provided prior to an 
employee starting employment (during induction), and then on a regular basis 
throughout employment.  This continual training programme is to ensure high 
standards of safety being maintained for the benefit of staff and the general public.  
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Where health and safety training is required by legislation, this will be indicated in the 
corporate training plan.  (For example – all staff must attend face-to-face fire safety 
training at least every 2 years, supplemented by e-learning on alternate years).   
Other elements of health and safety training may be considered to be essential but 
will vary from one area to another depending on the risks to staff.  
 
Training is organised at two levels:  at a Trust-wide level for all staff to access and 
then at a local, more job specific level.  Health and safety locally, will include, for 
example, use of work equipment, manual handling, emergency procedures, CoSHH 
and use of personal protective equipment.  
 
Training should, where possible, involve practical instruction where the trainer 
demonstrates or explains how to carry out a particular procedure to support 
employees.  Certificates of attendance are issued on request to all staff participating 
in the Trusts centrally organised training.  
 
Health and Safety related training is a core element of the Trust Mandatory Training 
and is essential that all staff keep this training up to date. 
 
BHNFT Managers will be provided with the appropriate training to meet their 
responsibilities for health & safety; this will be achieved through the BHNFT Training 
Plan. 
 
 
7. ACCIDENT, INCIDENT AND NEAR MISS MANAGEMENT  
 
Any accident, incident or near miss needs to be recorded on the online 
accident/incident system (Datix), in accordance with the Trust Incident Reporting 
Policy, and under the Social Security (Claims and Payments) Regulations 1979.  The 
basic details of what happened needs to be completed by the member of staff 
involved in the incident or in the case of no staff being directly involved, completed 
by the member of staff to whom the incident was reported.  The incident is then fully 
investigated by the relevant manager. 
 
Managers are expected to carry out root cause analysis on all accidents involving 
significant risk.   
 
On receipt of accident information, the Health and Safety Department will complete 
the necessary paperwork under RIDDOR1 when an accident, incident or near miss 
warrants such action.   
 
 
8. AUDIT AND EVALUATION  
 
Directors and managers should be involved in the continual monitoring of this policy 
to ensure compliance.   
 

                                                           
1 Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 2013 

Pack Page 101



Barnsley Hospital NHS                                                    Health & Safety Management  

Foundation Trust                         Policy GEN: 6.60 

 

Health & Safety Management Policy 2018 

Author:  Non Clinical Risk Advisor  

Sponsoring Director:  Chief Delivery Officer 

 

The Non Clinical Risk Advisor will monitor compliance and make recommendations 
to the Trust Health and Safety Group.   
 
Health and safety training will be evaluated and reviewed by the Non Clinical Risk 
Advisor, and reports will be given to the Trust Health and Safety Group.   
 
Specialist competent persons will give annual reports to the Trust Health and Safety 
Group.   
 
Compliance will also be assessed using the Patient led Assessments of the Care 
Environment (PLACE) audit.   
 
 
9. REVIEW 
 
This policy will be reviewed if there is a change in Legislation, or the management 
structure for health & safety or at least annually.  If there are no changes the policy 
will not go for Board approval until 2 years have past.   The policy is due to be 
reviewed in April 2019.  
 
10. Equality and Diversity  
 
Trust is committed to an environment that promotes equality and embraces diversity 
in its performance as an employer and service provider. It will adhere to legal and 
performance requirements and will mainstream equality and diversity principles 
through its policies, procedures and processes. This policy should be implemented 
with due regard to this commitment. 
  
To ensure that the implementation of this policy does not have an adverse impact in 
response to the requirements of the Equality Act 2010 this policy has been screened 
for relevance during the policy development process and a full equality impact 
analysis conducted where necessary prior to consultation.  The Trust will take 
remedial action when necessary to address any unexpected or unwarranted 
disparities and monitor practice to ensure that this policy is fairly implemented.   
  
This policy and procedure can be made available in alternative formats on request 
including large print, Braille, moon, audio, and different languages.  To arrange this 
please refer to the Trust translation and interpretation policy in the first instance.  
  
The Trust will endeavor to make reasonable adjustments to accommodate any 
employee/patient with particular equality and diversity requirements in implementing 
this policy and procedure.  This may include accessibility of meeting/appointment 
venues, providing translation, arranging an interpreter to attend 
appointments/meetings, extending policy timeframes to enable translation to be 
undertaken, or assistance with formulating any written statements. 
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10.1      Recording and Monitoring of Equality & Diversity  
 
The Trust understands the business case for equality and diversity and will make 
sure that this is translated into practice. Accordingly, all policies and procedures will 
be monitored to ensure their effectiveness.  
  
Monitoring information will be collated, analysed and published on an annual basis 
as part Equality Delivery System.  The monitoring will cover the nine protected 
characteristics and will meet statutory duties under the Equality Act 2010.  Where 
adverse impact is identified through the monitoring process the Trust will investigate 
and take corrective action to mitigate and prevent any negative impact. 
  
The information collected for monitoring and reporting purposes will be treated as 
confidential and it will not be used for any other purpose. 
 
 
11. REFERENCE  
 
• Health and Safety at Work etc. Act 1974;  
• Management of Health and Safety at Work Regulations 1999;  
• Health and Safety at Work Leadership Actions for Director and Board Members;  
• Corporate Manslaughter and Homicide Act 2007;  
• Health and Safety Offences Act 2008;  
• Manual Handling Operations Regulations 1992;  
• Lifting Operations and Lifting Equipment Regulations 1998;  
• Provision and Use of Work Equipment Regulations 1998;  
• Workplace (Health, Safety and Welfare) Regulations 1992;  
• Equalities Act 2010;  
• Regulatory Reform (Fire Safety) Order 2005;  
• Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 2013;  
• Safety Representatives and Safety Committees Regulations 1977;  
• Personal Protective Equipment Regulations 2002;  
• Control of Substances Hazardous to Health Regulations 2002;  
• Health and Safety (Display Screen Equipment) Regulations 2002;  
• Control of Noise at Work Regulations 2005;  
• Control of Vibration at Work Regulations 2005;  
• Working at Heights Regulations 2005;  
• Health and Safety (Safety Signs and Signals) Regulations 1996;  
• HSG 155 – Slips, Trips and Falls;  
• HSG 218 – Stress;  
• HSG 61 – Health Surveillance;  
• HSG 65 – Health and Safety Management;  
• HSG 265 – Accident, Incident Investigation;  
• Construction and Design Management Regulations 2015;  
• Electricity at Work Regulations 1989;  
• Social Security (Claims and Payments) Regulations 1979;  
• Ionising Radiations Regulations 1999;  
• Ionising Radiation (Medical Exposure) Regulations 2000;  
• The Health & Social Care Act 2015
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APPENDIX 1 
 
TRUST HEALTH AND SAFETY RESPONSIBILITIES 
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APPENDIX 2          
 

Terms of Reference 

Health & Safety Group 

1. CONSTITUTION AND ACCOUNTABILITY 

1.1. The Health & Safety Group is a sub-committee of the Quality & Governance 

Committee. 

1.2. The group is authorised to investigate any activity within its Terms of 

Reference and to seek any information it requires from any employee. All 

employees are directed to co-operate with any request made by the group. 

1.3. Accountable to the Chief Executive and the Board of Directors (through the 

Quality & Governance Committee) for the standards of health and safety 

throughout the Trust. 

2. PURPOSE 

2.1 The purpose of the Health and Safety Group is to promote safety standards, 

ensure the implementation of overarching health and safety principles, and 

develop systems promoting health and safety within the working environment. 

2.2 All parties recognise the importance of establishing and maintaining a healthy 

and safe working environment. Agreement between the Trust and the Unions 

will help meet the varied requirements of all concerned. 

2.3 The Group will work in partnership to ensure that, so far as is reasonable 

practical, all steps are taken to instigate, develop and carry out measures to 

ensure the health and safety of employees. This will also include persons who 

are not employees of the Organisation. 

3. DUTIES AND RESPONSIBILITIES 

The Group is responsible for the following aspects of Health & Safety: 

3.1 To review Health and Safety Incident Reports to establish statistics and trends 

and advise on preventative programmes throughout the Trust.  

3.2 To raise matters relating to the health, safety and welfare of employees of the 

Trust and to make recommendations to management for executive action.  

3.3 To consider any matters relevant to health, safety of welfare referred to it by 

the Group or Staff Organisations or any other body recognised by the Trust. 

Identification of health and safety and security aspects of proposed changes  
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to the work place and the implementation of new health and safety laws and 

regulations.  

3.4 Consideration of matters relating to violence and aggression to staff members 

and non-investigative issues of protective security. 

3.5 To develop and review health and safety policies ensuring appropriate 

expertise has been sought recommending policies to the Quality and 

Governance Committee for final approval.  

3.6 To assist in the development of rules and safe systems of work.  

3.7 To review and develop training in health and safety and review health and 

safety training needs prior to validation by the Workforce Group. 

3.8 Promote cooperation amongst all staff in instigating, developing and 

monitoring measures in order to ensure the health, safety, welfare and 

security of all who may be affected by Trust activities. 

4. MEMBERSHIP 

4.1 The Constitution for the Health and Safety Group comprises of both Trust 

employees and representatives from the Trade Unions: 

Recognised (by the Trust) Trade Union and staff associations. 

4.2 Membership of the Group comprises the following (if representatives are unable 

to attend a deputy must be identified to attend in their place).  

Chief Delivery Officer (Chair) (Deputised by the Deputy Director of Operations) 

Human Resources & Workforce Development 

Accredited Health and Safety Representative from the recognised Unions and Staff 

Associations 

Occupational Health Representative 

Moving and Handling Specialist 

Infection, Prevention & Control Representative 

Head of Nuclear Medicine 

Chief Pharmacist 

Representation from each Clinical Business Unit (e.g. Matron, Service Managers), 

including the Corporate CBU. 
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The Group may invite other representatives to attend the Group as is required. 

4.3 Barnsley Facilities Services will provide assistance, support and advice to the 

Group, as Ex Officio members.  The following areas will attend or send a 

representative: 

Health and Safety Team 

Deputy Managing Director of Barnsley Facilities Services 

Security and Resilience Representative  

4.4 Attendance lists will be kept. 

 

5. ATTENDANCE AND FREQUENCY OF MEETINGS 

5.1 All members will be required to attend all group meetings and must send 

deputies on the exceptional occasions when they cannot attend in person. 

(Deputies must be fully briefed and be able to cover the portfolio of the group 

member) 

5.2. The group will normally meet on a bi- monthly basis.  Extra – ordinary 

meetings may be called if required. 

5.3. The Terms of Reference will be reviewed annually and this will also include 

membership to ensure it appropriately reflects the overall purpose of the 

Group. 

6. QUORUM 

6.1. The group will be deemed quorate to the extent that the following are present  

at least 4 employer representatives and 2 Trade Union representatives are in 

attendance. 

6.2 Non-accredited Health and Safety Representatives do not have a vote within 

the Health and Safety Group. 

7. REPORTING ARRANGEMENTS 

7.1 The group will be formally minuted and the Chair’s Log and approved minutes 

will go on the Quality and Governance Committee agenda. 

7.2 The chair or their representative shall draw to the attention of the Quality and 

Governance Committee any significant issues via the Chair’s Log 
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7.3 The following working /task and finish groups will report to the Health & Safety  

Group 

• Fire Safety Group  

• Sharps Group 

• Radiation Group 

• Moving & Handling Meeting 

• Resilience Group  

• Medical Gases Meeting 

• Waste & COSHH Group 

 

 

 

 

 

 

 

 

 

Date April 2018 

Review Date April 2019 
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Appendix 3 

EQUALITY IMPACT ASSESSMENT TEMPLATE  
INITIAL ASSESSMENT STAGE 1 (part 1) 

 
Department:  

Health & Safety 
 

Division: BFS 

Title of Person(s) 
completing this form: 

Non Clinical Risk 
Advisor 

New or Existing 
Policy/Service 

Existing 

Title of 
Policy/Service/Strategy 
being assessed: 

Health and Safety 
Management Policy 

Implementation 
Date: 

May 2018 

What is the main purpose 
(aims/objectives) of this 
policy/service? 

The policy states the roles and responsibilities of the trust to keep all staff 
as safe as is reasonably practicable whilst at work and to keep those 
affected by our undertaking as safe as reasonably practicable. 

Will patients, carers, the 
public or staff be affected 
by this service? 
Please tick as appropriate. 

 Yes No If staff, how many individuals/which groups of staff 
are likely to be affected?  

 
APPLIES TO ALL STAFF 

Patients   

Carers   

Public   

Staff   

Have patients, carers, the 
public or staff been 
involved in the 
development of this 
service? 
Please tick as appropriate. 

Patients   If yes, who did you engage with? Please state below: 
 
Policy updated.  Consultation with Union and 
management 

Carers   

Public   

Staff   

   

What consultation 
method(s) did you use? 

 

 

DATA COLLECTION AND CONSULTATION 

 

1a In relation to this service/policy/procedure – Do you currently record/have any of the 

following patient data? 

Protected Characteristic Indicate yes or No If Yes – State where Recorded 

Age No HR have this information for 

employment Purposes. 

Sex No HR have this information for 

employment Purposes. 

Ethnicity No HR have this information for 

employment Purposes. 

Religion or Belief No HR have this information for 

employment Purposes. 

Disability No HR have this information for 

employment Purposes. 

Sexual Orientation No HR have this information for 

employment Purposes. 

Gender Re-assignment No HR have this information for 

employment Purposes. 

Marriage & Civil Partnership No HR have this information for 

employment Purposes. 
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Pregnancy & Maternity No HR have this information for 

employment Purposes. 

Carer Status No HR have this information for 

employment Purposes. 
Please indicate Yes or No 

 

 

Equality Impact Assessment Stage 1 PART 2 
What does this data tell you about each of the above protected characteristics? Are 
there any trends/inequalities?  
 

 
 
Although the organisation collects the data this is held by the HR Team. 
 
This policy applies equally to all staff irrespective to the presence of any protected characteristic.   
 
 
 
 
 
 
 
 
 
 
 

 
 
What other evidence have you considered? Such as a ‘Process Map’ of your service 
(assessment of patient’s journey through service) / analysis of complaints/ analysis of patient 
satisfaction surveys and feedback from focus groups/consultations/national & local statistics 
and audits etc. 
 
 

 
 
 
Policy written in line with guidance from the Health and Safety Executive. 
 
Accident and incident data has been considered. 
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Equality Impact Assessment Stage 1 PART 3 

ACCESS TO SERVICES 

What are your standard methods of communication with service users? 

Please tick as appropriate. 

Communication Methods Yes No 

Face to Face Verbal Communication   

Telephone   

Printed Information (E.g. leaflets/posters)   

Written Correspondence   

E-mail   

Other (Please specify)   

 

If you provide written correspondence is a statement included at the bottom of the 

letter acknowledging that other formats can be made available on request? 

Please tick as appropriate. 

Yes No 

  

 

Are your staff aware how to access Interpreter and translation services? 

Interpreter & Translation Services Yes No 

Telephone Interpreters (Other Languages)   

Face to Face Interpreters (Other Languages)   

British Sign Language Interpreters   

Information/Letters translated into audio/braille/larger print/other 
languages? 

  

 

ACCESS 

Please tick as appropriate 

 Yes No 

Is the building where the service is located wheelchair accessible? N/A  

Does the reception area have a hearing loop system? N/A  

Does the building where the service is located have a unisex wheelchair 
accessible ‘disabled toilet? 

N/A  
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Does the building have car parking space reserved for Blue Badge 
holders? 

N/A  

Does the building have any additional facilities for disabled people such as 
a wheelchair, hoist, specialist bath etc? 

N/A  

Does the building/hospital sire where the service is provided have access 
to prayer and faith resources? 

Yes  

 

 

 

 

 

EQUALITY IMPACT ASSESSMENT – STAGE 1 (PART 4) 

Protected 
Characteristic 

Positive 
Impact 

 
 

High 
Low 

None 

Negative 
Impact 

 
 

High 
Low 

None 

Reason/comments for positive 
Impact 

 
 

Why it could benefit any/all of the 
protected characteristics 

Reason/Comments for Negative 
Impact 

 
Why it could disadvantage 

any/all of the protected 
characteristics 

Resource 
Implication 

 
Yes / No 

Men None 
 

None 
 

   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Women None 
 

None 
 

  

Younger 
People (17 – 

25) and 
Children 

 
High 

 
High 

If the nature of the task to be carried out could endanger the safety of 
the individual, a risk assessment must be undertaken.  If measures 
can not be put in place to ensure that the individual is safe as far as 
is reasonably practicable.  The Trust Policy and the H&S@W Act 
prevents them completing the task. 
This is not assessed generally but on each individual case. 

Older people 
(60+) 

None 
 

None 
 

  

Race or 
Ethnicity 

None 
 

None 
 

  

Learning 
Disabilities 

High 
 

High  If the nature of the task to be carried out could endanger the safety of 
the individual, a risk assessment must be undertaken.  If measures 
can not be put in place to ensure that the individual is safe as far as 
is reasonably practicable.  The Trust Policy and the H&S@W Act 
prevents them completing the task. 
This is not assessed generally but on each individual case. 

Hearing 
impairment 

High 
 

High If the nature of the task to be carried out could endanger the safety of 
the individual, a risk assessment must be undertaken.  If measures 
can not be put in place to ensure that the individual is safe as far as 
is reasonably practicable.  The Trust Policy and the H&S@W Act 
prevents them completing the task. 
This is not assessed generally but on each individual case. 

Visual 
impairment 

High 
 

High If the nature of the task to be carried out could endanger the safety of 
the individual, a risk assessment must be undertaken.  If measures 
can not be put in place to ensure that the individual is safe as far as 
is reasonably practicable.  The Trust Policy and the H&S@W Act 
prevents them completing the task. 
This is not assessed generally but on each individual case. 

Physical 
Disability 

High 
 

High If the nature of the task to be carried out could endanger the safety of 
the individual, a risk assessment must be undertaken.  If measures 
can not be put in place to ensure that the individual is safe as far as 
is reasonably practicable.  The Trust Policy and the H&S@W Act 
prevents them completing the task. 
This is not assessed generally but on each individual case. 

Mental Health 
Need 

High 
 

High If the nature of the task to be carried out could endanger the safety of 
the individual, a risk assessment must be undertaken.  If measures 
can not be put in place to ensure that the individual is safe as far as 
is reasonably practicable.  The Trust Policy and the H&S@W Act 
prevents them completing the task. 
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This is not assessed generally but on each individual case. 

Gay/Lesbian/Bi
sexual 

None 
 

None 
 

  

Trans None None   

Faith Groups 
(please specify) 

None 
 

None   

Marriage & 
Civil 

Partnership 

None 
 

None   

Pregnancy & 
Maternity 

High 
 

High If the nature of the task to be carried out could endanger the safety of 
the individual, a risk assessment must be undertaken.  If measures 
can not be put in place to ensure that the individual is safe as far as 
is reasonably practicable.  The Trust Policy and the H&S@W Act 
prevents them completing the task. 
This is not assessed generally but on each individual case. 

Carer Status None None 
 

  

Other Group 
(please specify) 

 
 
 

   

Applies to ALL 
Groups 

 
 
 

   

 
INITIAL ASSESSMENT (PART 5) 

 
Have you identified any issues that you consider could have an adverse (negative) 

impact on people from the following protected groups? 

 

IF ‘NO IMPACT’ IS IDENTIFIED Action: No further documentation is required. 
 

IF ‘HIGH YES IMPACT’ IS IDENTIFIED Action: Full Equality Impact Assessment 
Stage 2 Form must be completed. 
 

 

 

 
(a) In relation to each group, are there any areas where you are unsure about the 
impact and more information is needed? 

 
No.  Individual assessments would be required in every case. 
 
 
 

 
 

(b) How are you going to gather this information? 

 
 
 
 
 
 
 
 
 

Pack Page 113



Barnsley Hospital NHS                                                    Health & Safety Management  

Foundation Trust                         Policy GEN: 6.60 

 

Health & Safety Management Policy 2018 

Author:  Non Clinical Risk Advisor  

Sponsoring Director:  Chief Delivery Officer 

 

 

(c) Following completion of the Stage 1 Assessment, is Stage 2 (a Full Assessment) 

necessary? NO 
 
Assessment Completed By: Gill Lammas   Date Completed: 19th January 2018 

 
Line Manager:  Simon Barrett       Date…………………………….. 
 
Head of Department:  Lorraine Christopher     Date…………………………….. 
 
 
When is the next review? Please note review should be immediately on any  
amendments to your policy/procedure/strategy/service. 

1 Year 2 year 3Year 
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Appendix 4 

 

Version Date Comments Author 

2 Jan 2017 Policy Reviewed, re-formatted 
and titles and responsibilities 
brought in line with the Trust 

G. Lammas 

3 01/04/17 New Chief Executive signed 
policy 

G.Lammas 

4 1/04/18 Titles changed and 
responsibilities due to formation 
of BFS 

G. Lammas 

 
Review Process Prior to Ratification: 
 

Name of Group/Department/Committee Date 

Health and Safety Group 04/04/18 

Quality & Governance Committee 18/04/18 
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/04/08 

 

SUBJECT:   ANNUAL MORTALITY SUMMARY REPORT 

DATE:          APRIL 2018  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance ✓ 

For review   Governance ✓ 

For information ✓  Strategy  

PREPARED BY: 

Jade Booth, Healthcare Information & Insight Service 

Tracey Radnall, Head of Patient Safety  

Dr Susie Orme, Interim Associate Medical Director 

SPONSORED BY: Dr Simon Enright, Medical Director 

PRESENTED BY: Dr Simon Enright, Medical Director 

STRATEGIC  CONTEXT 

The Trust has a 2017/18 quality target of reducing mortality rates to below 100 in the context of 
implementing the new national learning from Deaths Policy. 
 

EXECUTIVE SUMMARY 

 
The report provides a summary of the mortality statistics for the past 12 months in the Trust.  
 
Mortality is reviewed in the context of expected performance against nationally collated statistics 
such as SHMI, HSMR and disease specific mortality for pneumonia and sepsis.  
 
The latest data from CHKS is to January 2018 and reports a HSMR of 89 for the preceding 12 
month period. Weekend crude mortality continues to remain low compared with previous years 
and SHMI is within the expected range 
 
The past year saw the introduction of the new process for Learning from Deaths and although it 
has been a steep learning curve for the organisation, the quality of information we are now 
gaining means we are able to review where our focus for improvement needs to be for the 
forthcoming year. 
 
Summary: HSMR remains below 100.  
 

RECOMMENDATION(S) 

The Board is recommended to review and receive the report. 
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Section 1: MORTALITY STATISTICS 
Section 2: LEARNING FROM DEATHS 
Section 3: NHSi QUALITY ACCOUNTS  
 
 
1 MORTALITY STATISTICS 
 
1a: Crude Mortality YTD (Latest Month March 2018) 
 

Financial Year No. of Deaths No. of Discharges* Crude Mortality 

Rate per 1000 

Discharges* 

Weekend Crude 

Mortality Rate per 

1000 Admissions** 

2016/17  946 41497 22.54 27.06 

2017/18 YTD 1060 43141 24.57 21.19 

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

 
 
Crude Mortality by Month 
 

 
  
 
 
Although a slightly higher than expected crude mortality rate was reached in January 2018 this is 
proportionately reflective of the increase in the number of admissions and discharges at that time and also 
impacts on the year to date figure. The monthly mortality figures reflect expected seasonal increases in 
mortality within the winter months, with lower numbers from March through to October. 
 
The reduction in crude mortality at weekends reflects work within the medical directorate to implement seven 
day services in line with NHS England’s ambition to ensure that if a patient is admitted to hospital with sudden 
severe illness they can expect to receive the same quality of assessment, diagnosis, treatment and review in 
hospital on any day of the week. NHS England Seven Days Services Clinical Standards (2017). Once a clear 
pathway of care has been established, patients are reviewed by a consultant at least once every 24hrs unless 
it has been determined that this would not affect the patient’s care pathway. 
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1b: SUMMARY HOSPITAL-BASED MORTALITY INDICATOR (SHMI) 
 

This statistical indicator applies to non-specialist Acute Trusts and includes all in-hospital deaths and deaths 

30 days after discharge.The latest data published in March 2018 was for the period (Q2) July 17 – September 

17 (101).    

In our latest period July 17 to Sept 17 the lower control limit is 0.89 (89) and upper is 1.12 (112). We are 

therefore categorised by NHS Digital as having a SHMI banding of ‘2’ which means ‘as expected’. The risk 

model would have expected us to have 1470.83 deaths for the period and we had 1486. (The non-elective 

deaths in this period increased by 16 and deaths occurring out of hospital dropped by 14). The number of 

provider spells is recorded as 42236. 

This compares to the last period July 16 – Jun 17 where our lower control limit was 0.88 (88) and upper was 

1.12 (112). We were categorised by NHS Digital as having a SHMI banding of ‘2’ which means ‘as expected’. 

The risk model would have expected us to have 1471.5 deaths for the period and we had 1470. The number 

of provider spells 41934 

The information provided by the SHMI supports findings from our mortality review process whereby there is an 

increase in patients coming to hospital for support either in the final stages of their life or in the few weeks 

before dying. The reasons for this are varied and whilst we aim to support patients dying in their preferred 

place of choice this is not always possible. We have seen evidence of this in our reviews. One example is a 

good decision that was made to support a patient, who was without family and who was unable to cope at 

home, by allowing in-patient palliative care even though technically the patient could have been discharged. 
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1c HSMR AND DISEASE SPECIFIC HSMR 

 
For the past 12 months the HSMR has continued to be within the statistical upper and lower limits and at 89 
remains below the trust quality target of 100. Disease specific HSMR is interrogated as part of the work of the 
Learning from Mortality group and where necessary coding is reviewed to ensure that an accurate cause of 
death has been recorded in the coding system. Coding checks have been carried out and amended on deaths 
recorded as Syncope and Cardiac Arrest, which originally carried a higher than expected HSMR. The 
continued focus on daily consultant review, especially at weekends is a positive contributory factor. The 
continued improvement in HSMR is shown in section1d. 
 
After a review of all disease specific HSMR>100 in the context of improving patient outcomes, the Learning 
from Mortality Group agreed for Sepsis and Acute Kidney Injury (AKI) to be the disease specific HSMR focus 
for 2018/19. Pneumonia, which was a disease specific indicator for 2017/2018 has shown sustained 
improvement for over two years. This is due not only to diligent coding but to the successful implementation in 
the Emergency Department of the Community Acquired Pneumonia Care Bundle. The improvement in 
Pneumonia HSMR is shown in 1e. 
 
HSMR for AKI is a focus for the coming year as it is thought that 30% of AKI cases are preventable. Early 
identification and prompt management of AKI may reverse the underlying problem and/or may prevent AKI 
severity progression, reducing risk of death and increasing the likelihood of a much better patient outcome. 
The AKI pathway has enabled us to recognise AKI in 74% of our patients. This is an improved position for the 
management of patients with this complex condition. Part of the improvement was due to the development of 
an Alert System whereby blood results that indicate AKI may be present are flagged. This will be developed 
further to enable alerts to be received by our Acute Response Team so that immediate patient review can 
take place. As dehydration is also a factor we intend to implement the electronic recording of fluid balance in 
2018/2019 to ensure staff know that patients are adequately drinking. Current actions required to manage AKI 
are multiple and our plan is to simplify the actions into five or six key steps. The HSMR for AKI is shown in 
Section 1f.  
 
It was noted that AKI is often a contributory factor in patient deaths and as Sepsis is one of the main causes 
of AKI, it is also a disease specific focus for 2018/2019. We have looked at Specific measures to help us to 
identify and treat Sepsis. Our aim is to embed a systematic approach towards the prompt identification and 
appropriate treatment of life-threatening infections, while at the same time reducing the chance of the 
development of strains of bacteria that are resistant to antibiotics. We screen of all patients who come into the 
Emergency Department (ED) for Sepsis. In addition we have added a ‘pop-up’ to our electronic system for 
requesting blood tests which asks the requester ‘could this be sepsis?’ We audit how long it takes us from 
suspecting sepsis to administering antibiotics so that we can look at where we can improve our delivery of 
care. We are looking to further improve the management of Sepsis through the use of our electronic 
observations system whereby we can identify and screen patients as soon as their observations show there 
might be a Sepsis trigger. Our achievement with reducing deaths from Sepsis is shown in 1g. 
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1d: HOSPITAL STANDARDISED MORTALITY RATIO (HSMR) 
 
This statistic applies to in-hospital mortality (excluding palliative care).  It includes around 85% of mortality of 
deaths. The 12 month rolling HSMR to January 2018 is 89.26.  
 

 
 

The latest Rolling 12 Months HSMR for Yorkshire and Humber Non Specialist Trusts are presented below. 
BHNFT figures are highlighted in peach. 
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1e: Pneumonia HSMR 

Pneumonia mortality: HSMR 94 (December 17) 
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1f: AKI HSMR 

AKI Mortality: HSMR 113.08 (January 18) 
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1g: Septicaemia Mortality  
 
Septicaemia mortality: HSMR 86 (January 18) 

 
 

 
 
 

 

Pack Page 123



Page 8 of 14 

 

2: LEARNING FROM DEATHS  

2a Background 

Nationally there has been a recent review of learning from deaths and both the Care Quality Commission 

(CQC) and NHS Improvement (NHSI) have published guidance (applicable to adult patients) on learning from 

deaths. A new nationally mandated process, which was mandated from Q3 this year, addresses the CQC‟s 

publication (2016) on the way NHS Trusts review and investigate the deaths of patients, and this aims to 

maximise learning from deaths. As well as ensuring there are surveillance processes in place within the Trust 

to promptly and accurately record deaths, and to interrogate and understand mortality measures (also known 

as indices*), it is also important to ensure that there are independent clinical reviews of deaths within the Trust 

to accommodate the complexity of modern healthcare. 

The Trust Mortality Review Process is aligned to the National Mortality Case Record Review (NMCRR) 

Programme, which is a collaborative project led by the Royal College of Physicians (RCP) in partnership with 

Yorkshire and Humber Academic Health Science Network‟s (AHSN‟s) Improvement Academy. It is 

commissioned by the Health Quality Improvement Partnership (HQIP). The NMCRR programme introduced a 

standardised methodology for reviewing case records of adult patients who have died in acute general 

hospitals in England and Scotland, known as the Structured Judgement Review process (SJR). This trust is a 

part of the regional improvement academy team and the team has been nominated for a HSJ award for the 

work on mortality. 

Not all deaths require a SJR. However to ensure robust systems are in place it is essential that a screening 

process is undertaken on all deaths to ensure all those that require mortality reviews are completed. Deaths 

are reviewed weekly by the Mortality Overview Group who allocate notes for a screening process to 

consultants. Consultants are expected to complete the screening process within 20 working days. The notes 

screening process is a duty to be carried out by all Consultants and requires peer review of care delivered by 

other specialities. The requirement and timescales were mandated and the policy for implementing Structure 

Judgement Reviews was implemented at the end of September 2017. This has been a mid year change in 

process, but one which is delivering good quality feedback and is helping us as an organisation to learn where 

we can make improvements for patients. 

There is a 20 day turnaround for Mortality Screening forms and Structured Judgement Reviews. This is 

managed through our appraisal and revalidation system. The mortality screening process and structured 

judgement review methodology has been a steep learning curve but despite the challenges, our mortality 

screening compliance is now one of the best in region (Yorkshire and Humber) and at the end of Q3 (October 

to December)  our compliance rate for returns of initial screening within 20 days was well over 60%. Clearly 

there is still room for improvement but it has been an excellent start to the process. Compliance is shown in 

section 2b. Q4 is not a complete figure due to the 20 day turnaround. 

The mortality over view group review all returned screening forms and asses whether or not they meet the 

requirement for a Structured judgement review and allocate them to trained reviewers. Returned SJR’s are 

evaluated and learning points extracted. Sometimes a second SJR may be necessary. General learning 

points from SJR's are fed back via a learning bulletin and through CBU governance meetings. There have 

been 8 editions of the bulletin to date and a copy of the most recent edition is in section 2g. Where 

appropriate specific feedback is given to consultant teams, heads of departments and individuals either by 

letter or in person. This can be in writing or in person and can include comment on the quality of the screening 

form or SJR as well as learning points for further investigation by the consultant team for learning purposes. 

The Learning from Mortality group (section 2c) will also feed learning points through to the LeDeR process 

and to the End of Life Team, including the community end of life team. Specific themes are fed through to 

existing committees, such as the Thrombolysis committee, Deteriorating Patient Group and the Vital PAC 

Steering Group to ensure that the learning is captured and acted upon. Examples of this are in sections 2e 

and 2f.
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2b: Mortality Screening and Structured Judgement Review Compliance 

Mortality Screening (Q4 incomplete) 

Mortality Screening Compliance YTD - 01/04/2017 - 31/03/2018 Q1 Q2 Q3 Q4 YTD 

Number of reviews been returned 104 94 198 128 524

Number of returned that have been reviewed 104 94 198 128 524

Number of reviews awaiting return 113 127 94 214 548

Compliance % 48% 43% 68% 37% 49%  

 

 

Structured Judgement Reviews (Q4 incomplete) 

SJR Compliance YTD - 01/04/2017 - 31/03/2018 Q1 Q2 Q3 Q4 YTD

Number of SJR's sent out 2 9 44 40 95

Number of SJR's Returned 0 8 25 34 69

Compliance % 0% 89% 57% 85% 73%  

 

2c Learning from Mortality Steering Group: 

The Steering Group is led by the associate medical director with delegated responsibility for the Learning from 
Deaths agenda and has a non executive director in attendance for oversight and scrutiny. The group oversees 
and ensures the effective methodology for case record screening and reviews. The remit includes but is not 
limited to: 
 
Mortality Statistics Learning and dissemination   
Accuracy of death certificates Regional and national group updates 
Coding EOL 
Maternal Deaths/Still Born Policy and TOR review 
Qualitative themes Training 
Compliance with the screening and structured 
judgement review process (SJR) 
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2d: Structured Judgement Review Learning  
 
Learning from SJR’s is a subjective qualitative process and so learning points are extracted into themes and 
categorised into grades of care. Grades of care are reviewed at certain points such as on admission, on-going 
care, care during a procedure, perioperative care, end of life care and the quality of the patient records. Not all 
points are graded and not all points are applicable to every patient. It is possible to receive good care on 
admission but have poor care recorded due to the quality of the patient care notes. It is encouraging to see 
that in a process designed to identify predominantly poor care we are seeing more positive examples of 
adequate, good and excellent care. 
 
Learning Points Annual Summary 01/04/2017 - 31/03/2018: 
 

Score Number of Learning Points Overall Assessment 

Very Poor Care 4 1.45%

Poor Care 69 18.84%

Adequate Care 113 40.58%

Good Care 91 20.29%

Excellent Care 12 4.35%  
 

 
 
 
 
2e: Examples of Structured Judgement Review Learning Points 
 
 

• NICE Guidance CG92: Start pharmacological VTE prophylaxis as soon as possible after risk 
assessment has been completed. 

• Clear discussion between medical staff and families can help to alleviate concerns before they turn 
into a complaint. 

• Timely assessment, intervention and appropriate care can lead to an event free peaceful death. 

• Accurate recording of fluid balance is key in the management of patients with AKI 

• DNACPR should be discussed when appropriate at an early opportunity to aid forward planning, 
particularly in end of life patients. 

• Care should be taken to ensure that deterioration in an end of life patient is not monitored through 
investigations that will not alter or improve the patient’s outcome. 

• Recognising ‘old age’ and ‘frailty’ as acceptable causes of death can allow appropriate conversion to 
palliative care and prevent unnecessary investigations. 

Pack Page 126



Page 11 of 14 

 

• Advance care planning and appropriate use of DNACPR can prevent unnecessary admission against 
a patient’s wishes. 

• Delay in completing DNACPR can lead to CPR being commenced inappropriately. 

• Good involvement of the community matron and team can lead to a more timely use of DNACPR and 
MyCarePlan. 

• Record keeping with regard to name, position and GMC number must be clear.  

• Difficult conversations with families should not be managed via referral for L3 ICU care. Speciality 
consultant review may be more appropriate. 

• Documentation of Sepsis management is much clearer when the Sepsis 6 bundle is used 

• Fluid and antibiotic prescriptions should be acted upon in a timely manner to ensure best outcomes 
 
 
2f: Identified Themes managed through relevant groups in the governance structure: 
 

• VTE management: Following learning from a recent SJR the thrombolysis policy is being reviewed 
and a focus on VTE Patient Safety Bulletin has also been issued dated 09/04/2018. This is being 
managed through the Patient safety panel and the Thrombolysis Committee 

 

• MyCarePlan – the Palliative care team have undergone training in Structured Judgement Reviews 
and will manage any EOL issues through their forum. Recent SJR’s identifying inappropriate 
admissions for end of life patients are being reviewed by the community team. 

 

• Fluid Balance Management– issues where fluid balance guidance is not being followed is being 
managed through the Deteriorating patient group and the VitalPac Steering Group 

 

• Record Keeping – This is being captured through the medical records audit and is reporting through 
to the Clinical Effectiveness Group 

 

• AKI and Sepsis – A task/sub group is in development and will report through the existing governance 
structure 

 

• Medical Staff Reflection -  The Medical Appraisal process is evolving and as part of the changes from 
April the Trust strongly encourages doctors to learn and reflect from deaths, especially if involved in a 
death or they do not have any SI’s or Complaints to reflect on. 
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2g Learning from Deaths Bulletin: 
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3 Quality Accounts 

NHSi published the detailed requirements for quality reports in January 2018. The quality accounts 

regulations were updated in 2017 to include new requirements relating to Learning from Deaths to apply from 

2017/18 reports. 

However since July 2017 when the regulations were updated the data collection mechanism for learning from 

deaths has changed meaning that data is no longer directly comparable between organisations. To ensure 

continuity with other Trust documents, the Quality Accounts data reporting requirements for NHSi are 

excluded in this report but included in the Quality Reports. However the excerpt below is taken from the 

narrative prepared for the Draft Quality Accounts as of the 26th March 2018: 

(27.4) A summary of what the provider has learnt from case record reviews and investigations conducted in 

relation to the deaths - Present the information required as a narrative.  

 

Communication issues were identified regarding radiological requests along with failure to complete timely 

investigations, in particular this was found following a fall, which resulted in a poor patient experience. It was 

found that it is imperative that falls assessments are fully completed, to minimise risks to patients. 

 

Once a clear pathway of care has been established, it is important that patients should be reviewed by a 

consultant at least once every 24hrs, unless it has been determined that this would not affect the patient’s 

care pathway. This is in line with NHS England Seven Days Services Clinical Standards (2017). It was found 

that documentation of Sepsis management is much clearer when the Sepsis 6 bundle is used, as is correctly 

signing and dating entries. Fluid and antibiotic prescriptions should be acted upon in a timely manner to 

ensure best outcomes. 

 

Documentation of discussions with families regarding a patient who is moving towards the last stages of life 

showed that when this was implemented in a timely manner, the experience for the patient and family was 

improved. Early discussions and decisions in this situation on a plan of care can prevent unnecessary 

investigations, which can cause upset to the patient and their carers or relatives. Early involvement of 

patients, families and/or carers in discussions about the future, helps to manage expectations and improves 

the care experience for all concerned. A number of patients are coming to hospital to access end of life care 

because of lack of a documented plan in the community. However it was also seen that involvement with the 

community teams led to a more timely use of DNACPR, which when discussed at an appropriate opportunity 

can aid forward planning, particularly in patients nearing the end of their life. 

Care should be taken to ensure that deterioration in an end of life patient is not monitored through 

investigations that will not alter or improve the patient’s outcome. It was found that decisions that take into 

account a persons whole circumstance demonstrated consideration and compassion. Recognising ‘old age’ 

and ‘frailty’ as acceptable causes of death can allow kind and appropriate care in a person’s final days. 

 

(27.5) A description of the actions which the provider has taken in the reporting period, and proposes to take 

following the reporting period, in consequence of what the provider has learnt during the reporting period (see 

item 27.4). Present the information required as a narrative.  

 

Serious incident investigations and case record reviews are shared across the trust through patient safety 

bulletins and learning from death bulletins. Learning from mortality group meets to review appropriate actions 

that may need to be taken, including reviewing mortality statistics. General learning points from case record 

review's are fed back via the learning bulletin and through CBU governance meetings. Where appropriate 

specific feedback is given to consultant teams, heads of departments and individuals. It is also strongly 

recommended that reflection on learning from deaths is included as part of the medical appraisal process. 

Electronic solutions to requesting and acting upon investigations is being explored. 
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(27.6) An assessment of the impact of the actions described in item 27.5 which were taken by the provider 

during the reporting period. Present the information required as a narrative.  

 

The initial assessment of impact is viewed as positive as HSMR and some disease specific HSMR (sepsis) 

have fallen in the reporting period. 
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/04/09  

 

SUBJECT: CQC ACTION PLAN 

DATE: APRIL 2018  

PURPOSE: 

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance ✓ 

For review ✓  Governance ✓ 

For information ✓  Strategy  

PREPARED BY: Gill Feerick, Head of Quality and Clinical Governance 

SPONSORED BY: Heather McNair, Director of Nursing & Quality 

PRESENTED BY: Heather McNair, Director of Nursing & Quality 

STRATEGIC CONTEXT  

Following the CQC inspections of our hospital in October and November 2017 the Trust 
received the final report of the findings on 12 March 2018. The report included the CQC’s rating 
of the care provided. The rating of ‘Good’ was awarded. 

As a result of the judgements made in the inspections, the CQC set actions they require the 
Trust to take. The Trust was required to formally submit a complete action by 10 April 2018.  

EXECUTIVE SUMMARY 

The CQC issued three requirement notices to the Trust. That meant we were required to 
respond by means of an action plan outlining what actions the Trust would take to meet these 
requirements. 

The requirement notices related to breaches of three legal requirements in urgent and 
emergency care and children and young people services. The Trust responded to this 
requirement on 8 February 2018. 

CONCLUSION AND RECOMMENDATION(S)  

The Trust has responded within timeframes to the findings of the CQC. Completion of the action 
plan is to be monitored via CBU governance and performance meetings with any exceptions 
being reported and escalated via the Trust-wide governance framework. The CQC will also 
monitor completion of actions as part of the quarterly engagement meetings with the Director of 
Nursing & Quality and the Head of Quality and Clinical Governance. 

In line with the CQC inspection framework BHNFT can expect the next unannounced inspection 
to be post March 2019. The focus of this inspection is likely to be on our services for children 
and young people as well as the annual well-led assessment. 

The Board is asked to note the Trust’s response to the findings of the CQC. 
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Subject: CQC ACTION PLAN Ref: BoD/18/04/09 

 

1. STRATEGIC CONTEXT 
 
1.1 Following the CQC inspections of our hospital in October and November 2017 the 

Trust received the final report of the findings on 12 March 2018. The report included 
the CQC’s rating of the care provided. The rating of ‘Good’ was awarded. 
 

1.2 Under Regulation 17(3) of the Health and Social Care Act 2008 (Regulated Activities) 
Regulations 2014, the Trust must send a written report of the actions we are going to 
take to meet the Health and Social Care Act 2008, associated regulations and any 
other legislation the CQC identified the Trust was in breach of. 

 
1.3 The Trust was required to formally submit a complete action plan by 10 April 2018. 

2. INTRODUCTION 
 

2.1 Following the inspection in October and November 2017 the CQC concluded that their 
rating of the Trust had improved from their previous rating of the Trust given in 
January 2016. The Trust was rated as ‘Good’. 
 

2.2 The report concluded that the rating of ‘Good’ had been awarded because: 
 

2.2.1 The CQC rated effective, caring, responsive and well-led as good and safe as 
requires improvement 

2.2.2 In rating the Trust the CQC took into account the current ratings of the five 
services not inspected this time; Critical care, Maternity, End of life care, 
Outpatients & Diagnostic Imaging 

2.2.3 The CQC rated well-led at the Trust level as good. 
 

2.3 The CQC issued three requirement notices to the Trust. That meant we were required 
to respond by means of an action plan outlining what actions the Trust would take to 
meet these requirements. 
 

2.4 The requirement notices related to breaches of three legal requirements in urgent and 
emergency care and children and young people services. The Trust responded to this 
requirement on 8 February 2018. 

 
3. TRUST RESPONSE TO CQC FINDINGS 

 
3.1 The CQC identified actions that were required to bring services into line with three 

legal requirements. These actions related to three service areas: 
 
3.1.1 Urgent and emergency services 

• The Trust must ensure that patients with a mental health condition are risk 
assessed for their mental health needs, self-harm or suicide and are cared 
for in a safe environment that has been appropriately risk assessed 

• The Trust must ensure that staff are appropriately trained to support 
patients who attend the department with mental health conditions 

• The Trust must ensure that all children’s records are completed with 
relevant safeguarding information 

• The Trust must continue to appropriately recruit staff (specifically registered 
sick children’s nurses) and ensure that there are sufficiently suitably 
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qualified, competent and experienced staff on duty to meet the needs of 
patients. 

 
3.1.2 Medical services 

• The Trust must continue to improve its patient pathways and patient flow 
through acute medical services from the emergency department and into 
the acute medical unit (AMU) through to discharge. This must include 
ensuring that there is a process in place to measure, monitor and take 
action to reduce waiting times for patients to be handed over to the AMU by 
paramedic staff. 

 
3.1.3  Children and young people’s services; 

• The Trust must ensure that safeguarding referral processes are consistent 
with Trust policy 

• The Trust must ensure that staff on the children’s ward have received 
appropriate training on the use of equipment to provide high flow nasal 
oxygen 

• The Trust must ensure that children and young people with a mental health 
condition are risk assessed for their mental health needs, self-harm or 
suicide and are cared for in a safe environment that has been appropriately 
risk assessed. 

 
3.2 In addition the CQC identified a number of actions that the Trust should take either to 

comply with minor breaches that did not justify regulatory action, to avoid breaching a 
legal requirement in future or to improve services. Three of these actions were Trust-
wide and the remainder related to the four services inspected. 

 
3.2.1 Trust-wide 

• The Trust should further develop its work to improve diversity and equality 
across the Trust and at board level 

• The Trust should continue to refine the effectiveness of the corporate risk 
register 

• The Trust should ensure that there is a system in place to measure, monitor 
and manage the room temperatures where medicines are stored to comply 
with the manufacturer’s recommendations. 

 
3.2.2   Urgent and emergency services 

• The Trust should ensure that medical staff complete mandatory training to 
meet the Trust’s set standard of 90% 

• The Trust should ensure that intentional rounding documents are completed 
on patients that are in the “majors” part of the department 

• The Trust should ensure that for patients who are cared for in corridor 
spaces, clinical procedures are completed in a way that is respectful of the 
person’s dignity and wishes. 

 
3.2.3   Medical services 

• The Trust should ensure that it always takes patient acuity into account 
when assessing nurse staffing levels on all medical wards and that it 
continues to explore ways to mitigate staffing shortages to ensure patients 
receive safe care 

• The Trust should ensure that there are effective measures in place to 
clearly communicate to nursing staff on nonmedical wards which consultant 
is responsible for the care of each outlying medical patient 
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• The Trust should continue to ensure that improvements are made to 
support the educational experience for junior doctors, especially in 
respiratory medicine. 

 
3.2.4  Surgical services 

• The Trust should ensure that those surgical specialties without dedicated 
time for clinical education/clinical audit feedback establish regular meetings 

• The Trust should ensure that medical staff meet the requirements for 
safeguarding training 

• The Trust should consider a standard agenda template for department team 
meetings in surgery services that demonstrates communication of quality of 
care, patient experience and patient safety issues. 

 
3.2.5  Children and young people’s services 

• The Trust should ensure that policies and guidelines are reviewed and 
updated 

• The Trust should be assured that there is appropriate staffing relevant to 
both the age and acuity of patients utilising a recognised acuity tool 

• The Trust should ensure that staff are appropriately trained in caring for 
children and young people with mental health conditions 

• The Trust should ensure that all relevant staff are trained to the appropriate 
safeguarding level 

• The Trust should ensure that their new paediatric sepsis policy and 
pathway is embedded in to practice. 

 
3.3 The Trust has agreed a Trust-wide action plan (appendix 1) to address the findings of 

the CQC. Completion of the action plan is to be monitored via CBU governance and 
performance meetings with any exceptions being reported and escalated via the Trust-
wide governance framework. 
 

3.4 The CQC will also monitor completion of actions as part of the quarterly engagement 
meetings with the Director of Nursing & Quality and the Head of Quality and Clinical 
Governance. 

 
4. TIMESCALES FOR FUTURE INSPECTIONS 

 
4.1 Future inspections will inspect at least one core service approximately annually (based 

on the date of the latest published report) alongside the annual well-led assessment. 
The CQC will decide which core services to inspect based on previous inspection 
findings and ratings, wider intelligence about the quality of care captured in CQC 
Insight, information from the provider, and information gathered through the CQC 
relationship management. 
 

4.2 BHNFT can therefore expect another inspection at some point beyond March 2019, 
likely to be during 2019/20 with the focus of inspection likely to be on the one core 
service rated as ‘Requires Improvement’, services for children and young people, 

 
4.3 Comprehensive inspections will only be conducted for newly-registered providers or 

where there are significant concerns. The most recent ratings for a Trust will be used 
to inform the number of core services that would be inspected during the yearly 
inspection programme.  
 

4.4 The majority of core service inspections will be carried out unannounced or at short 
notice. The inspections will be planned using the information collected in the routine 
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PIR but there may be additional requests for information generated by findings at 
inspection. 

5. CONCLUSION 
 

5.1 The Trust has responded within timeframes to the findings of the CQC. Action plans 
with be monitored for completion via the Trust-wide governance framework. 

 
5.2 In line with the CQC inspection framework BHNFT can expect the next unannounced 

inspection to be post March 2019. The focus of this inspection is likely to be on our 
services for children and young people as well as the annual well-led assessment. 
 

6. APPENDICES 
 
6.1 Appendix 1 – CQC action plan 
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BHNFT CQC – Findings following unannounced inspection 

TRUST- WIDE FINDINGS 

Aims/ Targets/ 

Objectives 

How this will be 

achieved 

What expected 

outcome will 

be 

What evidence 

will support this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ 

monitored to - ie 

Committee/ Group 

Timescale  

 

RAG rating 

To monitor the 
temperature of 
drug suites, 
therefore 
providing 
assurance that 
medicines are 
being stored 
within the terms 
of the product 
license from the 
manufacturers. 
  

Implementation of 

controls for the safe 

storage of 

medicines.  

 

Trust-wide 

systems in 

place for the 

storage of 

medicines in 

drug suites. 

Approved SOP 

for drug suite 

assessment of 

temperature.  

Update of the 

existing 

Medicines Code 

of Practice. 

Chief 

Pharmacist 

Commenced and 

on-going 

Draft SOP to be 

approved at 

November 

Medicines 

Management 

Committee 

meeting. 

Medicines 

Management 

Committee 

Revised 

timescale of 

July 2018 

 

 

On track for 

delivery 

 

Update  
The Trust has somewhere in the region of 60 clinical areas where drugs are stored.  
Plans in place to purchase product which mirror the product Pharmacy have in place for monitoring and assuring correct ambient storage of clinical trials medication in 
pharmacy.  The temperature logging SOP for ward refrigerators already in place across the Trust is to be flexed to reference daily recording on ambient temperatures, and 
for the data to be recorded on the current temperature logging recording sheet.  
 
Thermometers are now on order. 

Ensure that all 
medical outliers 
receive a timely 
medical review, 
including at 
weekends.  
 
(FINDING - 

Medical outliers are 

currently monitored 

and reported daily 

between the CBU 

team and the 

hospital bed 

management team. 

Consistent 

awareness of all 

medical outliers 

on a daily basis 

and a timely 

review of those 

patients by a 

Evidence of daily 

distribution of 

report sent. 

Weekend medical 

plans capture all 

weekend resident 

and non resident 

Medical 

Director 

Deputy 

Director of 

Operations 

Currently in 

place 

Currently robustly 

in place but issues 

managed via daily 

bed meetings, CBU 

operational team 

meeting and Trust 

Operations Group 

Complete 

 

Complete 

Amber

Green
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Aims/ Targets/ 

Objectives 

How this will be 

achieved 

What expected 

outcome will 

be 

What evidence 

will support this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ 

monitored to - ie 

Committee/ Group 

Timescale  

 

RAG rating 

Staff on Ward 
31, Ward 32 
and the medical 
admissions unit 
stated that 
medical outliers 
did not always 
get a timely 
review and were 
not always 
reviewed at 
weekends). 

A report is sent out 

daily with a target 

distribution of 9am 

to all clinical and 

managerial teams 

so that their review 

can be built in to 

the daily work plan 

of those teams. 

Additional medical 

resource is in place 

in order to reduce 

the number of 

medical outliers 

allocated to each 

medical specialty 

team 

senior decision 

maker Mon-Fri. 

at weekends, 

escalation of an 

unwell patient is 

in place to 

ensure that 

medical outliers 

are seen rapidly 

by either the 

acute response 

team, the core 

medical team 

on the outlying 

ward and/or the 

resident 

medical team 

consisting of 24 

hour on call 

consultant, post 

take ward round 

consultant, 

additional 

specialty 

consultants in 

elderly care and 

cardiology or 

the weekend 

discharge team 

consisting of 

registrar and 

SHO. 

medical support 

and Acute 

Response Team 

weekend cover 

arrangements are 

available. 

Clinical 

Director, CBU1 

ultimately via 

Finance & 

Performance 

Committee and or 

Quality & 

Governance 

Committee if 

required 
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Aims/ Targets/ 

Objectives 

How this will be 

achieved 

What expected 

outcome will 

be 

What evidence 

will support this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ 

monitored to - ie 

Committee/ Group 

Timescale  

 

RAG rating 

To ensure there 
are processes in 
place for the 
reporting of 
children’s 
safeguarding 
referrals. 
 

To review current 

systems of referral 

in place and ensure 

that they are fit for 

purpose. To 

consider using 

DATIX instead of 

paper referral if 

deemed 

appropriate 

Superseded by another action plan 

SG CQC action plan 
3-4-18.docx

 

To ensure there 
are processes in 
place for risk 
assessment of 
patients on 
DOLs or any 
form of mental 
health Section. 
 

To review current 

systems of risk 

assessment for 

patients being 

cared for in the 

hospital and on 

DOLs or any form 

of mental health 

Section and ensure 

that they are fit for 

purpose.  

A robust system 

in place for the 

timely and 

effective risk 

assessment of 

patients on 

DOLs or mental 

health section.  

Approved process 

for risk 

assessment and 

supporting 

documentation 

Safeguarding 

Adults Named 

Nurse 

 

Named Nurse - 

Safeguarding 

Children 

3 months Safeguarding 

Steering Group 

Revised 

completion 

date of July 

2018 

 

On track for 

delivery 

 

Update 
There is already a care plan in place for patients on a DoL which includes a risk assessment. Work has been completed to develop a care plan for patients detained under 

MHA or any patient attending the hospital with a mental health concern. Awaiting ratification. 
To ensure that 
relevant staff 
are 
appropriately 
trained in caring 
for people in the 
hospital with 
mental health 

To review current 

systems of training 

available to staff 

through existing 

Safeguarding. 

Teaching session to 

Superseded by another action plan 

SG CQC action plan 
3-4-18.docx

 

Amber

Pack Page 138



 
p4 

Aims/ Targets/ 

Objectives 

How this will be 

achieved 

What expected 

outcome will 

be 

What evidence 

will support this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ 

monitored to - ie 

Committee/ Group 

Timescale  

 

RAG rating 

conditions. 
 
(FINDING -  
We had 
concerns 
regarding the 
safe care of 
young people 
with mental 
health 
conditions: staff 
told us they had 
no formal 
training for the 
management of 
patients with 
mental health 
conditions).  

be delivered by 

CAMHs Clinical 

Lead for staff 

working within 

children’s services 

(including ED). 

To improve 
diversity and 
equality across 
the trust and at 
board level 
 

The Trust’s Equality 

& Diversity Group 

meets regularly and 

monitors work on 

EDS2, WRES 

action plan etc. and 

Diversity 

Champions are 

currently being put 

in place.  

There are two NED 

vacancies during 

2018/19 and the 

recruitment process 

will encourage a 

diverse range of 

The recent 

national staff 

survey 

highlighted that 

the experience 

of BAME staff 

working for 

BHNFT is better 

than non-BAME 

staff and the 

Equality & 

Diversity Group 

will continue to 

improve that 

experience. 

NED 

recruitment will 

National Staff 

Survey results 

Internal ‘pulse 

checks’ 

EDS2 and WRES 

NED recruitment 

to Board 

Chief 

Executive 

Chairman 

Ongoing  and 

within 9 months 

for Board 

recruitment 

Equality &  

Diversity Group 

reports to the 

People 

Engagement Group 

which in turn 

reports to the 

Finance & 

Performance 

Committee 

Ongoing 
 

On track for 

delivery 
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Aims/ Targets/ 

Objectives 

How this will be 

achieved 

What expected 

outcome will 

be 

What evidence 

will support this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ 

monitored to - ie 

Committee/ Group 

Timescale  

 

RAG rating 

applicants. support Equality 

& Diversity at 

Board level  

To ensure on-
going 
effectiveness of 
the corporate 
risk register 
 

Robust discussion 

of the corporate risk 

register at Board 

and  Sub 

Committee 

meetings and 

utilised to frame the 

agenda of meetings 

to support 

discussions of 

appropriate topics 

Regular review of 

themes and target 

risk ratings and 

effectiveness of 

mitigating actions 

An effective 

corporate risk 

register that 

drives 

discussion at 

governance 

meetings at all 

levels in the 

organisation 

Internal audit 

report on review 

of process and 

effectiveness 

Well-led review  

 

Trust 

Secretary 

Ongoing Board of Directors, 

Assurance 

Committees and 

Audit Committee 

Ongoing 
 

On track for 

delivery 

To ensure there 
is a 
standardised 
approach for all 
department 
governance 
meetings with 
regards to the 
communication 
of quality of 
care, patient 
experience and 
patient safety 

To implement and 

embed a standard 

agenda template for 

department 

governance/team 

meetings which 

demonstrates 

communication of 

quality of care, 

patient experience 

and patient safety 

Ensure a robust 

governance 

structure for the 

communication 

of quality 

matters 

Agreed terms of 

reference 

Head of 

Quality & 

Clinical 

Governance 

Clinical 

Governance 

Facilitators 

3 months CBU Governance 

Meetings 

July 2018 
 

On track for 

delivery 

Amber
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Aims/ Targets/ 

Objectives 

How this will be 

achieved 

What expected 

outcome will 

be 

What evidence 

will support this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ 

monitored to - ie 

Committee/ Group 

Timescale  

 

RAG rating 

issues issues 

To ensure there 
are clear 
arrangements in 
place for the 
accountability of 
each of the 
CBUs 

We will work closely 

with CBU Teams in 

2018/19 to ensure 

they have the right 

support in place, 

understand the 

performance 

framework and 

reporting 

arrangements from 

‘Ward to Board’. 

An embedded 

triumvirate 

approach and a 

clear 

understanding 

of our 

structures, way 

of working and 

accountability. 

Refreshed 

performance 

framework 

approach, clear 

accountability 

within the CBUs 

that can be 

evidenced 

through 

discussions, 

actions and a 

clear audit trail of 

the governance 

Director of 

Nursing & 

Quality 

Medical 

Director 

Chief Delivery 

Officer 

March 2019 Board of Directors Quarterly as 

part of the 

Trust 

Objectives 

 

On track for 

delivery 

Ensure there is 
an identified 
senior lead of 
strategy for 
mental health 
within the Trust 
 

Executive team 

delegation of 

responsibilities 

Identified 

Executive Lead 

for Mental 

Health 

Updated roles 

and 

responsibilities for 

Director of 

Nursing and 

Quality    

Executive 

Team 

April 2018 Board of Directors Complete 

 

Complete 

Implement 
systems to 
ensure there is 
significant 
information on 
trajectories and 
forecasting with 
regards to being 
able to 
effectively 
measure for 
intending 

We will deliver 

reports/tools within 

our self-service 

reporting portal, 

iRIS, that provide 

both  historical 

trend analysis and 

forecast future 

activity/performance 

These tools will 

help inform 

operational  

preparedness in 

the delivery of 

performance 

targets and 

predict 

improvement 

trajectories and 

Example 

reports/tools 

Director of ICT Some tools and 

reports are 

already 

established and 

in use, others are 

currently being 

progressed and 

will be delivered 

by end Q1 2018-

2019 

Senior Operations 

Group 

April 2019 

 

On track for 

delivery 

Amber
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Aims/ Targets/ 

Objectives 

How this will be 

achieved 

What expected 

outcome will 

be 

What evidence 

will support this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ 

monitored to - ie 

Committee/ Group 

Timescale  

 

RAG rating 

improvement  
 

activity

Ensure that 
patients or their 
family/carers 
are provided 
with the 
opportunity to 
be involved in 
agreeing the 
terms of 
reference for all 
serious incident 
investigations 
 

To be integrated 

into the Duty of 

Candour Process 

for all serious 

incidents 

Patients or their 
family/carers 
have the 
assurance that 
matters of 
importance to 
them are 
included within 
the scope of the 
serious incident 
investigation 
 

Revised Duty of 

Candour SOP 

To be 

incorporated into 

the SI training for 

staff 

Update Datix to 

facilitate the 

recording that 

patients/ families/ 

carers have been 

provided with the 

opportunity to 

contribute to the 

terms of 

reference for SIs 

Head of 

Quality & 

Clinical 

Governance 

Clinical 

Governance 

Facilitators 

3 months Patient Safety & 

Harm Group 

July 2018 
 

On track for 

delivery 

Ensure that 
there are 
support plans in 
place for 
patient’s or their 
family/carers 
involved in 
serious 
incidents, where 
required 
 

To be integrated 

into the Duty of 

Candour Process 

for all serious 

incidents 

Patient’s or their 

family/carers 

have the 

support they 

require 

throughout the 

investigation 

process leading 

to less cases 

where patients/ 

families/ carers 

feel the need to 

raise further 

Revised Duty of 

Candour SOP 

To be 

incorporated into 

the SI training for 

staff 

Update Datix to 

facilitate the 

recording that 

patients/ families/ 

carers have been 

Head of 

Quality & 

Clinical 

Governance 

Clinical 

Governance 

Facilitators 

3 months Patient Safety & 

Harm Group 

July 2018 
 

On track for 

delivery 

Amber
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Aims/ Targets/ 

Objectives 

How this will be 

achieved 

What expected 

outcome will 

be 

What evidence 

will support this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ 

monitored to - ie 

Committee/ Group 

Timescale  

 

RAG rating 

questions at the 

completion of 

the SI 

investigation or 

raise concerns 

through the 

complaints 

process 

provided with the 

opportunity to 

contribute to the 

terms of 

reference for SIs 

 

Ensure that 
complainants 
are involved in 
agreeing the 
terms of 
reference for all 
complaint 
investigations 
 

Complaint 

Investigators to 

agree and 

document a formal 

complaint resolution 

plan in joint 

agreement of the 

complainant 

Improved 

complaint 

experience and 

satisfaction. 

 

Reduction in re-

opened 

complaints or 

complainants 

returning for 

additional 

information. 

Electronic 

resolution plans 

on the datix 

system. 

Evidence from 

complaint 

acknowledgement 

letters of joint 

agreement of 

resolution plans. 

Complainant 

feedback 

questionnaires. 

Head of 

Quality & 

Clinical 

Governance 

Head of 

Patient 

Experience 

 

5 months Patient Experience 

Group 

Via wider complaint 

performance 

reporting via CBU 

Governance 

Meetings. 

August 2018 
 

On track for 

delivery 
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MEDICINE & URGENT CARE – CBU1 

Aims/ Targets/ 

Objectives 

How this will be 

achieved 

What expected 

outcome will be 

What evidence 

will support this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ monitored to 

- ie Committee/ Group 

Timescale  

 

RAG 

rating 

To understand and 
where possible 
improve patient 
flow throughout 
the medical wards 
and to monitor 
waiting times for 
paramedics 
handover of 
patients in AMU. 

 

 

Ambulance 

arrivals on AMU 

will be monitored 

at our 3 times 

daily bed 

meetings with 

the AMU team 

present. 

Full capacity 

protocol version 

2 published in 

October 2017 

with updated 

guidance around 

ensuring patient 

safety and 

dignity whilst 

patient moves 

are made in a 

high pressure 

operational 

environment. 

Version 3 in draft 

to include patient 

moves within 

AMU to avoid the 

necessity to 

activate FCP as 

frequently. To be 

led by the co-

ordinator on 

AMU. 

Awareness and 

escalation of any 

handover delays 

for patients 

arriving in ED or 

emergency 

admission 

portals by 

ambulance. YAS 

Regional 

Operations Cell 

(ROC) have a 

direct escalation 

process to the 

Director of 

Operations or 

Deputy by mobile 

telephone to 

discuss and 

resolve handover 

delays. 

 

Performance 

data around >30 

min handover 

delays. 

Reduction in 

complaints 

related to 

patients who are 

moved under the 

activation of the 

FCP 

Deputy 

Director of 

Operations,  

Associate 

Director of 

Operations, 

CBU1 

Associate 

Director of 

Nursing 

CBU1 

Clinical 

Director, CBU 

1 

Ambulance 

handover actions in 

place 

 

FCP V3 By 

December 2017 

Trust Operations Group 

Patient Safety and 

Harm Group 

December 

2017  

Complete 

 

 

 

 

Complete 

 

Green

Green
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Aims/ Targets/ 

Objectives 

How this will be 

achieved 

What expected 

outcome will be 

What evidence 

will support this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ monitored to 

- ie Committee/ Group 

Timescale  

 

RAG 

rating 

To ensure actions 
are in place to 
address the GMC 
enhanced 
monitoring of the 
respiratory service 
 

Action plan 

worked up and 

agreed with 

Health Education 

England 

Review of the 

action plan 

scheduled for the 

end of April 2018 

with the 

Executive Team 

and Health 

Education 

England. 

Improved 

feedback and 

compliance with 

GMC standards 

Action Plan and 

supporting 

evidence as part 

of action plan 

Clinical 

Director, 

CBU1 

Associate 

Director of 

Operations, 

CBU1 

Actions range from 

immediate effect to 

six months 

CBU Management 

Team, 

Executive Team 

Meeting 

Trainee feedback 

May 2018 

 

On track 

for 

delivery 

To ensure that 
cubicle 11 in ED, 
used to 
accommodate 
individuals on a 
section 136, 
provides a suitable 
and safe 
environment when 
caring for 
vulnerable 
detained patients.  
 
 

Patients 

presenting in the 

ED subject to a 

section 136 

under direct 

supervision of 

the Police whom 

have applied the 

section and not 

left unattended 

as per the police 

136 policy.  

 

 

Superseded by another action plan 

SG CQC action plan 
3-4-18.docx  
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Aims/ Targets/ 

Objectives 

How this will be 

achieved 

What expected 

outcome will be 

What evidence 

will support this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ monitored to 

- ie Committee/ Group 

Timescale  

 

RAG 

rating 

To ensure non 

RSCN staff 

working in ED and 

who are caring for 

children are 

suitably trained.  

Four registered 
nurses 
completed a  
level 7 module of 
study and a 
further nurse will 
be commencing 
the training in in 
January 2018 
 

On-going 

recruitment of 

RSCN. 

UPDATE – as of 

February 2018 

there are now 

sufficient number 

of RCSN to 

provide cover 24 

hours a day 7 

days a week to 

the ED. 

Maintain PILs 

training above 

90% for RNs 

All staff RSCN 

and RN to be 

aware of where 

to seek support 

in and out of 

hours.  There is 

a 24/7 paediatric  

RN to have 

undertaken 

appropriate 

training to 

underpin their 

knowledge base 

and support 

outcomes and 

improved patient 

experience. 

Sufficient 

number of RCSN 

to provide cover 

24 hours a day, 7 

days a week.  

Training records  

Nurse staffing 

Rota’s 

 

Associate 

Director 

Nursing, 

CBU1 & 

CBU3 

ED Matron 

In place with 

ongoing monitoring  

ED governance 

CBU governance 

Patient Safety and 

Harm Group by 

exception 

January 

2018  

Complete 

Green
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Aims/ Targets/ 

Objectives 

How this will be 

achieved 

What expected 

outcome will be 

What evidence 

will support this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ monitored to 

- ie Committee/ Group 

Timescale  

 

RAG 

rating 

medical team on 

duty and 

available for 

advice and to 

support care of a 

child in the 

emergency 

department in 

addition to the 

paediatric senior 

nurse on duty 

24/7 for the Trust 

who can also be 

contacted at any 

time. 

To ensure that that 

ED is appropriately 

staffed (specifically 

registered sick 

children’s nurses) 

and ensure that 

there are 

sufficiently suitably 

qualified, 

competent and 

experienced staff 

on duty to meet 

the needs of 

patients. 

Four registered 
nurses 
completed a  
level 7 module of 
study and a 
further nurse will 
be commencing 
the training in in 
January 2018 
 

On-going 

recruitment of 

RSCN. 

UPDATE – as of 

February 2018 

there are now 

sufficient number 

of RCSN to 

RN to have 

undertaken 

appropriate 

training to 

underpin their 

knowledge base 

and support 

outcomes and 

improved patient 

experience. 

Sufficient 

number of RCSN 

to provide cover 

24 hours a day, 7 

days a week.  

Training records  

Nurse staffing 

Rota’s 

 

Associate 

Director 

Nursing, 

CBU1 & 

CBU3 

ED Matron 

In place with 

ongoing monitoring  

ED governance 

CBU governance 

Patient Safety and 

Harm Group by 

exception 

January 

2018  

Complete 

Green
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Aims/ Targets/ 

Objectives 

How this will be 

achieved 

What expected 

outcome will be 

What evidence 

will support this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ monitored to 

- ie Committee/ Group 

Timescale  

 

RAG 

rating 

provide cover 24 

hours a day 7 

days a week to 

the ED. 

Maintain PILs 

training above 

90% for RNs 

All staff RSCN 

and RN to be 

aware of where 

to seek support 

in and out of 

hours.  There is 

a 24/7 paediatric  

medical team on 

duty and 

available for 

advice and to 

support care of a 

child in the 

emergency 

department in 

addition to the 

paediatric senior 

nurse on duty 

24/7 for the Trust 

who can also be 

contacted at any 

time. 

All staff within ED 

are compliant in 

meeting the 

All staff within 
ED to complete 
any outstanding 

Compliance with 

mandatory 

training within 

Training records Associate 

Director 

Nursing, 

In place with on-

going monitoring  

Monitored monthly 

through insight report. 

On-going 
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Aims/ Targets/ 

Objectives 

How this will be 

achieved 

What expected 

outcome will be 

What evidence 

will support this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ monitored to 

- ie Committee/ Group 

Timescale  

 

RAG 

rating 

Trust’s set 

standard of 90% 

for mandatory 

training 

mandatory 
training. 

ED above 90%. CBU1 

Clinical 

Director, 

CBU1 

ED Matron 

ED Clinical 

Lead 

Overall compliance 

as of 28 Feb 2018: 

ED nursing staff 

87.8% 

ED medical staff 

60.7% 

Monitored through 

CBU1 weekly 

management meeting 

and at ED governance 

meeting. 

Monitored through 

individual appraisals 

On track 
for 

delivery 

Ensure that 

intentional 

rounding 

documentation is 

completed on 

patients that are in 

the “majors” part 

of the department 

ED coordinator 
to ensure 
compliance on a 
shift by shift 
basis 

Intentional 

rounding 

documentation 

will be fully 

completed 

‘Spot check 

audits’ to be 

completed on 

each shift of 

three patients 

records.  

Associate 

Director 

Nursing, 

CBU1 

ED Matron 

In place with on-

going monitoring  

Discussed at Weekly 

Lead Nurse meeting 

On-going 

 

Complete 

Ensure patients 

who are cared for 

in corridor spaces, 

are done so in a 

way that is 

respectful of the 

person’s dignity 

and wishes 

Staff posters 
raising 
awareness of the 
key points to 
consider when 
caring for 
patient’s in 
corridor spaces 

That patients 

receive care 

whilst 

maintaining their 

dignity and their 

wishes being 

understood and 

respected 

Development 

and distribution 

of staff posters 

Monitoring that 

adherence to 

these issues will 

be integrated into 

the intentional 

rounding process 

Associate 

Director 

Nursing, 

CBU1 

Clinical 

Director, 

CBU1 

ED Matron 

ED Clinical 

Lead 

3 months Discussed at Weekly 

Lead Nurse meeting 

July 2018 
 

On track 
for 

delivery 

Ensure patient 

acuity is taken into 

account when 

assessing nurse 

Safer Nurse 
Care Tool 
process is 
undertaken with 

Medical wards 

are staffed 

appropriately 

Monthly nursing 

safe staffing 

reports 

Associate 

Director 

Nursing, 

Commenced and 

on-going  

Nursing and midwifery 

staffing reported 

monthly via Quality and 

On-going 

 

Green

Amber
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Aims/ Targets/ 

Objectives 

How this will be 

achieved 

What expected 

outcome will be 

What evidence 

will support this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ monitored to 

- ie Committee/ Group 

Timescale  

 

RAG 

rating 

staffing levels on 

all 

medical wards and 

that it continues to 

explore ways to 

mitigate staffing 

shortages to 

ensure patients 

receive safe 

care 

benchmarking 
against the 
funding 
establishment. 
 
Monthly UNIFY 
reports of fill 
rates and nurse 
care hours per 
day. 
 
Daily matron 
overview of ward 
staffing levels 
and mitigations 
against any 
shortfalls 
including the use 
of internal bank 
and agency staff. 
 
On-going nurse 
recruitment plan 
and review of 
status on the risk 
register.  

CBU1 

 

Governance Committee Complete 

Ensure the daily 

checking of 

resuscitation 

trollies in all areas 

of the department, 

including within the 

clinical decision 

unit (CDU)  

Standard 
Operating 
Procedure in 
place for the 
checking of 
emergency 
equipment 
 
Daily checks 
completed by 
lead nurse in all 
departments. 

100% compliant 

with the checking 

of resuscitation 

equipment in all 

areas of the 

department. 

Compliance 

audited through 

perfect ward  

 

Lead nurse 

assurance report 

Associate 

Director 

Nursing, 

CBU1 

ED Matron 

 

Commenced and 

on-going 

Weekly Lead nurse 

meeting 

On-going 

 

Complete 

Green
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Surgery – CBU2 

Aims/ Targets/ 

Objectives 

How this will 

be achieved 

What expected 

outcome will be 

What evidence 

will support 

this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ monitored to 

- ie Committee/ Group 

Timescale  

 

RAG 

rating 

Ensure all surgical 
specialties have 
dedicated time for 
clinical education / 
clinical audit 
feedback  

The CBU have 

restructured the 

business 

meetings to 

release 1 PA 

session per 

month; 2 hours 

of this will be 

dedicated to 

governance and 

a further 2 for 

audit/education 

feedback. 

All clinicians will 

have dedicated 

time for 

governance and 

to undertake 

clinical 

education/clinical 

audit feedback  

Meeting minutes 

and job plans   

Clinical 

Director 

CBU2 

Associate 

Director 

Operations 

CBU2 

Immediate  Overarching CBU 

business & governance 

meetings.  

Immediate 

 

Complete 

Ensure the chairs 
in the main theatre 
staffroom are fir for 
purpose and 
maintained to 
appropriate 
standards  

Audit of the 

existing seating 

in all areas of 

the theatre 

complex. 

Seating to be 

added to 

monthly 

environment 

audit.    

Replace/repair 

seating as 

appropriate. 

Seating in theatre 

will be fit for 

purpose and well 

maintained.  

Audit Theatre 

Manager 

3 months Local CBU governance 

group 

CBU overarching 

business and 

governance group 

July 2018 

 

On track 

for 

delivery 

Green

Amber
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Ensure all medical 
staff are compliant 
in meeting the 
Trust’s 
requirements for 
safeguarding 
training 

Monthly review 

and monitoring 

of the 

safeguarding 

compliance 

rates 

Arrange 

safeguarding 

team to attend 

the CBU 

business 

meetings to 

deliver training 

sessions 

Share this 

action via the 

CBU 

governance 

structure  

Compliance with 

all aspects of 

safeguarding 

training will be 

achieved 

CBU training 

reports 

Meeting minutes 

Clinical 

Director 

CBU2 

Associate 

Director 

Operations 

CBU2 

6 months CBU business meetings 

and overarching 

business & governance 

meeting 

Oct 2018 

 

On track 

for 

delivery 
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Children’s and young people’s services – CBU3 

Aims/ Targets/ 

Objectives 

How this will 

be achieved 

What expected 

outcome will be 

What evidence 

will support 

this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ monitored to 

- ie Committee/ Group 

Timescale  

 

RAG 

rating 

Continue to 
maintain safe 
nurse staffing 
within paediatrics 
(Ward 37 and NNU 
as per relevant 
guidance) 
 
 

Last review 

undertaken 

November 2016. 

Undertake a 

further review of 

staffing against 

RCN and 

recently 

published 

national 

guidance. 

Definitive 

establishment for 

the ward agreed 

Business case 

developed if 

shortfalls in staff 

identified.  

HOM/Assoc 

Director of 

Nursing 

CBU3 

Deputy 

Director of 

Nursing 

Review 

commenced and to 

be completed for 

2018/19 financial 

year.  

Quality and Governance 

Committee 

January 

2018  

Complete 

To ensure the use 
of a local 
acuity/dependency 
tool within 
paediatrics.  
 

Tool to be 

identified that is 

fit for purpose in 

a DGH and use 

twice per year  

Acuity will be 

assessed 

Evidence based 

tool on use 

HOM/Assoc 

Director of 

Nursing 

CBU3 

Deputy 

Director of 

Nursing 

Review to be 

completed in line 

with safe staffing 

review.  

Quality and Governance 

Committee 

July  2018 

 
 

On track 

for 

delivery 

 

Green

Amber
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Aims/ Targets/ 

Objectives 

How this will 

be achieved 

What expected 

outcome will be 

What evidence 

will support 

this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ monitored to 

- ie Committee/ Group 

Timescale  

 

RAG 

rating 

To ensure that pre-
operative 
assessments are 
carried out by 
appropriately 
trained staff. 
 

We will review 

our current 

practice to 

ensure that it is 

in line with 

guidance and 

make changes 

where required  

To ensure our 

processes adhere 

to NICE guidance 

and RCN 

guidance 

 

Competency 

package for pre 

assessment 

nursing staff  

Associate 

Director of 

Nursing 

CBU2 

30 November 2017 CBU governance 

meeting ( December 

meeting )  

December 

2017  

Complete 

 

Note to above: 

With regards to the pre-assessment of children, at the time of the inspection there was only one nurse who carried out this role and she had completed a pre-operative 

assessment practitioner course. In addition there is no evidence of National standards that state the pre-assessment of children needs to be done by a paediatric nurse. The 

service runs children’s pre-assessment clinic on a Tuesday afternoon; during this time the Anaesthetic Lead for PAU and Paediatric Anaesthetist is based in the department and 

so is available for any guidance or advice when needed. Also the clinic is held next to PAU so there is always a paediatric nurse available if needed 

Ensure processes 

are in place for the 

safe and effective 

management of 

sepsis within 

children’s services. 

Building on the 

existing 

guidelines, 

introduction of a 

new sepsis 

guideline and 

pathway for safe 

assessment of 

patients 

presenting 

unwell or with 

fever. 

Guideline has 

been written and 

is being taken to 

governance to 

be ratified this 

month. 

Use of the new 

pathway in A+E 

and on the 

assessment unit 

to aid diagnosis of 

the febrile/unwell 

child 

 

Policy will be 

available on the 

intranet with the 

paediatric 

guidelines. 

 

 

Dr Rajeev 

Gupta 

Consultant 

Paediatrician 

Dr Madeleine 

Vass, Clinical 

leadership 

fellow 

(patient 

safety), 

Head of 

Patient Safety 

& QI 

2 months to 

complete 

ratification and 

training process. 

 

Further 1 month 

audit to ensure no 

concerns raised 

Deteriorating patient 

group  

Next meeting 29
th
 

November 2017 

 

Then through 

governance processes 

to the  

Patient Safety and Harm 

Group 

 

Then to Quality & 

Governance committee 

(new policy) 

End 

December 

for ratification 

process 

 

 

 

Complete 

Green

Green
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Aims/ Targets/ 

Objectives 

How this will 

be achieved 

What expected 

outcome will be 

What evidence 

will support 

this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ monitored to 

- ie Committee/ Group 

Timescale  

 

RAG 

rating 

A sepsis 

proforma is 

being discussed 

and may be 

added to the 

admission 

document (as 

per adult 

services) 

To ensure that 

paediatric sepsis 

training is in place 

for all staff 

identified as 

requiring training. 

Sepsis (both 

neonatal and 

paediatric) is part 

of the induction 

training. 

There is further 

junior doctor 

teaching regularly 

one of which is 

the seriously ill 

child which 

incorporates 

sepsis 

An extra training 

session supports 

the introduction of 

the new sepsis 

pathway 

To be continued 

with future doctor 

rotations 

Copies of the 

teaching 

presentations 

have been 

provided in the 

paediatric CQC 

evidence 

Dr Rajeev 

Gupta, 

Consultant 

Paediatrician 

Dr Madeleine 

Vass, Clinical 

leadership 

fellow 

(patient 

safety), 

Head of 

Patient Safety 

& QI 

n/a n/a n/a 

 

Complete 

Green
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Aims/ Targets/ 

Objectives 

How this will 

be achieved 

What expected 

outcome will be 

What evidence 

will support 

this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ monitored to 

- ie Committee/ Group 

Timescale  

 

RAG 

rating 

There is an 

appropriate 

escalation policy in 

place for the 

deteriorating child. 

 

There is a SOP 

for escalation 

associated with 

the introduction 

of VitalPAC in 

progress. 

 

 

 

 

(Children’s 

Services 

Escalation 

Policy, 

September 

2017, in place) 

Introduction of 

VitalPAC has 

been agreed by 

CBU3 

governance and 

has been logged 

by the chair for 

escalation as 

needed. 

SOP to be 

available on the 

intranet once 

ratified and 

agreed 

Dr Ezzedin 

Gouta, 

Consultant 

Paediatrician 

Dr Madeleine 

Vass, Clinical 

leadership 

fellow 

(patient 

safety), 

Head of 

Patient Safety 

& QI 

6 months for 

vitalPAC 

Vital PAC steering 

Group 

August  2018 
 

On track 

for 

delivery. 

VitalPAC 

is still 

under 

developm

ent for 

Paeds 

 

 

Complete 

 

Amber

Green
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Aims/ Targets/ 

Objectives 

How this will 

be achieved 

What expected 

outcome will be 

What evidence 

will support 

this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ monitored to 

- ie Committee/ Group 

Timescale  

 

RAG 

rating 

Staff working on 

the children’s ward 

have received 

appropriate training 

on the use of 

vapotherm. 

 

Vapotherm not 

currently 

available on the 

ward. 

Staff training 

being 

commenced this 

week with 

anticipation of 

full staff 

coverage prior 

to arrival of 

equipment to 

deliver 

Vapotherm. 

All staff who work 

on ward 37 will be 

expected to be 

trained 

appropriately 

before vapotherm 

has been 

introduced 

Training reports Denise 

Gibson 

(Peads 

Matron) 

Dr Madeleine 

Vass, Clinical 

leadership 

fellow 

(Patient 

Safety) 

n/a Already approved by 

CBU3 governance 

December  

2017  

Complete 

Ensure all policies 

and guidelines up 

to date 

Policies and 

guidelines to be 

reviewed and 

updated 

Establish a 

tracker system to 

identify current 

guidelines and 

review dates 

All guidelines to 

be updated to 

reflect national 

standards and 

benchmarks 

Tracker system 

in place 

 

 

Current 

evidence based 

guidance in use 

HoM/ 

Associate 

Director 

Nursing 

CBU3 

 

Paediatric 

Clinical lead 

Paediatric 

Matron 

Establish tracker 

system 1 month 

Prioritise Guideline 

review process 1 

month 

Undertake review 

of out of date 

guidelines 7 

months 

 

Paediatric Governance 

Meeting  

CBU3 Business and 

Governance Meeting 

Quality & Governance 

Committee  

 

December 

2018  

On track 

for 

delivery 

Green

Amber
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Aims/ Targets/ 

Objectives 

How this will 

be achieved 

What expected 

outcome will be 

What evidence 

will support 

this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ monitored to 

- ie Committee/ Group 

Timescale  

 

RAG 

rating 

Ensure all relevant 

staff are trained to 

the appropriate 

safeguarding level 

All staff will 

receive 

safeguarding 

training to the 

appropriate level 

as per trust 

policy. 

Safeguarding 

training 

competency 

levels to be 90% 

or above. 

Safeguarding 

dashboard 

HoM/ 

Associate 

Director 

Nursing 

CBU3 

Associate 

Director 

Operations 

CBU3 

Clinical 

Director 

CBU3 

Two months Safeguarding Steering 

Group 

May 2018 
 

On track 

for 

delivery 

Ensure the 

robustness of the 

Trust Abduction 

Policy 

All paediatric 

nurses and 

midwives will 

receive high-

quality 

safeguarding 

supervision in 

line with NSPCC 

framework. 

 

Safeguarding 

children 

supervision will be 

robust, meet the 

specific needs of 

staff in their area, 

and as such 

demonstrate the 

effective 

discharge of NHS 

trust statutory 

duties to 

safeguard 

children and 

promote their 

welfare. 

Dashboard 

 

Trust policy 

 

Named Nurse 

Safeguarding 

Children 

Team 

Commenced & on-

going 

Safeguarding Steering 

group 

On-going 

 

Complete 

Amber

Green
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Aims/ Targets/ 

Objectives 

How this will 

be achieved 

What expected 

outcome will be 

What evidence 

will support 

this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ monitored to 

- ie Committee/ Group 

Timescale  

 

RAG 

rating 

To meet the 

requirements of the 

Royal College of 

Nursing Guidance: 

Safeguarding 

children and young 

people – every 
nurse’s 
responsibility 
(2014) states that 
regular high-quality 
safeguarding 
supervision is an 
essential element 
of effective 
arrangements to 
safeguard children  

 

 

All paediatric 

nurses and 

midwives will 

receive high-

quality 

safeguarding 

supervision in 

line with NSPCC 

framework. 

 

Safeguarding 

children 

supervision will be 

robust, meet the 

specific needs of 

staff in their area, 

and as such 

demonstrate the 

effective 

discharge of NHS 

trust statutory 

duties to 

safeguard 

children and 

promote their 

welfare. 

Dashboard 

 

Trust policy 

 

Named Nurse 

Safeguarding 

Children 

Team 

Commenced and 

on-going 

Safeguarding Steering 

group 

On-going 

 

Complete 

To ensure that 

menus on the 

children’s ward are 

child friendly 

Undertake 

review of current 

menu selection 

documentation 

 

Production and 

use of child 

friendly menu 

within the 

paediatric 

inpatient unit 

New child 

friendly menu 

format 

HoM/ 

Associate 

Director 

Nursing 

CBU3 

Paediatric 

Matron 

6 months Paediatric Governance 

Meeting 

 

September 

2018  

On track 

for 

delivery 

Green

Amber
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Aims/ Targets/ 

Objectives 

How this will 

be achieved 

What expected 

outcome will be 

What evidence 

will support 

this 

Who will lead 

this 

Timescales this 

will be achieved 

within 

Where this will be 

reported/ monitored to 

- ie Committee/ Group 

Timescale  

 

RAG 

rating 

To ensure that 

there is appropriate 

tools in place for 

the assessment of 

pain for children 

with special needs 

Undertake a 

review of best 

practice 

Introduction a 

recognised pain 

assessment tool 

 

Documentation 

introduced to 

include audit 

mechanisms for 

compliance 

HoM/ 

Associate 

Director 

Nursing 

CBU3 

Paediatric 

Matron 

9 months Paediatric Governance 

Group 

December 

2018  

On track 

for 

delivery 

To ensure that 

there is timely and 

effective feedback 

to staff following 

the reporting of 

incidents via datix 

Establish 

speciality 

feedback of 

Datix incidents 

Timely feedback 

and transferrable  

learning  

Incidents 

trends/outcomes 

discussed at 

ward and 

department 

meetings 

HoM/ 

Associate 

Director 

Nursing 

CBU3 

Associate 

Director 

Operations 

CBU3 

Clinical 

Director 

CBU3 

9 months Paediatric Governance 

Group 

December 

2018  

On track 

for 

delivery 

 

KEY RAG Rating  

 

Complete 
 

On track for delivery 

 

Behind plan and action needed to bring back on target 

 

Amber

Amber

Green Amber Red
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BAF April 2018 

EXECUTIVE SUMMARY 

RECOMMENDATIONS 
 
 
 
 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD/18/04/P-10 

 

SUBJECT:   BOARD ASSURANCE FRAMEWORK (BAF) 

DATE:          18 April 2018 PRIVATE & CONFIDENTIAL 

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval ✓  Assurance  

For review ✓  Governance ✓ 

For information   Strategy  

PREPARED BY: Robert Maginnis, Governance Lead 

SPONSORED BY: Susan Rudd, Trust Secretary 

PRESENTED BY: Susan Rudd, Trust Secretary 

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

This is the new BAF for the financial year 2018/19 that has been developed to align to the agreed 
Trust objectives for 2018/19.  
 
One change has been made to the format of the BAF with each strategic objective colour coded 
to align to the colours used in the Trust objective 2018-2019 document. 
 
During month 1 review of the 2018/19 BAF the following changes to note have been made: 
 
Strategic Objective 1 
 
Risk 1922 – VTE prevention, risk score further reduced to 1x1 by the Medical Director due to 
sustained performance. 
 

The Board of Directors is asked to review and endorse month 1 of the 2018/19 BAF  
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1 

 

 

Barnsley Hospital NHS Foundation Trust 

Board Assurance Framework 2018/19 

 

 

Keys to Risk Rating 

Scored Likelihood x Consequence  

Consequence 

Likelihood Negligible (1) Minor (2) Moderate (3) Major (4) Catastrophic (5) 

Almost Certain (5) 
     

Likely (4) 
     

Possible (3) 
     

Unlikely (2) 
     

Rare (1) 
     

 

 

 

 

Key to Assurance Rating 

H Risk controls in place are rated as providing high assurance  

M Risk controls in place are rated as providing medium assurance  

L Risk controls in place are rated as providing low assurance  
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2 

 

 
Strategic Objective 1 

 
Patients: will experience outstanding care 

Director 
Lead 

Medical Director & 
Director Nursing & Quality 

Board 

Committee 
Quality & Governance 

 

Impact of failing to achieve the strategic objective 

Patients may have a poor experience of care and may be at risk of avoidable harm 

 

 

 

CRR 
Ref 

 

 

Description of Risk 

 

 

Director 
Lead 

 
A

lig
n

m
en

t 
to

 

C
o

m
m

it
te

e 

February  
18 

March 
18 

April 
18 

1498 

There are a number of vacancies which 
have not been filled for middle grade 
doctors in women’s services. Hence on the 
rotation we will have a shortage of 30% 
Registrars. This will impact on the quality of 
patient care and the CBU ability to maintain 
standards of service. 

Medical 
Director Q&G 3x2 3x2 3x2 

1866 

Concerns had been raised by GPs and the 
CCG with regards to the standard and 
timings of D1s received from the hospital. 
 
 

Medical 
Director 

Q&G 3x3 3x3 3x3 

1868 
Risk identified regarding consultant 
provision for the Stroke Service due to 
vacancies. 

Medical 
Director 

Q&G 3x3 3x3 3x3 

1922 

VTE prevention risk identified regarding 
some clinical areas including trauma and 
orthopaedic and AMU are not achieving 
95% screening standard. This is creating a 
risk to patients.   

Medical 
Director 

Q&G 3x2 3x2 1x1 

1935 

Risk identified regarding opening of 
additional bed capacity to provide in patient 
beds for patients requiring in patient 
medical care. 
 

Director of 
Nursing & 

Quality 
Q&G 5x3 5x3 5x4 

 

Risk controls in place Assurance rating 

CRR 
Ref 

Description of Risk Control February  
18 

March 
18 

April 
18 

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

M M M 

1866 D1 improvement work on-going. M M M 

1868 New stroke medical model in place using Locums  M M M 

1922 Monthly Thrombosis Group H H H 

1935 
Acuity of patients and skill mix are reviewed at every bed meeting by a 
senior nurse to ensure patient safety across all clinical areas 

M M M 

1935 

An assessment of acuity across clinical areas is undertaken on a regular 
basis using validated tools such as Safer Nursing Care Tool (SNCT) and 
Birthrate+ to enable triangulation with establishments in order to make 
adjustments as required. This is monitored via the 6 monthly board paper re 
nurse staffing. 

M M M 

 

Gaps in Risk Control 

CRR 
Ref 

Description of Gap Action to Address Gap in Risk Control Date 

1498 Gaps in the middle grade rota Locum meetings As required 

1866 D1s timeliness and accuracy not at desired level 
D1 compliance group introduced by the Medical 
Director in November 17 

November  
17 

1868 Service reliant on Locums 
Service Manager working with the Clinical Lead 
to look at the service moving forward. 

Ongoing 
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Source of Assurance 

CRR 
Ref 

Description of Assurance Date Received Positive or 

Negative 

Internal or 

External 

1498 Performance Review Report April 2018 Positive Internal 
1866 Performance Review Report April 2018 Positive Internal 
1868 Regular review at ET April 2018 Positive Internal 
1922 Thrombosis Group April 2018 Positive Internal 
1935 Nurse Staffing Report April 2018 Positive Internal 

 
Narrative to support exception reporting 
 

 Risk 1922 – risk score further reduced to 1x1 by the Medical Director due to sustained performance. 
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Strategic Objective 2 

 
Partners: we will work with partners to deliver better, more 

integrated care 

Director 

Lead 

Chief Delivery Officer & 
the Medical Director 

Board 

Committee 
Finance & Performance 

 

Impact of failing to achieve the strategic objective 

BHNFT will be unable to provide sustainable health and care services for the local population due to ineffective partnership working. 

 
 

 

CRR 
Ref 

 

 

Description of Risk 

 

 

Director 
Lead 

 A
lig

n
m

en
t 

to
 

C
o

m
m

it
te

e 

February  
18 

March 
18 

April 
18 

1966 

There is a proposal for Accountable Care 
Organisation - ACO (for out of hospital 
care) which will impact on the services 
themselves and contract arrangements with 
all local providers. The risk is more services 
will be delivered outside of the hospital 
environment potentially impacting on the 
Trust's current financial model. 

Chief Delivery 
Officer 

F&P 4x3 4x3 4x3 

1967 

The ICS plan is to reduce acute activity by 
15% in 5 years. This necessitates significant 
change in the current design of services and 
associated funding. The challenge is that 
BHFT responds positively to these changes 
to enable the ICS to deliver timely benefits to 
Barnsley people, and that BHFT's financial 
position remains stable. 

Chief Delivery 
Officer 

F&P 3x4 3x4 3x4 

1693 

Risk identified surrounding adverse 
publicity to the Trust. Possible adverse 
publicity and reputational damage through 
different routes of exposure to the Trust. 
Impacting on patient choice and potential 
financial income and regulatory action. 

Director of 
Communications 

F&P 3x3 3x3 3x3 

 
 

Risk controls in place Assurance rating 

CRR 
Ref 

Description of Risk Control February  
18 

March 
18 

April 
18 

1966 

Information and progress for the intended work is reported through the 

Executive Team meeting and Trust Board. The Trust is signed up to the 

alliance contract and will ensure they are working closely with partners to 

improve care and maintain service sustainability. 

M M M 

1967 

The Trust is fully engaged in the ICS process and ensures managers and 

clinicians are present at all key meetings. All reports and information are 

shared with the Executive Team and Trust board to ensure all impacts are 

considered. 

 

The Trust is working with all system partners to ensure sustainable local 

services for the future 

The Trust is working with all system partners to ensure sustainable local 

services for the future 

M M M 

1693 

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

Reactive statements prepared in advance for high risk matters 
Proactive positive stories placed to counter negative publicity 
Stakeholder briefings produced to inform of negative publicity 

(internal and external) 

H H H 

 

Gaps in Risk Control 

CRR 
Ref 

Description of Gap Action to Address Gap in Risk Control Date 

1966 Further clarity regarding the ACO hosting 
Paper being prepared by the CCG to outline 

how this will work 
on-going 

1966 
Further clarity around alliance contracting model. We are  seeking  further 

assurance 
Briefing to follow  to the board on-going 

1967 There is a need for further clarity on future models 
Working with all system partners to have 

representation 
on-going 

 

Source of Assurance 

CRR 
Ref 

Description of Assurance Date Received Positive or 

Negative 

Internal or 

External 

1966 Report to the Executive Team meeting and Trust Board April 2018 Positive Internal 

1967 Report to the Executive Team meeting and Trust Board 

 

April 2018 Positive Internal 

1693 Monthly Communications Planner presented to the Executive Team April 2018 Positive Internal 
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Impact of failing to achieve the strategic objective 

People may choose to work at other local provider Organisations. 

 
 

 

CRR 
Ref 

 

 

Description of Risk 

 

 

Director 
Lead 

 
A

lig
n

m
en

t 
to

 

C
o

m
m

it
te

e 

February  
18 

March 
18 

April 
18 

1201 

Risk of non recruitment to vacancies and 
development of staff in post; Inability to recruit to 
vacancies within the Trust and non development 
of staff may lead to insufficient staffing/skill mix. 

Director of HR 
& OD 

F&P 3x4 3x4 3x4 

1200 

Risk identified regarding the partnership working 
with staff; the details and impact are as follows: 
Lack of engagement with the workforce will lead 
to a failure to deliver cultural and behavioural 
change to support the 5 year plan. 

Director of 
 HR & OD F&P  3x4  3x4  3x4 

1199 

Risk identified regarding workforce costs; the 
details and impact are as follows: Controlling 
staffing costs to meet the 5 year strategy and 
meet business objectives. These include 
sickness absence, agency spends and staff pay 
bill. 

Director of  
HR & OD F&P  3x2  3x2  3x2 

 
 

Risk controls in place Assurance rating 

CRR 
Ref 

Description of Risk Control February  
18 

March 
18 

April 
18 

1201 Executive vacancy/agency control panel M M M 

1200 
Revised Staff Engagement Group to be set up. Chaired by the CEO. Action 
plan to be developed to implement. 

M M M 

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

M M M 

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

 
Gaps in Risk Control 

CRR 
Ref 

Description of Gap Action to Address Gap in Risk Control Date 

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

 

Source of Assurance 

CRR 
Ref 

Description of Assurance Date Received Positive or 

Negative 

Internal or 

External 

1201 Nurse Staffing Report April 2018 Positive Internal 

1200 Staff Engagement Plan April 2018 Positive Internal 

1199 CBU Insight report April 2018 Positive Internal 

1199 Workforce Report April 2018 Positive Internal 

 

 

 

 

 

 
Strategic Objective 3 People: will be proud to work for us 

Director 

Lead 
Chief Executive  

Board 

Committee 
Finance & Performance 
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Strategic Objective 4 
i) Operational 

 
Performance: We will achieve our goals sustainably 

Director  

Lead 

Director of Finance & 
Chief Delivery Officer 

Board 

Committee 
Finance & Performance 

 

Impact of failing to achieve the strategic objective i) Operational 

BHNFT will be unable to deliver all access standards. 

 
 

 

CRR 
Ref 

 

 

Description of Risk 

 

 

Director 
Lead 

 
A

lig
n

m
en

t 
to

 

C
o

m
m

it
te

e 

February  
18 

March 
18 

April 
18 

1025 

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

Director of Nursing & 
Quality 

F&P 4x4 4x4 4x4 

1434 

Risk identified of National shortage of qualified 
AMU Consultants. Risk of gaps in cover. 
Details and impact as follows; The AMU has 
lost 2 consultant staff. There is a national 
shortage of qualified AMU Consultants. 
Impacting on patient experience and possible 
adverse publicity. 

Medical  
Director 

F&P 3x3 3x3 3x3 

1935 

Risk identified regarding opening of additional 
bed capacity to provide in patient beds for 
patients requiring in patient medical care. 
 

Director of Nursing & 
Quality 

Q&G 5x3 5x3 5x4 

1842 

Impact on front line clinical operational services 
due to failure of the trust intersystem 
messaging. Specific issues regarding current 
Pathology solution regularly impacting on 
messaging. 

Director  
ICT 

F&P 3x4 3x4 3x4 

1835 

Risk identified regarding the on-going Lorenzo 
performance issues impact on the following: 1. 
Patient Safety as it takes longer to input data 
into the systems that are critical for the patient 
flow through the organisation. 2. Organisational 
reputation - Increased negative media as 
appointments are missed. 3. Missed Activity 
and reduced income - Due to missed 
appointments and increased DNAs. 

Director  
ICT 

F&P 3x4 3x4 3x4 

1865 

Risk identified regarding zero-day (also known 
as zero-hour or 0-day) vulnerability; this is a 
disclosed computer-software vulnerability that 
hackers can exploit to adversely affect 
computer programs, data, additional computers 
or a network. It is known as a "zero-day" 
because once the flaw becomes known, the 
software's author has zero days in which to 
plan and advise any mitigation against its 
exploitation. 

Director  
ICT 

F&P 3x3 3x3 3x3 

 
 
 

Risk controls in place Assurance rating 

CRR 
Ref 

Description of Risk Control February  
18 

March 
18 

April 
18 

1025 

Additional bed capacity and locums to support patient flow and single sex 
demands. 
Chief Delivery Officer and Clinical Directors outlining plan to close escalation 
beds and deliver against target. Constant Monitoring and RCA of all breaches. 
Primary care streaming now fully in place seeing 20-25% of patients coming to 
ED 
 

M M M 

1434 
Gaps in the weekday rotas have been covered by Acute Physicians 

undertaking additional paid clinical sessions to ensure service continuity 
M M M 

1935 
Acuity of patients and skill mix are reviewed at every bed meeting by a senior 
nurse to ensure patient safety across all clinical areas 

M M M 
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1935 

An assessment of acuity across clinical areas is undertaken on a regular basis 
using validated tools such as Safer Nursing Care Tool (SNCT) and Birthrate+ 
to enable triangulation with establishments in order to make adjustments as 
required. This is monitored via the 6 monthly board paper re nurse staffing. 

M M M 

1842 

   Ensure Business Continuity plans are up to date and fit for purpose. 
Challenge the Lorenzo Suppliers to improve the performance of the system 
and escalate through all the available channels including the house of 
parliament via MP. August 2017 performance sweep and end user 
performance analysis complete. 

M M M 

1835 
To support all on-going integration projects and this key piece of functionality 
going forwards an integration expert has been employed. 

M M M 

1865 

Ensure subscription to international standard antivirus software. 
Ensure subscription and follow-up of any CARECERT warnings and 
notifications. 
Ensure system patching of any security patches for operating systems. 
Patching plan in place. 360 Assurance audit to be completed August 17 

M M M 

 

Gaps in Risk Control 

CRR 
Ref 

Description of Gap Action to Address Gap in Risk Control Date 

1842 Phase 2 deployment paused Lorenzo stabilisation programme in place Ongoing 

1835 On-going Lorenzo performance issues 
Post Lorenzo contract business case in 
Development 

October  

2017 

1865 Cyber Security Ransomeware  Cyber Security Ransomeware plan August 17 

 

Source of Assurance 

CRR 
Ref 

Description of Assurance Date Received Positive or 

Negative 

Internal or 

External 

 
1025 

 

 Performance Review meetings April 2018 Positive Internal 

1025  Weekly ED Delivery Board meeting April 2018 Positive Internal 

1025  Patient Flow Improvement Plan 
Introduced through 
the year to autumn 

2018 

Positive Internal 

1434 Integrated Performance Report April 2018 Positive Internal 

1935   Nurse Staffing Report April 2018 Positive Internal 

1835 Lorenzo Optimisation Programme April 2018 Positive Internal 

1842 
1835 
1865 

ICT report  to Finance and Performance Committee April 2018 Positive Internal 

1835 Lorenzo user group issue log April 2018 Positive Internal 

1835 Barnsley Digital Roadmap Board April 2018 Positive External 

1835 Barnsley ICT Strategy Group April 2018 Positive Internal 

1865 Penetration test scheduled for April 2018 April 2018 Positive Internal 
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Strategic Objective 4  

ii) Finance 

 
Performance: We will achieve our goals sustainably 

Director  

Lead 

Director of Finance & 
Chief Delivery Officer 

Board 

Committee 
Finance & Performance 

 

Impact of failing to achieve the strategic objective ii) Finance 

BHNFT will fail to achieve the financial plan which has been set.  

 
 

 

CRR 
Ref 

 

 

Description of Risk 

 

 

Director 
Lead 

 
A

lig
n

m
en

t 
to

 

C
o

m
m

it
te

e 

February  
18 

March 
18 

April 
18 

1943 

Failure to develop recurrent CIP schemes for 
the 18/19 programme impacting on ability to 
deliver the overall Trust financial plan for 18/19. 
Non-delivery of recurrent CIPs in 18/19 will 
adversely impact the 19/20 financial plan. 

Director of  
Finance 

F&P 3x4 2x3 2x3 

1791 
Insufficient cash funds to meet the operational 
requirement of the Trust. 

Director of  
Finance 

F&P 2x4 2x4 2x4 

1713 

Failure to deliver the 18/19 financial plan 
including CIP programme and clinical activity in 
accordance with contractual agreements.  
Failure would adversely impact on the financial 
stability of the Trust, resulting in the need for 
further borrowing to support the continuity of 
services and failure to achieve STF funding 
(cross ref to Risks: 1025, 1832, 1849). 

Director of  
Finance F&P 3x4 3x4 3x4 

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

Director of 
 Finance F&P 2x3 2x3 2x3 

1846 
Risk identified regarding the mandatory 
Apprenticeship levy to be introduced April 2017 
causing a significant cost pressure to the Trust. 

Director of  
Finance F&P 3x3 3x3 3x3 

 
Risk controls in place Assurance rating 

CRR 
Ref 

Description of Risk Control February  
18 

March 
18 

April 
18 

 
1943 

 
 
 

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

M M M 

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

L L L 

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

H H H 

1844 Monthly meeting of Carter working group M M M 

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

M M M 

 
Gaps in Risk Control 

CRR 
Ref 

Description of Gap Action to Address Gap in Risk Control Date 

1943 
   Risk of  number of non recurrent CIP schemes 
 
 

Reviewing non-recurrent CIP to assess if 

they can be classed as recurrent. 
April 18 

1791    Availability of distressed funding Financial recovery plan April 18 

1713 
Failure to deliver the 18/19 financial plan including CIP programme and 

clinical activity in accordance with contractual agreements 
Monthly monitoring April 18 
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Source of Assurance 

CRR 
Ref 

Description of Assurance Date Received Positive or 

Negative 

Internal or 

External 

1943 

 

1791 

Integrated Performance Report /Finance Report April 2018 Positive Internal 

1943 CIP report April 2018 Positive Internal 

1713 Monitoring Progress Report & Meetings April 2018 Positive Internal 

1844 Carter working group updates and dashboard April 2018 Positive Internal 

1846 Workforce Report April 2018 Positive Internal 

1943 Cost Improvement Plans (CIPs) Follow-Up Internal Audit April 2017 Positive External 
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EXECUTIVE SUMMARY 

STRATEGIC CONTEXT 

  

REPORT TO THE BOARD OF DIRECTORS REF: BoD 18/04/P-11 

 

SUBJECT:   CORPORATE RISK REGISTER 

DATE:          18 APRIL 2018  

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: Susan Rudd, Trust Secretary 

PRESENTED BY: Susan Rudd, Trust Secretary 

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. The Finance & 
Performance Committee receive the Corporate Risk Register on a monthly basis for information 
and in support of review of the Board Assurance Framework. The Board receives the Corporate 
Risk Register on a quarterly basis for review. 
 

The appendix provides an overview of the current extreme risks on the Corporate Risk Register 
as at 1 April 2018. Work has been undertaken with all relevant 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.  
 
During the April 2018 review of the Corporate Risk Register the following changes are  to note: 
 
 
Risk 1922 – VTE prevention, risk score further reduced to 1x1 by the Medical Director due to 
sustained performance. 
 
 

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: BoD18/04/11 

 
1. STRATEGIC CONTEXT 

 
1.1 The Board of Directors have delegated the monthly review of the Corporate Risk 

Register to the Quality & Governance 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 43 risks currently recorded on the Corporate Risk Register of which three 
are graded as Extreme Risk (15+) and 24 graded as High Risk (8-12). 
 

2.3 All extreme risks (15+) are reported to the Quality & Governance Committee and 
Finance & Performance Committee on a monthly basis. 

 
2.4 The Corporate Risk Register has been reviewed in order to provide an update as of 5 

April 2018.  

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 of the 5 April 
2018. 

• 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 April 2018 review of the Corporate Risk Register the following changes are  

to note: 
 

 
Risk 1922 – VTE prevention, risk score further reduced to 1x1 by the Medical 
Director due to sustained performance. 
 

 
 

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 Board by exception when reporting on the extreme 
risks.
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Appendix 1 
Extreme & high risks on the corporate risk register 
 

ID
 

Description Mitigation 

Le
ad

/O
w

n
er

 

C
o

n
se

q
u

en
ce

 (
cu

rr
en

t)
 

Li
ke

lih
o

o
d

 (
cu

rr
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t)
 

R
at

in
g 

(c
u

rr
en

t)
 

R
is

k 
le

ve
l (

cu
rr

en
t)

 

R
is

k 
le

ve
l (

Ta
rg

et
) 

Progress Notes 

1
93

5
 

Risk identified regarding opening of 
additional bed capacity to provide in 
patient beds for patients requiring 
in patient medical care 
 
A total of 37 additional beds that 
require both Registered and un 
Registered staffing from within the 
current nursing establishment for 
the Trust which includes nurses 
from non clinical roles in education 
and training Clinical Nurse Specialist 
roles and Senior Nurses in 
Leadership roles 
 
Daily review of available staffing by 
senior nurses to cover all areas risks 
identified include, lack of continuity 
in patient care 
reduced training and development, 
interruption's to core CBU and 
corporate business, poor standards 
of patient care and experience 
potential for reduction in CNS 
activity  
 

Daily review with Associate 
Director of Nursing and brief to 
Director of Nursing  
 
Additional requests for external 
agency both below and above cap 

M
C

N
A
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,  

H
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ER

 -
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N
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5
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5
) 
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w
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k 
(1

-3
) 

Update for April 2018 provided by 
Diane Edwards Associate Director of 
Nursing for CBU 1.  
Situation remains x 3 escalation wards 
open, wards 23, 29, 36.Reliance on 
temporary staffing continues. Risk 
remains. 
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1
02

5
 

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

Constant review of performance to 
support delivery of trajectory. The 
executive structure has been 
changed. Achievement of the 
target is overseen by the Director 
of Nursing and Chief Delivery 
Officer supported by a new deputy 
director of nursing and operations. 
 
The Trust has escalated its 
approach internally and externally 
with partners with regular updates 
on progress against agreed actions. 
 
Weekly meetings held with ED 
team and other key influencers of 
patient flow. Extra support put in 
ED on lates and overnight. Primary 
care streaming now fully in place 
seeing 20-25% of patients coming 
to ED. Further support to Junior 
doctors working overnight to 
better handle peaks in activity. 

M
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1
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5
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5
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H
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k 
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2)
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2
04

9
 

National shortage of IV normal 
immunoglobulin’s (IVIg) 

Doctors asked to consider all other 
treatment alternatives before 
prescribing IVIG, and look at 
whether treatment can be delayed 
for non-life threatening indications.  
  
Direct any requests for IVIg 
through the Senior Pharmacists (or 
if at a weekend, ring dispensary 
and ask to discuss with the Senior 
Pharmacist). 
 
Whilst we have no stock available 
Staff made aware that the on-call 
pharmacist will not be able to 
process any requests out of hours 
as we cannot order from other 
local hospitals. 
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Update provided 24 March 2018. 
Although severe restrictions remain 
nationally the Trust has managed to 
increase its monthly allowance of IVIg 
to a more realistic level (which should 
allow us to treat a 95kg patient per 
month if necessary. Any prescriptions 
are going through senior pharmacists 
for supply; however, there is still no 
official IVIg panel in place for approval 
of blue and grey indications. 
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BoD Apr2018: Celebrating our People 

EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/04/12  

 

SUBJECT:   CELEBRATING OUR PEOPLE 

DATE:          APRIL 2018  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  

For review ✓  Governance  

For information ✓  Strategy ✓ 

PREPARED BY: Emma Parkes, Director of Marketing & Communications 

SPONSORED BY: Richard Jenkins, Chief Executive 

PRESENTED BY: Emma Parkes, Director of Marketing & Communications 

 
To provide an update to the Board on the Trust’s Brilliant Award winners as part of the reward and 
recognition process for celebrating the excellent work within the hospital.  
 
 

 
The Trust employs over 3,000 people, each of whom play an integral role in the hospital’s overall 
performance and successful achievement of strategy and objectives.  
 
Each month, the Trust recognises staff who are nominated by colleagues and the public by presenting 
three Brilliant Staff Awards as part of a monthly award scheme which recognises individuals or teams that 
have gone above and beyond their role. 
 
There are three award categories: 
 
- Individual Brilliant Award (nominated by any member of staff) 
- Team Brilliant Award (nominated by any member of staff) 
- Public Brilliant Award (taken from feedback received by members of the public) 

Each month the Chairman and Chief Executive jointly agree the winners, who are then presented with a 
certificate by the Chairman at a surprise presentation which is then promoted throughout the Trust. The 
Brilliant Staff Awards are sponsored by ISS who provide food and hospitality services for the Trust. 

This paper will highlight the winners and nominees within each award for the previous month.  

 

 
The Board is asked to review the content of this report.  
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Subject: CELEBRATING OUR PEOPLE REPORT Ref: BoD 18/04/12 

 

1. STRATEGIC CONTEXT 
 
1.1 This report provides the Board with an understanding of the Trust’s winners and nominees for 

the monthly Brilliant Staff Awards. 
 
The Brilliant Awards are a key part of the Trust’s recognition of our people. Winners are 
celebrated across the Trust in a variety of communications media, including online on the 
Hub and on display in the main Reception area.  Winners are also celebrated externally via 
social media.  
 

 

2. INDIVIDUAL BRILLIANT AWARD 
 

2.1 Winner: Jamie Stubbs, Auxiliary Nurse 
 
Jamie regularly works seven night shifts in a row and so far this week she has worked with a 
different agency nurse each night. She has gone above and beyond to welcome the different 
agency members. She has completed all the night paperwork as two of the agency nurses 
have never worked in the trust previously. She has completed the vast majority of the clinical 
observations. She has done so without any complaints and with a smile on her face. She has 
made what could have been a difficult set of nights bearable. 

 
2.2 Nominees: 

 
Lisa Fletcher, Lead Nurse 
Lisa is a brilliant Lead Nurse. She is an excellent leader and extremely competent. Extremely 
committed to her job, to her role, to her patients, to providing a very high standard of care, 
and to her staff. 
 
Andy Leppard, Digital Communications Specialist 
Andy has been instrumental in helping the OD team to promote the Talent Management 
Programmes and showcase the work the students have been involved in. He has supported 
some of the project groups as their projects have required a degree of communications 
involvement and supported the OD team in helping to showcase individual student’s 
achievements. Andy has supported students to write their individual profiles to showcase on 
the hub, he has edited promotional videos for the OD team and has excelled over and above 
what we expected. He has worked with the project groups to get their projects noticed both 
internally and externally. He has supported the students with Facebook campaigns, designing 
poster and advertisement materials as well as helping support some of the student projects 
that have involved more media related challenges such as filming and designing video 
content.  

 
This role was not part of the initial Talent Management support or in Andy's job plan, it has 
evolved as the programme has developed and the OD team have worked more closely with 
Andy and pulled upon his talents. He always assists willingly and although the team he is 
working in is depleted he never makes it appear that the work we send his way is any trouble. 
He is a great role model for the Trust values. 

 
Beverley Hughes 
Beverley has a continued commitment to the respiratory service by making sure that clinics 
are fully utilised and is a real asset to me and the department as her knowledge of clinics is 
excellent. During challenging pressures related to outpatient appointments Beverley ensures 
that the correct patients are prioritised and always communicates with me making my job 
easier knowing that Beverley has everything under control. 
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3. TEAM BRILLIANT AWARD 

3.1 Winner:   Respiratory Admin Team        
The team continues to work hard to keep clinic letters down to 5 days meeting national set 
guidance. 12 months ago the department had more then 200 typing jobs that were overdue. 
The team are now focused at keeping to 5 days and under. 
 

3.2 Nominees: 
 

Breast Unit 
I am so proud of the Breast Team for their cohesive and collaborative team work in giving 
patients a high quality experience each time they visit the Breast Unit. All areas within the 
Breast Unit all have an influence on the patient's journey and they do it so well that in 2 years 
of collecting FFT cards (Feb 2016 - Feb 2018), there has only ever been 2 negative 
comments (one was about car parking) from the 1,473 cards collected. So only on 2 
occasions in 2 years have they not received 100% recommendation of the service to family & 
friends. Frequent comments are that staff are friendly, polite, professional, respectful, 
approachable, kind, caring, reassuring, informative, supportive, put at ease, understanding. 
And these are consistent, month in month out. 

 
They receive many positive comments about the environment too, that it's clean & tidy, 
relaxing, pleasant. All the staff bring their own skills and experience to the team and very 
often go the extra mile to accommodate patient's wishes. The Breast Unit has high standards 
and they never let them slip. They put the patient at the heart of everything they do and they 
are led by 2 fantastic Consultants, Miss Dicks & Mr Ghosh, as well as Dr Cooke the 
Radiologist. 

 
 

4. PUBLIC BRILLIANT AWARD 

4.1    Winner: Ward 21 
         To the staff on ward 21 with out you I would have crumbled for good, special thanks to lead 

nurse Louise Sharpe and ward sister Tracey for their reassurance and sorting things out for 
us and to Kerry Hobson you are one in a million your were without a doubt there for me !! Dr 
Solomon and his team a big big thank you. It is about time staff were truly acknowledged for 
their dedicated caring hard working nature they deserve under such tremendously 
hardworking situations they are placed in!!! 

 
4.2 Nominees: 
 

Ward 37 
Thanks to the great staff on recovery and to ward 37 where my son Jake stayed after his 
operation yesterday 

 
Elizabeth Roberts 
I nominate sister Elizabeth Roberts in intensive care, this department goes above and 
beyond. 

 
Dr Moussa 
Thank you to the staff and consultant Dr Moussa in the paediatrics department today who 
saw my daughter. Made her laugh and feel at ease and surprised her with a teddy bear and 
card for her birthday tomorrow! You made her day! 
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BoD April 2018  

   

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/04/C-13  

 

SUBJECT: FINANCE & PERFORMANCE ASSURANCE REPORT  

DATE: APRIL 2018  

PURPOSE: 

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance ✓ 

For review ✓  Governance ✓ 

For information ✓  Strategy  

PREPARED BY: 
Francis Patton, Non Executive Director, Chair Finance & 
Performance Committee 

SPONSORED BY: 
Francis Patton, Non Executive Director, Chair Finance & 
Performance Committee 

PRESENTED BY: 
Francis Patton, Non Executive Director, Chair Finance & 
Performance Committee 

STRATEGIC CONTEXT  

The Finance & Performance Committee (F&P) is one of the key sub committees of the Board 
responsible for Governance.  Its purpose is to provide detailed scrutiny of financial matters and 
operational performance in order to provide assurance and raise concerns (if appropriate) to the 
Board of Directors and to make recommendations, as appropriate, on financial and performance 
matters to the Board of Directors 

EXECUTIVE SUMMARY  
KEY: £k = thousands 

         £m = millions 

The aim of this report is to critically analyse and evaluate the financial and operational 
performance of the Trust in order to provide assurance to the Board. This will be accomplished 
by: 

- critically analysing and reviewing the financial performance in order to identify any 

opportunities or threats 

- critically analysing and reviewing the Cost Improvement Programme (CIP) in order to get 
assurance that it is on plan and will deliver the planned savings 

- critically analysing and reviewing the corporate performance in order to ensure that the Trust 
is delivering the optimum performance safely and negating any penalties 

- reviewing business cases at the six months anniversary in order to ensure that they are 
delivering planned benefits 

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

In terms of the finances the position at yearend is that the Trust has achieved the Control Total 
for 2017/18 (pre-audit). The draft accounts are being prepared and are subject to External Audit 
review. The audit will complete just ahead of the Audit Committee on the 18th May.  

The final outturn position should result in the receipt of incentive funding from NHS I, which will 
further reduce the deficit. 

As part of this the Trust had a final CIP programme position of £9,362,320 against the target of 
£7,800,000 which is £1,562,320 over plan which is an excellent result and the 4th year in a row 
that we have delivered our CIP programme. The recurrency ratio also increased in the last 
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month, moving from 66% to 67% recurrent against the CIP target of £7.8m.  

The committee commended all involved in delivering both the excellent CIP performance and on 
the delivery of the Control total. 

In terms of performance the Trust continues to do exceptionally well in delivering 18 week RTT, 
Cancer Access and 6 week diagnostic access. However 4 hour emergency access continues to 
be an issue with the Trust hitting 91.1% in March and 90.5% for the year. In terms of People 
sickness has decreased by 0.34% in March to 4.3% and is 4.25% YTD, mandatory training is at 
88.4%, appraisals at 96.9% for medical and 91% for non-medical and turnover at 9.6%. The 
committee has asked to see the People plan which will come to June F&P but the focus on 
People will be stepped up from May meeting. 

The committee also received reports on:- 

- The operational plan which will be ready for submission by the 30th April. 

- Strategy delivery Progress Report which showed good performance for 17/18 and clear 
plans for 18/19. 

- Workforce which will now become people and will become a major focus for F&P going 
forward. Within this was a report on the AfC Pay deal a summary of which is provided with 
a fuller report coming to Board via F&P in May. 

- ICT which gave an update on the EPR procurement and ICE project. 

- The Clinical strategy which was reviewed from a Finance and Performance perspective 
and commended as an excellent piece of work. 

- The BAF and Risk register where the financial and performance risks were reviewed and a 
number of amends made. 

- The amended Terms of Reference which were reviewed and will come to Board in May 
with a review of the committee’s effectiveness. 

- A new policy on Clinical Supervision (non-medical) which the committee signed off and 
recommends to Board. 

RECOMMENDATIONS  

This report therefore recommends that: 

- The Board notes the final financial position in terms of delivery of the control total and 
over delivery of the CIP plan and adds its commendation to the team for an excellent 
performance. 

- The Board notes the excellent delivery of 3 key performance criteria but also the 
ongoing issues in terms of delivery of the 4 hour access target and the potential threat 
that places on patient safety. 

- The Board notes that the Operational Plan will be submitted on time. 

- The Board notes the good performance against the strategy set for 17/18. 

- The Board notes and approves the move to a bigger focus on the People agenda as 
part of the F&P remit. 

- The Board takes assurance that the BAF/CRR are being regularly reviewed. 

- The Board signs off the Clinical supervision Policy. 
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Subject: Finance & Performance Committee Assurance Report Ref: BoD 18/04/C-13 

CHAIR’S LOG: Chair’s Key Issues and Assurance Model  

Committee / Group Date Chair 

Finance and Performance Committee 19th April 2018 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 financial position of the Trust at month 12 is £11k favourable to plan year to 
date and £6k favourable to plan in month. The cash position is £3.81m, £2.4m 
ahead of plan.  

The year-end position was impacted by cancellation of elective operations in the 
final quarter. This was due to winter pressures and Easter and there has been a 
lot of learning from this process meaning that the team are now trying to plan 
elective work for the whole year ramping down work around pressure points of 
Bank Holidays and then ramping up at other times of the year. This would then be 
reflected in the budgeting process through proper phasing of budgets.  

There was also £529k of ED STF not awarded for Q3 and £618k ED STF not 
accrued in Q4. A slight counter balance to the lack of elective work was an 
overtrade in non-elective work. The Cost Improvement Plan over achieved at 
£9.3m v a plan of £7.8m. We have utilised all of the £1.254 Winter monies to 
support the Trusts cost pressures associated with escalation. Agency costs have 
exceeded the plan due to winter pressures. The key pressures are within 
Nursing.  

Capex has marginally overspent. An overspend was forecast and includes 
expenditure in month 12 associated with recent receipt of Estates and Technology 
Transformation Funding.   

In summary, the Trust has achieved the Control Total for 2017/18 (pre-audit). The 
draft accounts are being prepared and are subject to External Audit review.  The 
audit will complete just ahead of the Audit Committee on the 18th May.  

The final outturn position should result in the receipt of incentive funding from 
NHS I, which will further reduce the deficit. 

Service Line Reporting was reviewed and will be replaced by PLICS going 
forward and must be used in the budgeting and planning process going forward 

Board 
For information 
and Assurance 
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and one area needing some focus is Therapies.  

2.  CIP 

The Cost Improvement Programme reported savings of £1,875,526 in Month 12 
against planned savings of £859,081 which is an over achievement of £1,016,445 
in month due mainly to BFS Asset Transfer, Coding and budget underspend 
schemes. This over achievement has led to a final programme position of 
£9,362,320 against the target of £7,800,000 which is £1,562,320 over plan. 
Therefore, the Trust has successfully achieved the 2017/18 CIP Programme. The 
recurrency ratio also increased in the last month, moving from 66% to 67% 
recurrent against the CIP target of £7.8m. 

In terms of the 2018/19 Programme the forecast programme position against 
target has risen to £5,289,626 this month from £3,599,950 in March (a rise of 
£1.69m) which leaves a deficit of £2,650,374 to be found. This rise is due mainly 
to existing schemes being re-forecast and/or financial values being added to them 
rather than new schemes coming into the Programme. There have been 6 new 
schemes added since last month which has resulted in 65 schemes in the 
programme. Of these schemes, 17 are at full maturity, with a value of £3,436,226 
– an increase of three schemes since the last meeting (value £195k) with 48 in 
pipeline (£1,797,000 at Maturity Level 1 and £56,400 at Maturity Level 2). 

 
 
 
 
 
 
 
 

Board 
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3.  IPR 

The committee reviewed the IPR focusing on the key performance indicators 
around patient access, people and finance. In three areas the Trust is doing 
exceptionally well. The 18 week RTT access targets continue to be delivered in 
excess of the 92% incomplete pathway standard for RTT. Challenges remain in 
Ophthalmology, Dermatology and Orthopaedic Surgery, which at a specialty level 
will not deliver the 92% standard. Delivery of all cancer standards has been 
maintained. Considerable improvement in the 38 day inter-provider standard in 
the validated month of February is now confirmed.  Access standards for 
diagnostic services in less than 6 weeks have also been maintained. 

In terms of patient access the year end position was 90.55 with 91.1% achieved in 
March. Non elective demand for medicine and surgery remains high with 
abnormal severe peaks in demand associated with the inclement weather during 
early March. The Trust has a planned high escalation status in place and senior 
operational teams remained on site until 2200 each day with additional medical, 
nursing and operational support in place at weekends to maintain patient safety 
and recover the operational position. This will be in place throughout April. 

In terms of People sickness has decreased by 0.34% in March to 4.3%. This is 
the second consecutive month of decrease since the peak in January. All CBUs 
with the exception of Corporate noted a fall in the sickness absence rate. 
Turnover rate excluding TUPE transfers is at 9.6% and therefore within the target 
range of between 7 – 10%. Mandatory training compliance has increased by 0.3% 
in March to 88.4% and remains in an amber position below the Trust target of 
90%. Medical staff compliance is 96.9%. Staff appraisals for non- medical are at 
91% as at March with the new appraisal window opening from 1st April. There will 
be weekly monitoring of appraisals compliance progress throughout the 
appraisals window from April to June 2018. 

Board 
For information 
and Assurance 

4.  
Strategy delivery 
Progress Report 

The Strategic Programme has delivered significant benefits over the last year 
including:- 

- T&O 5.6% increase in elective market share at Q3 compared to 2016/17 
and over £385k CIP contribution.  

- 7 Day Working Improvement in HSMR Rate and CIP contribution of £442k. 

- Urology 8.6% increase in elective market share at Q3 compared to 
2016/17 and OP market share maintained.  

Board 
For information 
and Assurance 
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- OP Modernisation DNA rate sustained at below 8% and Phase 2 now 
started with lead in post since beginning of April.  

- Ophthalmology Increased referrals seen and £651k CIP contribution.  

- Intermediate Care Increased income and improved patient pathways. 

- BFS £638k CIP contribution.  

 

In terms of the 2018/19 Strategic Programme which commences from April 2018 
will see these initiatives will be reported quarterly. The Strategic Dashboard has 
been amended slightly to provide more information and give a clearer overview of 
each initiative at a glance. The Committee approved the new format and decided 
that the new Dashboard is sufficient and that they don’t need to receive the full 
detailed report for each individual initiative going forward. 

5.  Workforce 

The committee received the reinstated workforce performance report. A good 
discussion was held around this and it was agreed that as already agreed we 
need to refocus the F&P agenda to bring a greater focus onto the people agenda. 
The executive committed to bring the People plan to the June F&P meeting but it 
was also agreed to expand the Workforce performance report and to adjust the 
Terms of Reference to reflect this greater focus on People going forward. 

A paper was also presented on the proposed AfC Pay Agreement. The paper 
briefly outlines what the proposed agreement would deliver. Key highlights 
include:  

• 6.5% pay uplift over 3 years for staff on top of pay bands (for AfC band 8d and 
band 9 capped at the increase of top of band 8c = £69,168pa) 

• Minimum rate of pay to be set at £17,460 pa from 1 April 2018 (compliant with 
Living Wage Foundation living wage rates) • Increased starting salaries 

• Fewer pay points  

• Automatic ESR increments to be switched off and compulsory pay progression 
mechanism via appraisal process to be put into place from 1 April 2019  

• Band 1 to be closed to new starters from 1 December 2018 

The government has confirmed that additional money will be made available to 
fund the increased salary cost for AfC staff, so it won’t have to come from existing 
NHS budgets. NHS Improvement has confirmed that funding for the NHS Agenda 
for Change staff pay agreement will be provided direct to NHS organisations in 

Board 
For information 
and Assurance 
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2018/19. An appropriate mechanism for distributing the funding in future years is 
currently being considered by NHS Improvement and NHS England. 

The NHS Staff Council has formally signed off a framework agreement for the 
reform of the NHS pay structure and terms and conditions for all Agenda for 
Change staff. The NHS trade unions have now set in motion a consultation period 
with their members on the proposed agreement, with any ballots likely to report by 
the beginning of June at the latest. It is hoped that the NHS Pay Review Body 
would then endorse any deal. The assumption is therefore that any deal will move 
forward to implementation from July 2018, with backdating to April 2018. 

The committee felt that more detail was needed on the impact this will have on 
our staff and the Trust and so asked for more detailed analysis which will come 
back to Board via May F&P. 

6.  ICT 

The committee received and reviewed the ICT strategy update, two areas worthy 
of bringing to the Boards attention were the work on the EPR procurement and an 
update on ICE. 

In terms of the EPR procurement the contract was awarded to System C in March 
and ETTF funds have been drawn down (for which the team need commending 
for accessing). Servers have been ordered and a pre kick-off meeting was held 
with System C on 12th April. The PID and deployment plan are being developed 
jointly and the project is due to kick-off in earnest early May. Communications will 
go out w/c 16th April and governance arrangements will be finalised. 

In terms of ICE the filing pilot went live on 3/4/18 as planned in both dermatology 
outpatients and Gastro Inpatients and Outpatients. Due to operational pressures it 
was difficult to train all clinicians prior to pilot go live. A printing issue due to 
WinPath upgrade in February created a backlog of reports to be filed; this has 
impacted the pilot paper switch off date. To ensure clinical safety, the paper 
switch off and pilot end date has been postponed to 14/5/18. 

 

Board 
For information 
and Assurance 

7.  Clinical strategy 

The draft Clinical Strategy was reviewed from a finance and performance 
perspective and nothing of note was raised. The team were congratulated on 
developing what appeared to be a very good strategy. 

Board 
For information 
and Assurance 

8.  
Corporate Risk 
Register/BAF 

Both the new 2018/19 BAF and Corporate Risk Register were reviewed with the 
suggested change to Risk 1922 – VTE prevention being agreed. It was also 

Board 
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and Assurance 

Pack Page 185



BoD April 2018  

Log 
Ref 

Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation/ 
Assurance/ 
mandate to 

receiving body 

agreed that Strategic Objective 4 on finance need reviewing particularly risks 
1943, 1713 and 1846. 

9.  
Policies for 
Approval 

The committee received and signed off the new Clinical supervision Policy (Non-
Medical) which it recommends to Board for sign off. 

Board 
For information 
and sign off. 

10.  
Committee 
Evaluation 

The committee received some suggested amends to the Terms of Reference. 
These were discussed and agreed with the additional ones of expanding the 
areas to be discussed under people and reducing the number of executive 
directors as members to 3 from 5. All of the amends will be made and a new 
tracked version will come to May F&P for sign off to then be submitted to Board 
with the committee’s evaluation of its performance which will be undertaken 
electronically between now and the next F&P meeting. 

Board 
For information 
and Assurance 
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1.0 Introduction 
 

Barnsley Hospital NHS Foundation Trust (BHNFT) recognises the important role that 
clinical supervision plays in contributing to high quality clinical and professional 
practice.  
 

The aim of clinical supervision is to safeguard and enhance the quality of care for 
patients as well as the provision of support to nurses, midwives, Allied Health 
Professionals (AHP’s) and clinical support staff. 
 
This policy provides a framework for practice for all non-medical, clinical staff within 
the trust.  
 
2.0 Objective 

 

The purpose of clinical supervision is to provide a safe and confidential environment 
in which staff can reflect and discuss their personal and professional responses to 
their work.  
 

Clinical supervision provides an opportunity for staff to (CQC 2013): 
• Reflect on and review their practice. 
• Discuss individual cases in depth. 
• Change or modify their practice and identify training and continuing 

development needs. 
 
This policy intends to provide guidance for clinical supervision. No single model of 
supervision can be used across the Trust as services must use a model that enables 
best practice delivery and is fit for purpose. 
 
This policy aims to provide a clear description of  clinical supervision and a  
framework to standardise activity at BHNFT.  
 
The term clinical supervision will refer to supervision provided on a 1:1 basis. 
 
The term group supervision will refer to supervision in a group format. 
 
The term service user is used to refer to any person in receipt of BHNFT clinical 
services, including carers. 
 
This policy is not intended to replace existing professional supervision requirements. 
  
3.0 Scope of Policy  

 

This policy applies to all non-medical health professionals and clinical support staff 
employed at BHNFT. 
 
4.0 Policy  

 

4.1 Individual Clinical supervision describes a practitioner meeting 
regularly with another practitioner, not necessarily senior, to discuss casework 
and other professional issues in a structured way. The purpose is to assist the 
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practitioner to learn from their experience and progress in expertise, as well 
as to ensure high quality care delivery to the service user.  

 

 
4.2 Group Clinical Supervision is team supervision, providing feedback and 
data in direct relation to the workplace. The purpose being to maintain safety 
and standards by communicating relevant information in a timely and 
structured manner. Staff are encouraged to have open and honest 
discussions in a safe and confidential environment, optimising their 
opportunity to discuss and unburden any concerns and issues. The group 
should reflect on current practice and learn from experience, generate ideas 
and innovate to influence change and challenge current practice.  

 
4.3 Types of Supervision: 

 
Formal - supervision as the primary task 
 
Informal - service delivery continues 
 
Planned - agreed in advance 
 
Unplanned – in response to an event 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Prior to undertaking any form of supervision, both supervisor and supervisee 
should agree and sign a supervision contract. (Appendix 2) 
 

Formal planned Formal unplanned 
 
 

Clinical supervision 
Management supervision 
Appraisal / performance review 
meeting 
Professional development planning 
Supervised practice (assessed) 
Disciplinary procedure 
Mentorship 
Preceptorship 
 

Debrief 
Feedback on performance 
Mentorship 
Preceptorship 

Informal planned 
 

 

Informal unplanned 
 

Peer review 
Team Brief 
Teaching session 
Shift handover 
Team meeting 

Immediate advice / support in dealing 
with a current situation 
Impromptu teaching opportunity 
Networking 
General advice and information giving 
on skill or performance 
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4.4 Confidentiality 
 

Routine discussions in Clinical Supervision are confidential. 
 

Any situation that breaches the Trust or Professional Body policy or legal 
framework regarding the safety of patients are exceptions to the rule of 
confidentiality. 

 
If confidentiality is to be breached the supervisee must be informed. 

 
The supervisor should contact the supervisee’s line manager and a 
discussion with Human Resources may be appropriate at this stage. 

 
 
 

5.0 Roles and Responsibilities 
 

5.1 Supervisors 
 
Supervisors must not be the supervisees line manager.  
They may belong to a different profession to the supervisee, except in 
midwifery  
The supervisor and supervisee may work in different clinical environments. 

 
In order to be an effective clinical supervisor it is important to demonstrate 
certain skills and experience, these include but are not limited to: 

 

• Interpersonal skills 

• Communication/Listening skills 

• Self awareness 

• Positive attitude 

• Empathy 

• Approachability 

• Professionalism 

• Credibility 

• Supportive 

• Analytical 

• Knowledge of the organisation and staff body 
 

Supervisors will give each supervisee the opportunity to meet on a 1:1 basis once 
yearly, as a minimum.  
 
Frequency of meetings are to be negotiated but should not impact on service 
delivery. Agreed frequency should be recorded on a clinical supervision contract. 
 
Supervisors will keep records detailing only their contact with each supervisee. 
(Appendix 3) 
 
Face to face meetings are regarded as best practice and should be encouraged 
but are not mandatory. If the supervisee declines any meetings this should also 
be recorded. 
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Supervisors should not be prescriptive and ensure meetings are supervisee lead. 
 
Supervisors must escalate any concerns/issues raised regarding safeguarding or 
patient safety. 
 
Supervisors should have suitable preparation and experience before undertaking 
the role. 
 
The Professional Midwifery Advocate (PMA) must complete a recognised A-EQIP 
training progamme. They must ensure supervision has been offered to each 
midwife and a record is kept of this 

 
5.2 Supervisees 

 
For clinical supervision to be worthwhile and effective for the supervisee, it is 
important to: 
 

• Clarify personal expectations of supervision meetings 

• Appreciate competence and change 

• Identify challenges and resources 

• Contribute ideas and perspectives 

• Discuss future opportunities  

• Reflect  

• Be open to constructive criticism  
 
Supervisees should keep their own records of meetings in their format of choice 
whilst maintaining confidentiality and information governance standards. 
 
Supervisees are able to choose their own supervisors.  

 
5.3 Line Managers are responsible for: 

 

• Maintaining confidentiality 

• Recognising the benefits of clinical supervision and promoting its use with 
staff 

• Maintaining an up to date record of clinical supervisors in their area  

• Appropriately signpost staff looking for a supervisor  

• Providing time for clinical supervision within working hours where service 
delivery allows 

• Providing on-going managerial supervision for all staff under their direct line 
management 

• Providing assurance that clinical supervision activity is taking place 
 

5.4 Individual staff engaging in clinical supervision activity are responsible 
for: 

 

• Maintaining confidentiality. 

• Recognising the benefits of supervision as a positive and effective method of 
improving performance and supporting development 
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• Maintaining records of supervision activity as appropriate 
 

5.5 The organisation is responsible for: 
 

• Providing an environment in which staff feel supported to access clinical 
supervision 

• Providing a safe place where supervisees feel able to discuss issues around 
professional practice. 

• Focussing on the developmental needs of staff 

•  Maintaining a non-judgemental approach 
 
 

6.0 Associated documentation and references 
 

Cassedy, P. (2010) First Steps in Clinical Supervision: A Guide for Healthcare 
Professionals. Maidenhead, Open University Press 
Driscoll, J. (2000) Practicing Clinical Supervision. A Reflective Approach. London, 
Harcourt 
Nursing and Midwifery Council (2008) Clinical Supervision for registered 
nurses London, NMC 
Nursing and Midwifery Council (2015) Professional Standards of practice and 
behaviour for nurses and midwives  London  NMC 
Care Quality Commission (2013) Supporting information and guidance: Supporting 
effective clinical supervision  London  CQC 
Royal College of Nursing  (2015) Clinical supervision in the workplace  London  RCN 
Care Quality Commission (2010) Essential Standards of Quality and Safety 
London,  
Skills for Care (2007) Providing effective supervision a workforce development tool  
www.skillsforcare.org.uk 
Health and Care Professions Council (2012) Your guide to our standards of 
continuing professional development  London  www.hcpc-uk.org 
NHS England (2017)  A-EQUIP a model of clinical midwifery supervision 
 

Preceptorship Policy 
Safeguarding Supervision Policy 
Safeguarding Adults Policy 
Safeguarding Children Policy 
Appraisal Policy 
Capability Policy  
Disciplinary Policy 
 
7.0 Training & Resources 
 
Formal A-Equip training will be accessed by midwives who are going to deliver the 
Professional Midwifery Advocate role 
Training for supervisors will be available through workshops 
Further resources will be available on the Trust intranet 

 
 

8.0   Monitoring and Audit 
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Contact recorded on clinical supervision documentation. Engagement with clinical 
supervision is encouraged but not mandatory, therefore compliance is not to be 
measured.  
 
 
Minimum 
requirement 
to be 
monitored 

Process for 
monitoring 
e.g. audit 

Responsible 
individual/ 
group/ 
committee 

Frequency 
of 
monitoring 

Responsible 
individual/ 
group/ 
committee for 
review of 
results 

Responsible 
individual/ group/ 
committee for 
development of 
action plan 

Responsible 
individual/group/ 
committee for 
monitoring of action 
plan and 
Implementation 

 
 
    
9.0 Equality and Diversity  
This section is mandatory and must include the statement below 
 
Trust is committed to an environment that promotes equality and embraces diversity in its 
performance as an employer and service provider. It will adhere to legal and performance 
requirements and will mainstream equality and diversity principles through its policies, 
procedures and processes. This policy should be implemented with due regard to this 
commitment. 
  
To ensure that the implementation of this policy does not have an adverse impact in 
response to the requirements of the Equality Act 2010 this policy has been screened for 
relevance during the policy development process and a full equality impact analysis 
conducted where necessary prior to consultation.  The Trust will take remedial action when 
necessary to address any unexpected or unwarranted disparities and monitor practice to 
ensure that this policy is fairly implemented.   
  
This policy and procedure can be made available in alternative formats on request including 
large print, Braille, moon, audio, and different languages.  To arrange this please refer to the 
Trust translation and interpretation policy in the first instance.  
  
The Trust will endeavor to make reasonable adjustments to accommodate any 
employee/patient with particular equality and diversity requirements in implementing this 
policy and procedure.  This may include accessibility of meeting/appointment venues, 
providing translation, arranging an interpreter to attend appointments/meetings, extending 
policy timeframes to enable translation to be undertaken, or assistance with formulating any 
written statements. 
 
9.1      Recording and Monitoring of Equality & Diversity  
This section is mandatory and must include the statement below 
  
The Trust understands the business case for equality and diversity and will make sure that 
this is translated into practice. Accordingly, all policies and procedures will be monitored to 
ensure their effectiveness.  
  
Monitoring information will be collated, analysed and published on an annual basis as part 
Equality Delivery System.  The monitoring will cover the nine protected characteristics and 
will meet statutory duties under the Equality Act 2010.  Where adverse impact is identified 
through the monitoring process the Trust will investigate and take corrective action to 
mitigate and prevent any negative impact. 
  
The information collected for monitoring and reporting purposes will be treated as 
confidential and it will not be used for any other purpose. 
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Appendix 1 

EQUALITY IMPACT ASSESSMENT TEMPLATE 

INITIAL ASSESSMENT STAGE 1 (part 1) 

 
Department:  

Trust wide 
 

Division:  
Trust wide 

Title of Person(s) 
completing this form: 

Bev Clancy New or Existing 
Policy/Service 

New 

Title of 
Policy/Service/Strategy 
being assessed: 

Clinical Supervision 
(Non-Medical) 

Implementation 
Date: 

 
19th February 2018 

What is the main purpose 
(aims/objectives) of this 
policy/service? 

The aim of clinical supervision is to safeguard and enhance the quality of 
care for patients as well as the provision of support to nurses, midwives, 
Allied Health Professionals (AHP’s) and clinical support staff. 
This policy provides a framework for practice for all non-medical, clinical 
staff within the trust. 

Will patients, carers, the 
public or staff be affected 
by this service? 
Please tick as appropriate. 

 Yes No If staff, how many individuals/which groups of staff 
are likely to be affected?  Patients  X 

Carers  X 

Public  X 

Staff X  

Have patients, carers, the 
public or staff been 
involved in the 
development of this 
service? 
Please tick as appropriate. 

Patients  X If yes, who did you engage with? Please state below: 
Clinical staff at all levels in non-medical roles across 
the Trust were consulted  

Carers  X 

Public  X 

Staff X  

   

What consultation 
method(s) did you use? 

Focus groups, email, workshops, governance meetings 

 

DATA COLLECTION AND CONSULTATION 

 

1a In relation to this service/policy/procedure – Do you currently record/have any of the 

following patient data? 

Protected Characteristic Indicate yes or No If Yes – State where Recorded 

Age NO  

Sex NO  

Ethnicity NO  

Religion or Belief NO  

Disability NO  

Sexual Orientation NO  

Gender Re-assignment NO  

Marriage & Civil Partnership NO  

Pregnancy & Maternity NO  

Carer Status NO  
Please indicate Yes or No 
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Equality Impact Assessment Stage 1 PART 2 
What does this data tell you about each of the above protected characteristics? Are 
there any trends/inequalities?  
 

 
Not applicable 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
What other evidence have you considered? Such as a ‘Process Map’ of your service 
(assessment of patient’s journey through service) / analysis of complaints/ analysis of patient 
satisfaction surveys and feedback from focus groups/consultations/national & local statistics 
and audits etc. 
 
 

 
Feeback was assessed and the policy designed taking into account the needs of all staff groups. 
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Equality Impact Assessment Stage 1 PART 3 

ACCESS TO SERVICES 

What are your standard methods of communication with service users? 

Please tick as appropriate. 

Communication Methods Yes No 

Face to Face Verbal Communication x  

Telephone x  

Printed Information (E.g. leaflets/posters) x  

Written Correspondence x  

E-mail x  

Other (Please specify)   

 

If you provide written correspondence is a statement included at the bottom of the 

letter acknowledging that other formats can be made available on request? 

Please tick as appropriate. 

Yes No 

 x 
 

Are your staff aware how to access Interpreter and translation services? 

Interpreter & Translation Services Yes No 

Telephone Interpreters (Other Languages) x  

Face to Face Interpreters (Other Languages) x  

British Sign Language Interpreters x  

Information/Letters translated into audio/braille/larger print/other 
languages? 

x  

 

ACCESS 

Please tick as appropriate 

Is the building where the service is located wheelchair accessible? Yes No 

Does the reception area have a hearing loop system? x  

Does the building where the service is located have a unisex wheelchair 
accessible ‘disabled toilet? 

X  

Does the building have car parking space reserved for Blue Badge 
holders? 

X  

Does the building have any additional facilities for disabled people such as 
a wheelchair, hoist, specialist bath etc? 

X  

Does the building/hospital sire where the service is provided have access 
to prayer and faith resources? 

X  
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EQUALITY IMPACT ASSESSMENT – STAGE 1 (PART 4) 

Protected 
Characteristic 

Positive 
Impact 

 
 

High 
Low 

None 

Negative 
Impact 

 
 

High 
Low 

None 

Reason/comments for positive 
Impact 

 
 

Why it could benefit any/all of the 
protected characteristics 

Reason/Comments for Negative 
Impact 

 
Why it could disadvantage 

any/all of the protected 
characteristics 

Resource 
Implication 

 
Yes / No 

Men  
High 

 

 
None 

Provides a safe environment for 
professional discussion and 
support 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Women  
High 

 

None Provides a safe environment for 
professional discussion and 
support 

 

Younger 
People (17 – 

25) and 
Children 

 
High 

None Provides a safe environment for 
professional discussion and 
support – regardless of age 

 

Older people 
(60+) 

 
 

High 
 

None Provides a safe environment for 
professional discussion and 
support – regardless of age 

 

Race or 
Ethnicity 

 
High 

 
 

None Provides a safe environment for 
professional discussion and 
support regardless of race and 
ethnicity 

 

Learning 
Disabilities 

 
 

High 
 

 

None 

Provides a safe environment for 
professional discussion and 
support regardless of whether the 
have a learning disability 

 

Hearing 
impairment 

 
 

High 
 

 

None 

Support is tailored to the needs of 
the individual therefore 
adjustments can be made to 
accommodate those with a hearing 
impairment 

 

Visual 
impairment 

 
 

High 
 

 

None 

Support is tailored to the needs of 
the individual therefore 
adjustments can be made to 
accommodate those with a visual 
impairment 

 

Physical 
Disability 

 
 

High 
 

 

None 

Support is tailored to the needs of 
the individual therefore 
adjustments can be made to 
accommodate those with a 
physical disability 

 

Mental Health 
Need 

 
High 

 
 

 
None 

Provides a safe environment for 
professional discussion and 
support which supports the 
individual mental health and well-
being 

 

Gay/Lesbian/Bi
sexual 

 
High 

 
 

 
None 

Provides a safe environment for 
professional discussion and 
support regardless of sexuality 

 

Trans  
 

High 
 

 
None 

Provides a safe environment for 
professional discussion and 
support 

 

Faith Groups 
(please specify) 

 
 

High 
 

 
 

None 

Provides a safe environment for 
professional discussion and 
support 

 

Marriage & 
Civil 

Partnership 

 
 

High 
 

 
None 

Provides a safe environment for 
professional discussion and 
support 

 

Pregnancy & 
Maternity 

 
 

High 
 

 
None 

Provides a safe environment for 
professional discussion and 
support 

 

Carer Status  
 

 
 

 Not applicable  
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Other Group 
(please specify) 

 
 
 

   

Applies to ALL 
Groups 

 
High 

 

 
None 

Provides a safe environment for 
professional discussion and 
support 

 

 
INITIAL ASSESSMENT (PART 5) 

 
Have you identified any issues that you consider could have an adverse (negative) 

impact on people from the following protected groups? 

 

IF ‘NO IMPACT’ IS IDENTIFIED Action: No further documentation is required. 
 

IF ‘HIGH YES IMPACT’ IS IDENTIFIED Action: Full Equality Impact Assessment 
Stage 2 Form must be completed. 
 

 

 

 
(a) In relation to each group, are there any areas where you are unsure about the 
impact and more information is needed? 

 
 
 
 
 

 
 

(b) How are you going to gather this information? 

 
 
 
 
 
 
 
 
 

 

(c) Following completion of the Stage 1 Assessment, is Stage 2 (a Full Assessment) 

necessary? NO 

 
 
Assessment Completed By: Bev Clancy                  Date Completed: 7th February 2018 
 
Line Manager Alison Bielby                          Date…………………………….. 
 
Head of Department Alison Bielby                             Date…………………………….. 
 
 
 
When is the next review? Please note review should be immediately on any  
amendments to your policy/procedure/strategy/service. 

1 Year 2 year     X 3Year 
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STAGE 2 – FULL ASSESSMENT & IMPROVEMENT PLAN 
MUST be completed if any negative issues have been identified at stage 1 

Protected 

Characteristic 
What adverse 

(negative) 

impacts were 

identified in 

Stage 1 and 

which groups 

were affected? 

What changes or actions 

do you recommend to 

improve the service to 

eradicate or minimise the 

negative impacts on the 

specific groups identified? 

Lead Time-scale 

Men 
Younger People (17-25) 
and Children 

 

Older People (50+) 
Race or Ethnicity 

 

Learning Disability 
 

Hearing Impairment 

 
Visual Impairment 

 

Physical Disability 
 

Mental Health Need 

 
Gay/Lesbian/Bisexual 

Transgender 

 
Faith Groups (please 

specify) 

 
Marriage & Civil 

Partnership 

 
Pregnancy & Maternity 

 
Carers 

 

Other Group (please specify) 
 

Applies to ALL Groups 

    

How will actions and proposals be 

monitored to ensure their success? 

Which Committee will you report to? (i.e. 

Divisional DQEC / Governance Meeting). 

 

Who will be responsible for monitoring 

these actions? 

 

 

 

 

 

 

Title of Service/Policy being assessed:  
 

Assessment Date:  
 

Is the service/policy aimed at a specific 
group of users? 
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Appendix 2 
 
Glossary of Terms used within Policy 
List all terms used within the policy and provide a summary of what the term means 
 

 
Maintain a record of the documents history or reviews and key changes made, including 
versions and dates) 

 
Appendix (must always be the last appendix) 

Version Date Comments Author 

1    

    

    

 
Review Process Prior to Ratification: 
 

Name of Group/Department/Committee Date 

Advancing Practice and Procedures Group 27.10.17 

Senior Nurses Forum 15.11.17 

NICE and Clinical Guidelines Group 07.12.17 

People and Engagement Group 18.01.17 
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Clinical Supervision Contract 

Supervisor  

Supervisee  

Date  

 

Frequency of meetings 
(minimum 1 x annually) 

 
 
 

 

Method of 
communication (if 
meetings are postponed, 
cancelled etc) 

 

Venue 
 
 
 

 

Supervisor expectations 
 

 
 
 

 
Supervisee expectations  

 
 

 

 

If concerns are raised about safeguarding or patient safety, they should be 

escalated immediately to the appropriate person/s. 

Clinical supervision is confidential however supervisors are obligated to share 

information in the above circumstances. 

 

Supervisor Signature  

Supervisee Signature   
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Clinical Supervision Contact Record 

 

(Name)…………………………………………………………………….. has accessed clinical 

supervision on (Date)……………………………….. 

Signature of supervisor…………………………………………………………………………….. 

 

(Name)…………………………………………………………………….. has accessed clinical 

supervision on (Date)……………………………….. 

Signature of supervisor…………………………………………………………………………….. 

 

 

(Name)…………………………………………………………………….. has accessed clinical 

supervision on (Date)……………………………….. 

Signature of supervisor…………………………………………………………………………….. 

 

 

(Name)…………………………………………………………………….. has accessed clinical 

supervision on (Date)……………………………….. 

Signature of supervisor…………………………………………………………………………….. 

 

 

(Name)…………………………………………………………………….. has accessed clinical 

supervision on (Date)……………………………….. 

Signature of supervisor…………………………………………………………………………….. 
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Clinical Supervision Notes – Supervisee 

Name  
Date  

 

Notes 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Actions 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Pack Page 204



 

20 
 

 

Pack Page 205



  

REPORT TO BOARD OF DIRECTORS REF: BoD 18/04/14   

 

SUBJECT:   Integrated Performance Report 

DATE:          April 2018  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  

For review   Governance  

For information   Strategy  

PREPARED BY: Ben Brewis – Deputy Director of Operations 

SPONSORED BY: Bob Kirton – Chief Delivery Officer 

PRESENTED BY: Bob Kirton – Chief Delivery Officer 

STRATEGIC CONTEXT 

Strategic Objective 1 – Patients will experience safe care 
Strategic Objective 3 – People will be proud to work for us 
Strategic Objective 4 – Performance Matters 

EXECUTIVE SUMMARY 

1. Patient Access: 

 

Patient flow and 4 hour emergency access: The 4 hour access standard has not been met. Non-

elective demand for medicine and surgery remains high with abnormal severe peaks in demand 

associated with inclement weather during early March. The Trust has a planned high escalation status in 

place, senior operational teams remain on site until 2200 each day with additional medical, nursing and 

operational support in place at weekends to maintain patient safety and recover the operational position. 

This will be in place throughout March and April. 

 

18 week RTT access: BHNFT continues to deliver in excess of the 92% incomplete pathway standard for 

RTT. Challenges remain in Ophthalmology and Dermatology, which at a specialty level will not deliver the 

92% standard. 

 

Cancer Access: Delivery of all cancer standards has been maintained. Considerable improvement in the 

38 day inter-provider standard in the validated month of February is now confirmed. 

 

6 week diagnostic access: Access standards for diagnostic services in less than 6 weeks have also 
been maintained. 
 

2. Quality of Care: 
 
Patient Safety: 

Falls: During the period 1st- 31st March 2018, there were 86 inpatient falls reported and this includes 18 
repeat falls. The majority of falls resulted in no harm or low harm. There were four moderate harms and 3 
severe harms. 
 
Grade 3 Pressure Ulcers: There have been 2 avoidable grade 3 pressure ulcers in March: 
 
Patient Harm: 
Four incidents resulting in severe harm  
Two incidents resulting in death   Pack Page 206



One serious incident declared  
 
Patient Experience: 

Complaints: During March, the Trust received 27 new complaints. Themes relate to clinical care and 
access issues. The PALS team dealt with 251 concerns and enquiries during the month.  

 
3. People: 

 
Sickness: Sickness has decreased by 0.34% in March to 4.3% with a second consecutive month of 

decrease. There is a cumulative sickness rate YTD of 4.25%  

 

Mandatory Training: Improvement by 0.3% in March 2018. CBU1 85.4%. CBU2 89.4%. CBU3 91.4%. 

Corporate 87.3% 

  

Appraisals (Medical):  Full compliance at 96.9% 

 

Appraisals (Non Medical): Full compliance at 91% 

 

Staff Turnover: 15.4% including TUPE transfers. 9.6% excluding TUPE 

 

 

4. Finance: 
 
Planned Financial Position: Consolidated YTD deficit position of £9.76m, which is £0.11m favourable to 
plan 
 
Income: Clinical income is £4.9m favourable to plan 
 
CIP: CIP delivery is ahead of plan both in month and year to date 
 
Cash Position: Loan funding of £10.47m has been drawn to date. The Trust received £0.66m in loan 
funding from the Department of Health in March 
 
Capital Plan: £0.48m favourable to plan 
 
 

 

RECOMMENDATIONS 

 
The Board of Directors is asked to receive and endorse the latest IPR and the proposed approach to 
continually improving the document over the coming months 
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Created by: Healthcare Information and Insight Service

Title of report: Integrated Performance Report

Executive Lead: Bob Kirton
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1. Purpose of the Report:

The purpose of this report is to inform the Trust Board and sub-committees of the latest position against key performance indicators, including operational and 

quality requirements mandated nationally, metrics detailed in the NHSi oversight model and those identified within the BHNFT Operational Plan for 2017/18. In 

addition, it provides Trust Board with information relating to activity delivered and finance, which are key drivers for sustainability.

This report details the latest validated information available.

A high level view of the Trust’s performance is available in the at a glance summary. Further details on the domains of quality, people, patient access and finance 

are available in more depth as part of the wider document.

2. Background and Introduction:

The well-led framework used by NHSi identifies effective oversight by Trust Boards as essential to ensuring Trusts consistently deliver safe, sustainable and high 

quality care for patients.

BHNFT provides an integrated performance report to Trust Board each month for assurance. The report outlines key performance against a number of quality, 

operational, financial and activity based indicators. The purpose of the report is to ensure Trust Board has timely and robust oversight of performance in key 

areas along with actions being taken to address required improvements.

Executive Summary 
March 2018 
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Capital Plan

The Trust has a consolidated year end deficit position of £10.058m that is £0.11m favourable to plan. 

CIP delivery for 2017/18 is ahead of plan. Clinical income is £4.9m ahead of plan, although the activity mix is varied. The favourable outturn position will result in the receipt

of additional Sustainability and Transformation Funding which will further reduce the deficit.

Loan funding of £11.81m has been drawn down during 2017/18. The Trust received £0.66m in loan funding from the Department of Health in March.

Sickness  - Sickness has decreased by 0.34% in March to 4.3% with a second consecutive month of decrease. There is a cumulative sickness rate YTD of 4.25% 

Mandatory Training  - Improvement by 0.3% in March 2018. CBU1 85.4%. CBU2 89.4%. CBU3 91.4%. Corporate 87.3%

Appraisals Medical   - Full compliance at 96.9%

Appraisals Non Medical  - Full compliance at 91%

Staff Turnover - 15.4% including TUPE transfers. 9.6% excluding TUPE

18wks Referral To Treatment

P
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n

t 
A
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4hr Emergency Access

Planned Cash Position

Planned Financial Position 

Income

Cost Improvement Programme

62 day cancer standard

Diagnostic Waits

Sickness Absence

Mandatory Training

Staff Turnover

Staff Appraisal Rates

Patient flow and 4 hour emergency access: The 4 hour access standard has not been met. However, improvement to 91.1% has been delivered for the month of March. Non-

elective demand for medicine and surgery remains high with abnormal severe peaks in demand associated with inclement weather during early March. The Trust has a planned

high escalation status in place, senior operational teams remain on site until 2200 each day with additional medical, nursing and operational support in place at weekends to

maintain patient safety and recover the operational position. This will be in place throughout March and April.

 

18 week RTT access: BHNFT continues to deliver in excess of the 92% incomplete pathway standard for RTT. Challenges remain in Ophthalmology nad Dermatology which at a

specialty level will not deliver the 92% standard.

Cancer Access: Delivery of all cancer standards has been maintained. Considerable improvement in the 38 day inter-provider standard in the validated month of February is

now confirmed.

6 week diagnostic access: Access standards for diagnostic services in less than 6 weeks have also been maintained.

Patients Partnerships People Performance  

BHNFT At-a-Glance 
March 2018 
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Complaints

During March the Trust received 27 new complaints bringing the YTD total to 270 (compared to 259 received in 2016/17). The new complaints were allocated to CBUs as follows: CBU 1 – 8, CBU 2 – 13, CBU 3 – 6. Themes relate to clinical care and access

issues.

The percentage of cases closed within target during March was 90% and the year to date total was 92% against the target of 90%. The average number of working days taken to investigate cases increased has increased to 64 days. This has been due to a

small number of complaints which required protracted investigations and extensions were agreed for these.

90% of complaints were upheld or partly upheld and 1 complaint was re-opened.   The Patient Advice & Complaints team dealt with 251 concerns and enquiries during the month.   The year to date total for concerns/enquiries is 2895.

Two medication incident resulting in harm

• Medication incident resulting in low harm on ICU

• Medication incident resulting in low harm on ward 32

Four incidents resulting in severe harm

• Inpatient fall on ward 23

• Unwitnessed fall on ward 24

• Inpatient fall on ward 19 

• Delay in diagnosis

Two incidents resulting in death

• Aortic Dessection transferred to Sheffield.

• Cardiac arrest on Transition Unit

One serious incident 

The one SI reported in March is as follows

 

• 2018/5696 – Avoidable grade 3 pressure ulcer

Falls

During the period 1st- 31st March 2018, there were 86 inpatient falls reported and this includes 18 repeat falls. The majority of falls resulted in no harm or low harm. There were four moderate harms and 3 severe harms.

Reporting systems are in place to ensure appropriate actions are taken for avoidable falls. A Root Cause Analysis (RCA) will be presented at the PU & Falls Forum for all moderate and above harms, and any learning from falls incidents will be shared Trust

wide.

FYTD the total number of inpatient falls is 855, and the total number of falls incidents resulting in moderate harm or above is 36. There continues to be a variation through the months with the number of inpatient falls that occur at the Trust and this is to be

expected. The Trust’s Falls SPC data; shows that we remain below our set upper warning limit on the actual number of falls per 1,000 bed days and below our upper control limit for harmful falls per 1,000 bed days in March 2018.

Grade 3 Pressure Ulcers

 

There have been 2 avoidable grade 3 pressure ulcers in March:

• Ward 33

The patient was non-compliant with heel elevation on pillows, but no evidence that staff had attempted to use other methods of heel offloading. Inconsistent documentation regarding non-compliance.

• Theatres

There was no evidence that a skin inspection had been completed in ED or in theatre prior to surgery and application of the cast, which then remained insitu for three months.

Grade 2 Pressure Ulcers

• There have been 3 avoidable grade 2 pressure ulcers in March – one each on ward 18, 34 and 35.

In all 3 incidents, there was poor compliance with completion of preventative measures or documentation to evidence this.

HSMR 

Rolling 12 month HSMR - April 17 - January 18 is 89.26. FYTD 94.0

SHMI - Q2 July 2017 - September 2017 - 101.0

Patient 

Experience

Clinical 

Effectiveness

Patient 

Safety

Patients Partnerships People Performance  

BHNFT At-a-Glance 
March 2018 
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Domain KPI Target
Target 

(Month)
Set By Current Qtr. Year to Date Mar-17 Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18

Dementia - Find/Assess 90% (>) National 91.3% 90.7% 90.4% 92.2% 93.6% 92.4% 88.3% 87.2% 89.5% 96.5% 87.4% 87.7% 91.9% 90.6%

Dementia - Investigate 90% (>) National 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Dementia - Refer 90% (>) National 100% 100% 100% 100% 100% 100% 100% 100% - 100% 100% 100% 100% 100%

Falls 785 (<) 65 BHNFT 238 852 76 58 61 59 52 55 64 90 82 93 80 72 86

Multiple Falls n/a BHNFT 53 184 18 8 8 13 8 13 14 24 17 26 22 13 18

Falls resulting in moderate harm or above 20 (<) 1 BHNFT 14 36 0 2 3 4 1 0 2 3 1 6 3 4 7

Hand washing 95% (>) National 99.3% 99.3% 99.9% 99.7% 99.4% 99.9% 98.7% 97.1% 99.8% 99.8% 99.9% 99.7% 99.9% 100% 98%

Pressure Ulcers Grade 3 & 4 (Avoidable) 0 0 BHNFT 6 13 0 0 0 2 1 2 0 0 2 0 3 1 2

Pressure Ulcers Grade 2 (Avoidable) 0 0 BHNFT 11 28 3 2 2 4 1 2 0 0 3 3 4 4 3

Hospital Acquired Clostridium Difficile 13 (<) 1 NHSE 8 13 0 1 0 1 0 1 1 0 1 0 2 3 3

MRSA Bacteraemia 0 0 NHSE 0 2 0 0 1 0 0 0 1 0 0 0 0 0 0

MSSA 0 0 NHSE 1 11 0 1 0 0 2 1 1 2 2 1 0 0 1

E.coli 0 0 NHSE 6 17 0 0 0 2 2 1 1 2 1 2 3 1 2

Q - Never Events - Reported in Month 0 0 NHSE 1 2 0 0 0 0 0 0 0 0 1 0 1 0 0

Q - Serious Incidents - NHSE 13 57 6 7 5 6 7 3 5 7 3 1 7 5 1

Q - Total Number of Incidents Resulting in Death 0 0 National 7 11 0 1 0 1 0 0 1 0 1 0 2 3 2

Q - Total Number of Incidents Resulting in Severe Harm 0 0 National 8 22 1 3 3 2 2 0 0 2 1 1 1 3 4

Q - Percentage of Incidents Causing Harm 28% (<) BHNFT 9.7% 8.0% 8.0% 9.3% 4.8% 7.3% 5.2% 5.4% 5.2% 9.5% 9.1% 10.1% 8.2% 9.9% 11.1%

Q - Total (All) 7400 (>) 617 BHNFT 2214 7853 589 570 666 614 574 607 574 705 668 661 850 680 684

Q - FFT Positivity Rates - ED
G >87.5%, A >=82.5%-87.5%, R 

<82.5% (> )
BHNFT 88% 86.0% 88.8% 79.8% 84.3% 83.9% 82.3% 86.6% 90% 86.5% 85.7% 85.6% 90.5% 89.4% 85%

Q - FFT Positivity Rates - IP
G >87.5%, A >=82.5%-87.5%, R 

<82.5% (> )
BHNFT 97% 97.2% 98.4% 97.2% 97.6% 96.8% 96.1% 99.1% 96.2% 96.9% 97.1% 97.5% 95.8% 98.4% 98.9%

Q - FFT Positivity Rates - OP
G >87.5%, A >=82.5%-87.5%, R 

<82.5% (> )
BHNFT 95.5% 95.3% 95.5% 92.9% 95.3% 95.2% 95.5% 95.5% 96.4% 94.5% 94.9% 96.5% 95.9% 95% 95.5%

Q - FFT Positivity Rates - MAT
G >87.5%, A >=82.5%-87.5%, R 

<82.5% (> )
BHNFT 98.2% 98% 98.5% 97.9% 99.5% 97.3% 99.6% 95.3% 98% 97.5% 99.2% 98.5% 96.5% 98.2% 100%

Q - Complaints closed within target % G >90%, A >=70%-90%, R <70% (>) BHNFT 90.2% 91.5% 90.9% 83.3% 93.3% 92.3% 94.7% 95.8% 94.7% 88.9% 94.4% 87% 93.3% 88.9% 87.5%

Single Sex Breaches 0 0 National 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Q - Duty of Candour Breaches 0 0 National 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

VTE Screening Compliance 95% (>) NHSE 97.7% 92.8% 79% 78.7% 86.6% 86% 86.9% 91.6% 93.2% 98.5% 98.8% 97.8% 98.2% 97.7% 97.2%

Recorded Medication Incidents 400 (<) 33 National 104 366 37 32 34 21 33 31 38 28 24 21 32 38 34

Recorded Medication Errors - Causing harm 10 (<) 1 National 9 21 1 3 1 1 1 1 3 1 0 1 4 6 8

Q - HSMR (Rolling 12 months) Latest Data is January 2018 100 (<) 100 (<) National 94 95 95 95 95 93 94 94 93 93 92 92 89

Crude Mortality - 87 68 80 98 75 70 71 83 94 113 129 109 104

SHMI (Rolling 12 months) Latest Data is September 2017 105 (<) 105 (<) National 100.4 99 102 100 101

Q - HSMR (Financial Year to date) - April 17 - January 2018 100 (<) 100 (<) 80 94 95 93 84 84 81 83 83 82 84 86 88 87

RAG Description

RED Failed Target

AMBER  
Failed by <5% (This tolerance does not apply to Cancer & A&E targets 

which will be RED if the target is not achieved)

GREEN Achieved Target

< Less Is Good 

> More is good

Q KPI is in the Quality Schedule 

Patient Experience

Clinical 

Effectiveness

Quality Performance Scorecard

Patient Safety

Patients will experience safe care

Patients Partnerships People Performance  
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Domain KPI Target
Target 

(Month)
Set By Current Qtr.  Year to Date Mar-17 Apr-17 May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18

Staff Turnover (Rolling 12 months) G <=10%, A >10%-11%, R >11% (<) BHNFT 9.6% 9.2% 8.9% 8.9% 9.2% 9.3% 9.2% 9.3% 9.1% 9.2% 9.1% 9.0% 9.5% 9.5% 9.6%

Appraisals - Medical G >90%, A >=70%-90%, R <70% (>) BHNFT 97.0% 98.2% 99.4% 99.4% 100.0% 97.8% 98.9% 98.3% 99.4% 97.7% 98.4% 97.3% 97.4% 96.8% 96.9%

Appraisals - Non Medical G >90%, A >=70%-90%, R <70% (>) BHNFT 91.7% 80.8% 92.5% 5.2% 30.9% 93.1% 98.9% 94.6% 93.7% 93.4% 92.7% 92.6% 92.3% 91.7% 91.0%

Mandatory Training G >90%, A >=85%-90%, R <85% (>) BHNFT 88.1% 87.6% 87.7% 88% 88.2% 88.5% 87.7% 87% 87% 87.1% 87.1% 86.9% 87.7% 88.1% 88.4%

Sickness Absence
G <=3.75%, A >3.75%-4.25%, R >4.25% 

(<)
BHNFT 4.9% 4.1% 4.1% 3.8% 3.5% 3.7% 4% 3.6% 3.9% 4.3% 4.7% 5.1% 5.8% 4.6% 4.3%

RTT Incomplete Pathways (March 2018) 92% (>) National 92% 91.9% 92.8% 90% 91.4% 92.3% 92.2% 92.1% 92.1% 92.1% 92% 92% 92.1% 92.4% 92.2%

Q - Cancer 2 Week Waits 93% (>) National 96.0% 95.8% 95.9% 95% 95.8% 94.2% 96.3% 95.8% 95.9% 95.5% 96.6% 96.7% 96.2% 95.8%

Q - Symptomatic Breast 2 Week Waits 93% (>) National 97.9% 95.7% 95.4% 94.6% 97.2% 90.3% 89% 94.7% 97.6% 100% 97.8% 98.5% 99.1% 96.2%

Q - 31 Day - 1st Definitive Treatment 96% (>) National 99.3% 99.4% 98.4% 100% 98.4% 100% 100% 98.5% 100% 100% 98.7% 98.6% 98.8% 100.0%

Q - 31 Day - Subsequent Treatment (Surgery) 94% (>) National 100% 100% 89% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Q - 31 Day - Subsequent Treatment (Chemotherapy) 98% (>) National 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Q - 38 Day - Inter-Provider Transfer 85% (>) BHNFT 77.8% 84.2% 76.3% 81.1% 87.8% 88.9% 94.9% 86.7% 80% 81% 87.5% 75% 63.6% 85.7%

Q - 62 Day - GP Referral to Treatment 85% (>) National 90.1% 91.8% 87.2% 93.5% 88.4% 92.9% 93.1% 92.6% 100% 93.2% 91.1% 89.2% 89.5% 91.1%

Q - 62 Day - Screening Referral to Treatment 90% (>) National 93.2% 92.5% 100% 100% 88.2% 88.9% 100% 85.7% 100% 92.3% 100% 75% 88.2% 96.3%

Q - 62 Day - Consultant Upgrade to Treatment 85% (>) BHNFT 92.9% 88.3% 69.2% 90% 87.5% 66.7% 81.8% 90.9% 86.7% 85.7% 100% 100% 100% 80%

Emergency % Patients Waiting <4 Hours 95% (>) National 88.9% 90.5% 92.5% 89% 91.1% 91.8% 95.2% 92.5% 94.6% 87.6% 92.2% 85.9% 85.5% 89.9% 91.1%

Average Length of Stay - Elective (Episode) G <=2.42, A >2.42-2.67, R >2.67 (<) BHNFT 2.43 2.49 2.44 2.52 2.48 2.15 2.66 2.89 2.29 2.16 2.72 2.76 2.28 2.53 2.48

Average Length of Stay - Non-Elective (Episode) G <=3.44, A >3.44-3.69, R >3.69 (<) BHNFT 2.67 2.56 2.56 2.33 2.38 2.25 3.29 2.29 2.34 2.39 2.59 2.81 2.74 2.75 2.52

Re-admissions % 9% BHNFT 9.1% 9.3% 8.7% 9.9% 9.6% 10.1% 9.9% 8.6% 8.6% 9.1% 8.1% 9.4%

Cancelled Operations - Breaches of the 28 day rule 0 0 National 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Cancelled Operations - Sitrep Reportable 0.8% BHNFT 0.8% 0.7% 0.9% 1.1% 0.4% 0.7% 0.3% 0.6% 0.7% 1.0% 0.5% 0.5% 0.4% 0.8% 1.1%

DNA Outpatient DNA Rates G <=8%, A >8%-10%, R >10% (<) BHNFT 7.6% 8.1% 7.9% 7.7% 8.1% 8.9% 9.3% 8.2% 9.0% 7.8% 7.5% 7.8% 7.8% 7.1% 7.8%

RAG Description

RED Failed Target

AMBER  
Failed by <5% (This tolerance does not apply to Cancer & A&E targets 

which will be RED if the target is not achieved)

GREEN Achieved Target

< Less Is Good 

> More is good

Q KPI is in the Quality Schedule 

NOTE: National Indicators such as Cancer, RTT, Cancelled Ops, etc. are considered as being either Achieved or Failed.  These are therefore RAG rated as Green or Red.

All other indicators are classed as Achieved or Failed with the exception of all Workforce KPIs, Average Length of Stay & DNA rates which detail the tolerances applied in the Target column.

Operational 

Efficiency

Elective Access

Cancer

Performance matters - Key Performance Indicators

People will be proud to work for us

Workforce

People and Patient Access Scorecard

Patients Partnerships People Performance 
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Patients will experience safe care (Quality & Experience)

Nursing Staffing Fill Rate (Quality Strategy - Goal 4: Building on Capacity and Capability)

14 100% 100% 100% 100% 3.1 3.1 6.2 Registered Nurses

17 82.5% 97.3% 97% 95.2% 2.9 2.6 5.5 Registered Midwives

18 96.5% 94.8% 90.2% 199.7% 4.2 3.0 7.2 Unregistered health care/midwifery care assistants

19/20 71% 82% 95% 104.3% 2.3 4.0 6.3 Unregistered nursing/midwifery auxiliaries.

AMU 82% 81% 87.2% 97.5% 4.0 2.3 6.2

Acute 
Stroke 71.3% 70.0% 96.8% 102.2% 2.3 3.6 5.8

24 96.7% 82.2% 98.6% 96.6% 4.7 3.2 7.9

21 83.7% 72.6% 95.2% 101.7% 2.4 2.3 4.7

ISU 92.6% 89.2% 99.0% 94.7% 2.2 2.5 4.7

33/34 73.4% 81.4% 95.2% 114.0% 3.6 3.2 6.8

ITU 91.2% 64.3% 99.5% - 30.7 1.9 32.6

SHDU 99.6% 37.1% 98.5% - 14.7 1.7 16.4

CCU 82.5% 57.2% 100.5% - 11.6 1.1 12.6

AN/PN 99.4% 83.5% 96.8% 97.1% 5.4 1.7 7.1

Birthing 
Centre 96.0% 90.1% 99.1% 97% 27.7 4.2 31.9

37 104% 94% 100% - 6.0 1.0 7.0

15 96.4% 85% 96.8% 90% 10.3 2.5 12.7

Diabetes/
Endo 63.3% 80.4% 98.4% 79.0% 2.5 2.7 5.2

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.

There are 4 wards this month with a fill rate of less than 80% for registered staff on 

day shift this is a reduction on last month. Ward 18, which was previously reporting 

lower staffing figures for both day shifts and night shifts, have now increased their 

fill rates for both day and night shifts. The numbers of winter escalation beds open 

remains the same as last month which continues to have an impact on all wards as 

they are supporting these areas. The trust continues to use bank and agency staff as 

appropriate to support the wards and continues to see large usage to maintain 

patient safety across the extra capacity. 

320 - CARDIOLOGY

The Trust uses an e-rostering system with duty rosters created eight weeks in advance 

to ensure the levels and skill mix of the nursing staff on duty are appropriate for 

providing safe and effective care. 

Ave fill rate 

Care staff (%)

340 - RESPIRATORY MEDICINE

430 - GERIATRIC MEDICINE

502 - GYNAECOLOGY

BHNFT is committed to ensuring that levels of nursing staff, match the acuity and 

dependency needs of patients in order to provide safe and effective care. Nurse 

staffing includes:

300 - GENERAL MEDICINE

Care Staff

370 - MEDICAL ONCOLOGY

301 - GASTROENTEROLOGY

100 - GENERAL SURGERY

192 - CRITICAL CARE 
MEDICINE

422- NEONATOLOGY

Ave fill rate 

Care staff 

(%)

Registered 

Nurses/Midwi

ves

Overall

A monthly nurse staffing paper is presented to the Quality and Governance 

Committee. This paper presents in depth information on all aspects of nurse staffing 

including; vacancies, bank and agency usage, risk areas and mitigation of risk. The 

paper also triangulates nursing staffing against a heat map of harm. There is a full 

discussion at each meeting regarding this paper.

Ward 

name

Ave fill rate 

Registered

Night Care Hours Per Patient

Specialty
Ave fill rate 

Registered
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307 - DIABETIC MEDICINE

300 - GENERAL MEDICINE

320 - CARDIOLOGY

420 - PAEDIATRICS

110 - TRAUMA & 
ORTHOPAEDICS

192 - CRITICAL CARE 
MEDICINE

501 - OBSTETRICS

501 - OBSTETRICS

Day

Patients Partnerships People Performance 

7 Pack Page 214



1 2 3 5 18 19 20 # 22 23

People - At-a-glance

Patients Partnerships People Performance  

High Level Summary 
Sickness - Sickness has decreased by 0.34% in March to 4.3%. This is the second consecutive month of decrease since 
the peak in January. All CBUs with the exception of Corporate noted a fall in the sickness absence rate. The largest 
decrease in absence was in CBU 2 of 1.28% to 4.04%. The largest increase in sickness was Corporate at 0.76% to 
4.85%. A smaller fall in absence was noted in CBU1 of  0.38% to 4.93%. CBU 3 sickness decreased by 0.6% to 3.73% 
and sees them in green and below Trust target for the month. The cumulative absence rate for the year to March 
stands at 4.25%.. 
 
Staff Turnover - at 15.54% is outside the target range for the month but reflects the number of TUPE transfers in year. 
The figure excluding TUPE transfers is 9.6% and therefore within target range in GREEN. 
 
Mandatory Training - has increased by 0.3% in March to 88.4%. The highest compliance is for Moving and Handling 
back care awareness at  96.7% and the lowest compliance is for Resuscitation Paediatric ILS at 70%.  The CBU 
breakdown is as follows; Corporate at 87.3%, CBU1 at 85.4%, CBU2 at 89.4%, CBU3 at 91.4%. 
 
Appraisals Medical - full compliance at 96.9% 
 
Appraisals Non Medical -  full compliance in March at 91%. Weekly ET reporting will commence in April when the new 
appraisals  window opens. 

Key Issues Target
Current 

Month

Last 

Month

Rolling 12 

Months
Trend

Sickness Absence 

Rate 
3.75% 4.30% 4.64% 4.25%

Staff Turnover

7 - 10 % 

(0.58-0.83 

%)

0.91% 0.72% 15.54%

Staff Turnover (BFS 

Only)

7 - 10 % 

(0.58-0.83 

%)

6.80% 7.50%

Staff Turnover (BHNFT 

Only)

7 - 10 % 

(0.58-0.83 

%)

9.61% 9.52%

Mandatory Training 90% 88.40% 88.10%

Appraisal Rates - 

Medical
90% 96.90% 96.80%

Appraisal Rates - Non 

Medical
90% 91.00% 91.70%
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People - At-a-glance

Awaiting Graph 
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Performance Matters (KPIs)
Operational Efficiency
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On the day cancellation rate for March was inflated due to a lower than usual number of elective admissions in conjunction with a relatively high  number of on the day 

cancellations due to inclement weather on one particular day.
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Cancelled Operations target is '0' 
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Performance Matters (KPIs)
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Diagnostics
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There has been a increase of around 0.2% in the number of patients waiting above 6 weeks for diagnostic pathways. This is being driven by two specialist function tests in 

cardiology, trans- oesophageal echocardiography, and stress echocardiography. Both pathways have plans in place to mitigate protracted waits and it is anticipated that the 

trust position will remain compliant in excess of the <1% standard:

Cardiology TOE and DSE

1) Plan in place to flex capacity to ensure patients have their procedure with 41 days.

2) Additional sessions planned as Cardiology Middle Grade on track to be able to undertake independent sessions.

3) All patient on waiting list now dated.

0.4% 0.4% 
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Diagnostic Tests over 6 Weeks 

Target Actual % 1718

Diagnostic tests over 6 weeks target is  <1% 
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Emergency Access and Patient Flow (1)
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Clinical and operational teams remain focused on continued action to mitigate the impact of  pressure on patient access, predominantly for emergency patients. 

Actions Include:

• On-going implementation of organisational 9 steps

• Increased focus during early March on patients in escalation areas in order to attempt to reduce bed occupancy

• Planned silver command escalation was in place throughout March until post Easter BH weekend

• On-going engagement with LHE partners at A&E Delivery Board- Engagement with regional partners 

• EMS system now in place.

• Re-launch of the long length of stay/stranded patient meeting during March 2018, further work taking place in relation to data cleansing and process, actions for this being fed back via A&E 

Delivery Board.

• Bed reconfiguration work stream in final phase with a planned confirm and challenge session planned on 27.04.18 prior presentation to ET.

• Patient flow and bed management programme commenced April 2018, with a detailed programme structure and time frame.

• Re design of patient flow teams completed, the implementation phase will commence April 2018. 
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Performance Matters (KPIs)
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Emergency Access and Patient Flow (2)

A&E benchmarking 
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Performance Matters (KPIs)
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Emergency Access and Patient Flow (3)
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Performance Matters (KPIs)
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Regulatory Performance - 18 Week Referral to Treatment

As stated 

RTT 18 Week Performance - March 2018
Validated Position

Comments
Specialty <18 >18 Total %

Cardiology 479 8 487 98.4%
Dermatology 821 163 984 83.4%
ENT 970 56 1026 94.5%
Gastroenterology 550 0 550 100.0%
General Medicine 137 7 144 95.1%
Geriatric Medicine 156 1 157 99.4%
Gynaecology 681 19 700 97%
Ophthalmology 1535 261 1796 85.5%
Oral Surgery 1073 68 1141 94.0%
Other 730 16 746 97.9%
Respiratory 382 18 400 95.5%
Rheumatology 230 7 237 97.0%
General Surgery 1333 104 1437 92.8%
T&O 1231 144 1375 89.5%
Urology 838 69 907 92.4%
Total 11146 941 12087 92.2%
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Incompletes - Target 92%
RTT performance continues to achieve in excess of the national standard. 

Ophthalmology continues to fall short of the required standard due to continued challenges with medical

staffing. This is due to a number of vacancies within the team. This position will be supported by

additional locum staff commencing in post in Mid-April with a Specialty Doctor and a Consultant

commencing in post in June 2018. 

Dermatology’s action plan includes:

1) Paper presented to Executive Team providing over view of current service position with actions and

timescales to address areas of under performance

2) RTT position continues to demonstrate recovery

3) Continued recruitment of GPs with a specialist interest.

4) ASI position currently only 2 patients to date (Both Under 14 days).
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Performance Matters (KPIs)
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Regulatory Performance - Cancer
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62 Day - Urgent GP Referral to Treatment 
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62 Day - Screening Programme 

Actual Target
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62 Day - Consultant Upgrades 

Actual Target
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - Cancer

Graph to follow from Cancer services

Comments
IPT data in February showed a significant improvement from the previous month and in fact, after subsequent validation and IPT agreements with STH, reflected a position above the 85% threshold. However

the position had once again deteriorated in March (although this is subject to validation). The impact of late referrals will continue to adversely affect the Trust’s adjusted position and sustained delivery of

pathway improvement actions is essential if the Trust is to minimise the impact of poorly performing shared pathways both locally and for STH. The national reporting of IPT will commence with April

performance which is due for national upload in June. There remains several outstanding areas of clarity at Alliance level related to the operational application of IPT and a meeting is planned.

Prolonged pathways

There was 1 x prolonged pathway in February (> 100 days). Analysis reveals justifiable and clinically appropriate delay due to medical reasons. There is no indication that the delay negatively affected clinical

outcome. 

62 Day GP referral to treatment target

The uploaded February performance shows the Trust achieved compliance against the target and this includes the adjusted position. National reporting of the adjusted position will commence in June 2018

against the April performance. 

Breast Symptomatic

The validated February performance is compliant against the standard. 

 

Consultant Upgrades

The uploaded and published February performance shows a non-compliant position. This relates to 1 x shared breach within the Lung pathway which showed no exceptional standout reason for breach. 

The uploaded February performance against all national and locally defined KPIs for cancer showed compliance across the majority of targets with strong performance maintained in most areas. However the

62 Day Consultant Upgrade target was non-compliant as previously highlighted.

2 Week Wait: All specialties except one achieved the threshold for the ‘2 week wait’ target in February and this included the Breast Symptomatic target. 

31 Day Pathways:

All relevant teams achieved 100% compliance across 31 Day pathways in February. 
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Performance Matters
Activity

16/17 17/18 17/18

Actual Plan Actual Variance %

Elective Day cases 23,369 26,861 27,566 705 3%

Elective Inpatients 4,054 4,358 3,747 -611 -14%

Elective Total 27,423 31,219 31,313 94 0%

Non Elective 36,539 35,497 37,047 1550 4%

Maternity Pathway 6,157 6,601 6,453 -148 -2%

A&E Attendances 81,592 85,193 85,588 395 0%

Outpatients 244,101 348,022 327,044 -20978 -6%

* Please note excess bed days are not included in these figures. 2017/18 Activity Plan

2017/18 Activity Actual

2016/17 Outturn

2017/18 Activity Plan 2017/18 Activity Plan

2017/18 Activity Actual 2017/18 Activity Actual

2016/17 Outturn 2016/17 Outturn

A
ct

iv
it

y

D
ay

 C
as

e
s

Obstetric outpatient attendances are excluded as they are covered by the Maternity Pathways
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Performance Matters
Activity

2017/18 Activity Plan 2017/18 Activity Plan

2017/18 Activity Actual 2017/18 Activity Actual

2016/17 Outturn 2016/17 Outturn

Comments:

2017/18 Activity Plan

2017/18 Activity Actual
2016/17 Outturn
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Main areas of underperformance are in Outpatients. Main area of overperformance is Non-Elective Inpatients.

Outpatients:- areas of underperformance with the highest variances (against aggregated attendances and procedure plans) in 

Ophthalmology -3160, Dermatology -2657, Anticoagulant Service -6174, General Surgery -2813, Gynaecology -1386, T&O 

Fracture -1169 and Endocrinology -1539. Overperforming are General Surgery Pre-Assessment 946, Paediatric Ophthalmology 

603, T&O Pre-Assessment 575, Cardiology 540, ENT 775 and Gastro Pre-assessments 1131.                                                                                                                          

Non-Elective Inpatients:- Overperformance is mainly due to Gynaecology, General Medicine & Paediatrics. Endocrinology & 

T&O are underperforming.
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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 378 267 -29.37% -111 4,358 3,747 -14.02% -611 EBITDA 1,135 24 97.89% -1,111 -3,325 -5,223 -57.08% -1,898

Day Cases 2,332 2,190 -6.09% -142 26,861 27,566 2.62% 705 Depreciation -427 -87 79.63% 340 -5035 -4635 7.94% 400

Non-elective inpatients 3,182 3,288 3.33% 106 35,599 37,079 4.16% 1,480 Restructuring & Other -17 340 2100.00% 357 -204 923 552.45% 1,127

Outpatients 29,997 25,911 -13.62% -4,086 345,604 324,327 -6.16% -21,277 Financing Costs -133 589 542.86% 722 -1505 -1123 25.38% 382

A&E 7,453 7,652 2.67% 199 85,193 85,588 0.46% 395 SURPLUS/(DEFICIT) 558 866 -55.20% 308 -10,069 -10,058 0.11% 11

'Clinical' Activity

Other (excludes direct access tests) 8,339 8,235 -1.25% -104 99,136 99,823 0.69% 687 SOFP £'000 £'000 £'000 £'000 £'000 £'000

Total activity 51,681 47,543 -8.01% -4,138 596,751 578,130 -3.12% -18,621 Capital Spend -1,393 -2,500 79.47% -1,107 -6,049 -6,854 13.31% -805

Inventory 2,344 3,399 -45.01% -1,055

CIP £'000 £'000 £'000 £'000 £'000 £'000 Receivables & Prepayments 9,475 12,024 -26.90% -2,549

Income 136 263 93.38% 127 1,200 2,112 76.00% 912 Payables -13,480 -16,104 19.47% 2,624

Pay 499 227 -54.51% -272 4,700 2,888 -38.55% -1,812 Accruals -6,251 -8,300 32.78% 2,049

Non-Pay 225 1,385 515.56% 1,160 1,900 4,362 129.58% 2,462 Deferred Income -511 -914 78.86% 403

Total CIP 860 1,875 118.02% 1,015 7,800 9,362 20.03% 1,562

Cash & Loan Funding £'000 £'000 £'000 £'000 £'000 £'000

INCOME £'000 £'000 £'000 £'000 £'000 £'000 Cash 1,409 3,814 170.69% 2,405

Clinical (Activity) 10,622 11,023 3.78% 401 125,830 129,462 2.89% 3,632 Loan Funding 0 -658 -57,321 -59,353 -3.54% -2,032

Other Clinical 3,889 5,073 30.44% 1,184 42,295 46,150 9.11% 3,855

CQUINS 320 285 -10.94% -35 3,691 3,776 2.30% 85 KPIs

Risks & Penalties 0 -34 -34 0 -996 -996 EBITDA % 6.54% 0.11% -98.39% -6.44% -1.71% -2.56% -49.48% -0.85%

Non Recurrent Income 0 196 #DIV/0! 196 0 1,276 #DIV/0! 1,276 Deficit % 3.22% 3.81% -18.52% 0.60% -5.18% -4.93% 4.94% 0.26%

ST & T Funding 686 480 -30.03% -206 5,880 4,733 -19.51% -1,147 Receivable Days 17.6 22.3 -26.90% -4.7

Other 1,829 5,691 211.15% 3,862 16,517 19,690 19.21% 3,173 Payable (excluding accruals) Days 66.2 79.1 19.47% 12.9

Total income 17,346 22,714 30.95% 5,368 194,213 204,091 5.09% 9,878 Payable (including accruals) Days 96.9 119.8 23.68% 23

Use of Resource metric 3 3 0.00% 0

OPERATING COSTS £'000 £'000 £'000 £'000 £'000 £'000

Pay -10,616 -13,030 -22.74% -2,414 -129,493 -137,697 -6.34% -8,204

Drugs -1,262 -1,434 -13.63% -172 -15,144 -15,821 -4.47% -677

Non-Pay -4,333 -8,226 -89.85% -3,893 -52,901 -55,796 -5.47% -2,895 Consolidated

Total Costs -16,211 -22,690 -39.97% -6,479 -197,538 -209,314 -5.96% -11,776 excl charity

Payable days are total op exps, less total pay, add back lead units and agency control total

Payables are Trade & Other only

Performance - Financial Overview Performance - Financial Overview

Patients Partnerships People Performance  
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Performance Matters - Finance

March 2018 Summary

Summary Performance:

Patients Partnerships People Performance 

Commentary 
Key to RAG Rating 
 
The RAG rating applied to Variance % is based on the following criteria: 
• Green equating to 0% or greater 
• Amber behind plan by up to 5% 
• Red greater than 5% behind plan 

 
The key points derived from this table are as follows: 
 
• Total activity is adverse to plan year to date excluding Direct Access.  The main driver is underperformance on Outpatient  activity.  Elective activity is below plan due to cancellation of 

procedures  for Winter pressures.  Direct Access tests were excluded from the Other activity because large variances in these figures skew the overall activity variance. 
 

• CIP achievement is favourable to plan by £1.56m. 
 

• Clinical activity based income is £3.26.58m favourable to plan before risks and penalties.  The main variances are outpatients income £2.54m adverse to plan, elective  and non elective 
income £3.44m favourable.  

• ST & T funding  has been accrued  less the A&E target /GP streaming element in the last 6 months.  Other income is  favourable to plan by £3.17m. 
 

• Operating costs are adverse to plan in total.  Pay is £8.2m adverse. 
 

• Non-pay costs total are £3.57m adverse to plan, which links to activity. 
 

• EBITDA is £1.9m below plan. 
 

• Depreciation, restructuring and finance costs are £1.91m favourable to plan in total.  
 

• The overall  deficit is  £0.011m favourable to plan 
 

• Capital expenditure is £0.80m adverse to plan. 
 

• Inventory is £1.06m above plan. 
 

• Total receivables incl. prepayments are £2.255 above plan. 
 

• Total payables incl. accruals are £4.67m adverse to plan. 
 

• Deferred income is £0.4m above plan. 
 

• Cash is £2.41m favourable to plan.   
 

• Debtor days are 22.3 year to date, which is  4.7 days adverse to plan. 
 

• Payable days are 79.1 year to date which is  12.9 days more than plan.  Payable days have been calculated  excluding accruals, because whilst accruals include certainties in respect of future 
payments, the timing of these payments is uncertain. 
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Performance Matters (Financial Overview)

Comments:

Clinical income per day - this is above plan for March 2018
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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 February 2018

Patients Partnerships People Performance  
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Performance Matters (Financial Overview)

Patients Partnerships People Performance  

Comments:

CIP is £1.56m ahead of plan at month 12.
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Agency monthly spend - Total agency spend is £6.14m for the year.  Agency expenditure is 

reviewed in depth. 

Deficit  trend analysis - this graph highlights the gap between plan and actual at month 12.  

Currently the Trust deficit is £11k ahead of plan
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/04/15 

 

SUBJECT:   TRUST STRATEGY 2018-2021 

DATE:          APRIL 2018  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval √  Assurance √ 

For review   Governance √ 

For information   Strategy √ 

PREPARED BY: Katherine Sowden, Associate Director of Strategy & Planning 

SPONSORED BY: Bob Kirton, Chief Delivery Officer 

PRESENTED BY: Bob Kirton, Chief Delivery Officer 

STRATEGIC CONTEXT 

The Trust is nearing the end of the 4th year of the 5 Year Strategic Plan.  The 5 year plan set out 
a framework for delivery and the Trust has successfully implemented a large number of key 
initiatives since the plan was developed.  The Trust has also undergone a change in Executive 
leadership and hence it was felt an appropriate time for the Trust to develop a new strategy for 
the next three years. 
 

EXECUTIVE SUMMARY 

 
The Sustainability Strategy, together with other key supporting strategies including Quality, 
Clinical and People work in combination to form the overall Trust Strategy 2018-2021.   
 
The Trust Strategy has now been fully developed from the outline presented and approved at 
Trust Board in February.   
 
This is our public facing strategy for partners, commissioners, governors, staff and other 
interested parties.  This reflects our thinking to date, allowing us to disseminate key strategic 
messages and goals.  We recognise there is further work to do on our strategic options and we 
are arranging a separate workshop to support this prior to the Summer. 
 
Approval of the content of the Strategy is required to allow the Communications team to 
commission formal professional design of the document and subsequent publication.   
  

RECOMMENDATIONS 

 
1. The Board approve the content of the Trust Strategy to allow commission of formal 

professional design and subsequent publication. 
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Subject: Trust Strategy 2018-2021  Ref: BoD 18/04/15 

 

1. STRATEGIC CONTEXT 

The Trust is nearing the end of the 4th year of the 5 Year Strategic Plan.  The 5 year plan 
set out a framework for delivery and the Trust has successfully implemented a large number 
of key initiatives since the plan was developed.  The Trust has also undergone a change in 
Executive leadership and hence it was felt an appropriate time for the Trust to develop a 
new strategy for the next three years. 

2. INTRODUCTION 

This paper presents the overall Trust Strategy 2018-2021 (Appendix A) which has been 
developed from the outline presented and approved at Trust Board in February 2018. This 
is our public facing strategy for partners, commissioners, governors, staff and other 
interested parties.  This reflects our thinking to date, allowing us to disseminate key 
strategic messages and goals.  We recognise there is further work to do on our strategic 
options and we are arranging a separate workshop to support this prior to the summer. 

3. RECOMMENDATIONS        
 

3.1 That the Board approves the content of the Strategy to allow the team to progress with 
professional design and publication.   

 

4. CONCLUSION 

4.1 Following review and sign off by the Board, the team will progress with professional 
design and subsequent publication of the Strategy.  This will be the final stage in the 
development of the 2018-2021 Strategy.   

 

Appendices: 

• Appendix A  - Trust Strategy 
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TRUST STRATEGY 

2018 - 2021 
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Message from CEO/Chair 

We are immensely proud to have led Barnsley Hospital over the last few years. The Trust 
has come a long way since 2014/15 when our last Strategy (2014 – 2019) was developed 
and our teams have achieved a significant amount in that time.  We have seen this Strategy 
set a framework for the success of the organisation and the work that has been delivered 
from this plan has resulted in turning the Trust around and creating a solid foundation on 
which we can build and maintain a sustainable organisation to provide outstanding care for 
our patients. 

 

In 2014 the Trust had significant financial issues, elective market share had declined in 
Barnsley, our core market, and there were concerns with a number of our services.  The 
Trust also had a breach of licence imposed for 4 hour ED performance and governance and 
finance.   

 

Since that time the Trust has worked closely with its staff, commissioners and partners to 
achieve the ambitions laid out in our five year Strategy.  With this support the Trust has 
successfully implemented a number of key initiatives including overall improvements in 
quality and patient safety, sustainable stabilisation of our financial position and achievement 
of our Cost Improvement target three years in succession.  Operational performance has 
been maintained and we have seen a lift of our licence breaches for the 4 hour target and 
governance.  We have also grown our Barnsley elective market share significantly and 
repatriated Orthopaedic and Urology services.  2017 also saw us make a successful bid to 
deliver Ophthalmology services.   

 

This new Strategy has been designed to build on these excellent achievements.  Although we 
have come a long way, there is still lots of work to do and this plan has been created to 
deliver our visions, aims and objectives over the next three years.   

 

The Strategy has been built around the needs of our patient population while at the same 
time identifying the changes required of healthcare for the future as set out in the Five Year 
Forward View, working with our partners locally in the Integrated Care Partnership and 
regionally through the South Yorkshire & Bassetlaw Integrated Care System. 
 

We look forward to leading the hospital through the next three years and, based on the 

excellent work to date, we cannot wait to see what our teams will achieve through delivery of 

this Strategy.
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About Our Trust 

Barnsley Hospital NHS Foundation Trust is a district general hospital, built in the 1970s and 

serving a population of approximately a quarter of a million people within the boundaries 

served by Barnsley Metropolitan Borough Council.  In 2005 the hospital gained Foundation 

Trust status and today provides a full range of district hospital services to the local 

community and surrounding area. These acute hospital services include emergency and 

intensive care, medical and surgical care, elderly care, paediatric and maternity, along with 

diagnostic and clinical support.   The Trust also provides a number of specialised services, 

such as cancer and surgical services in partnership with Sheffield Teaching Hospitals NHS 

Foundation Trust. 

Operationally, there are three Clinical Business Units (CBUs). Each CBU is led by a team 

made up of a Clinical Director, Associate Director of Nursing and an Associate Director of 

Operations, who are supported by Matrons and Service Managers together with HR, finance 

and data analyst teams. 

About us: 

 

 

 

 

In 2016/17: 

 

 

 

 

 

 

 

 

 

 

   

We have 3,522 

employees 

We cared for 412,833 

patients  

We saw 265,374 

outpatients  

We saw 83,545 patients in 

our Emergency 

Department  
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About our Place: Barnsley 

The health of people in Barnsley is varied compared with the average in England. Barnsley is 
one of the 20% most deprived districts/unitary authorities in England and about 25% (10,600) 
of children live in low income families.  
 
The Trust is central to the development of an Integrated Care Organisation in Barnsley.  
Working alongside Barnsley CCG, Barnsley Healthcare Federation, South West Yorkshire 
Partnership NHS Foundation Trust, Barnsley Council and local community and voluntary 
organisations.  Together, we aim to deliver the very best care, in the right place, for our local 
population.  We want to ensure people in Barnsley access seamless service delivery when 
accessing services at any given point.  We are already delivering services in partnership 
including RightCare Barnsley, a new intermediate care service and the integrated respiratory 
service, BREATHE. 
 

The vision for health and care in Barnsley is: 
 
“A happy, healthy, and empowered Barnsley community; supported by a single person 
centred health and social care system that meets peoples care needs now and in the future.” 
Key principles include: 
 

 

 

 

 

 

 

 

The Barnsley Plan has been developed through partnership across the public sector and 

voluntary community sector organisations.  The vision of this plan is that people of Barnsley 

are enabled to take control of their health and wellbeing and enjoy happy, healthy and longer 

lives, in safer and stronger communities, whoever they are and wherever they live. 

About our Place: 

More information can be found about The 

Barnsley Plan here: 

http://www.barnsleyccg.nhs.uk/CCG%20Downloads/s

trategies%20policies%20and%20plans/Barnsley_Plan_

2016.pdf 
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South Yorkshire & Bassetlaw 

The Trust has been working together with other acute providers in South Yorkshire and 
neighbouring areas over the past 5 years. Key achievements include; improvements in IT 
connectivity and procurement savings of over £1m. 

In the summer of 2017 Health and care partners came together across the region to form one 
of the first Integrated Care Systems in the country. This involves over 40 organisations, 
covering a collective budget of £3.9bn, 1.5m population and 72,000 staff.  

 

Working in partnership regionally allows us to have: 

 

• Local version and way of implementing the Five Year Forward View    

• Overarching strategic plans, defined geography, building on local work and 
collaborations   

• Whole systems coming together to find solutions to local challenges. Vision, ambition 
and priorities 

• Opportunity to refocus on supporting people to stay well for longer in communities, 
prevention and develop new models of integrated care  

 

There is an overall ICS governance structure with Integrated Care Partnerships within each 

place.  The relationships within the partnership are shown below: 
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Setting Our Strategy 
 
To develop our strategy we undertook extensive information gathering and analysis of the 
organisation including a full scale SWOT analysis, horizon scan, a comprehensive service 
sustainability review and engagement with all key stakeholders.  The SWOT analysis is 
summarised below: 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Strengths 

Successful track record of delivery 
Quality of service delivery 
Good CQC rating 
Positive GMC survey 
Strong sustainable services 
Excellent nationwide performance status 
National recognition for sustainability work 
Development of front of house services 
Significant growth in elective market share 
Strong Executive team 
Quality and stability of Trust Board 
Part of a national exemplar Integrated Care System 
Key partners in Barnsley Integrated Care Partnership 
Good relationship with CCG, GP Fed and Council 
Strong track record of CIP delivery 
Commitment to CBU clinical leadership 
Excellent business intelligence systems 
Strong governance processes 
Track record of embedding technology  
Staff that care 
 

Weaknesses 
 

Sustainability of emergency access target 
Financial rating of 3 by NHSi due to licence breach 
On-going financial deficit 
Limited ability to expand at times of pressure 
Some areas of estate require investment 
Re-admission performance 
New to follow up ratios 
Loss of income due to capture/coding issues 
Negative SLR position of certain services 
Cost of escalation due to poor patient flow 
Difficulty in recruitment of skilled workforce 
Level of high value legacy NHSR claims (CNST) 
Incumbent EPR system impacting internal processes 
Lack of fully developed succession plan for Executives 
Critical Care capacity 
Lack of capital funds 
Productivity levels in some areas 
Lack of fully developed people strategy 
Ability to influence change due to size of Trust 
Parts of culture very traditional/resistant to change 

 

Opportunities 
 

Neighbouring Trusts requiring support 
New and integrated services 
GIRFT and Carter Programmes 
Patient flow 
ICS Hospital Services Review 
Out-Patient Modernisation Programme 
Pathology Partnership 
Intermediate Care Service 
Long term clinical partnerships with other Trusts 
Marketing beyond traditional boundaries 
Expansion of wholly owned subsidiary BFS 
Issues with activity capture/coding 
Improved facilities 
Consolidation of services across Barnsley/region 
Partnership working 
Expansion of collaborative working arrangements 
Levels of additional spend/agency payments 
External funding 
Paperless agenda 2020 
Deficit financial position of some core services 
 

 

Threats 
 

Lack of suitably trained people externally 
Outputs of the ICS Hospital Services Review 
Increasing demand for services 
Impact on activity levels from integrated services 
Regional Cardiovascular Review 
Impact of Regional Acute Stroke Service Review 
Insufficient capital funds 
Continued high level of additional payments 
Elective growth thresholds 
Continuation of loss making services 
Financial deficit position of the Trust 
Financial position of the CCG 
Competition from other public and private providers 
HMRC reviewing BFS model 
Staff survey results 
Potential Government change 
On-going cost cutting by the Government 
Increasing demand on Emergency Departments 
Failing care homes 
Rise in social media 
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Our Vision, Aims & Objectives for the Next 3 years 

From our extensive analysis and information gathering we have set our vision, aims and objectives for the next three years: 

 

 

Patients: will experience outstanding care 
 

We will deliver our Quality Strategy (2017-20) and goals: 
- Provide care that is based on the best evidence for every patient, 

every time 

- Continuously seek out and reduce avoidable patient harm 

- Deliver good patient experience 

We will deliver our Clinical Strategy (2018-21) 
We will ensure a more sustainable approach to patient flow both 
internally and with partners across the system 
We will deliver the Barnsley Hospital Digital Roadmap 

 

Partners: we will work with partners to deliver better, more 
integrated care 

 

We will work with all of our partners in Barnsley to deliver the Barnsley plan 
priorities 
We will play a leading role in ‘Barnsley Health and Care Together’, building 
on existing relationships with key partners 
We will continue to work with partners across South Yorkshire to ensure 
sustainable local services and support others regionally 

 

People: will be proud to work for us 
 

We will deliver our People Strategy (2018-21) to ensure a sufficient, 
capable, motivated and sustainable workforce: 

- Talent  Develop all leaders to influence and motivate effectively 

- Engagement  Motivate our people to be the best that they can by 
living our values and creating a culture of trust 

- Quality  Ensure we have the right people, in the right place, at the 
right time, doing the right things  

- Well-being  Ensure that we create an environment where our 
people are physically and emotionally sustained 

 

Performance: we will achieve our goals sustainably 
 

We will work closely with our CBU teams to ensure the right support is in place 
We will deliver all of the Constitutional standards and other agreed targets 
We will hit our financial plans and work towards a back to balance position by: 

- Cost reduction and a focus on increased efficiency & productivity including 
standardisation of practice and minimisation of variation  

- Exploration of  further commercial opportunities through our subsidiary 
company and formal partnerships 

- Expansion of existing services and introduction of new services allowing us 
to reinvest in patient care 

Our Values:   Treat people how we would like to be treated ourselves 

               We work together to provide the best quality care 

     We focus on your individual & diverse needs 

We will refresh our objectives each of the three years in line with the vision and aims. 

Our Vision: To provide outstanding, integrated care 
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Our Strategy  
 
Patients: will experience outstanding care 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Quality 

Quality in patient care is one of the Trust’s core objectives and is key to all we do.  We take 
pride in ensuring that the patient is at the heart of everything we deliver, believing that our 
patients and their families deserve the highest quality service and care and that every patient 
cared for in our hospital is treated with respect, dignity and compassion.  Our quality goals 
are: 
 
 
Goal 1: Reduce unnecessary variation in patient care 
             Achieve the highest level of reliability for clinical care 
             Aim to eliminate avoidable death 
 
Goal 2: Reduce harm from poor communication and ineffective 

team working 
 Reduce patient harm from the most common  

  known causes 
 Maintain focus on eliminating avoidable patient harm 
 
Goal 3: Work with patients as partners in improvement 
 Enable patients to be in control of their own healthcare 
 Improve information and communication with patients 
 Use patient insight and feedback to improve experience 
 
 

Clinical 

Our Clinical Strategy is designed to develop our ways of working to provide better services 
for our patients.  It looks at the type of care we deliver and how we need to develop over the 
next three years.   
 
This translates into 9 key clinical workstreams: 
 
 

 

Objectives: 
 

We will deliver our Quality Strategy (2017-20) and goals: 
- Provide care that is based on the best evidence for every patient, every time 

- Continuously seek out and reduce avoidable patient harm 

- Deliver good patient experience 

We will deliver our Clinical Strategy (2018-21) 
We will ensure a more sustainable approach to patient flow both internally and with partners 
across the system in 2018-2019 
We will deliver the Barnsley Hospital Digital Roadmap  
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Our Key Clinical Workstreams 
 

▪ Outpatient Care 
▪ Inpatient Care 
▪ Frailty Services 
▪ Community Care 
▪ Intermediate Care 
▪ Safer Care 
▪ Bed Management and Patient Flow 
▪ Theatres and Critical Care 
▪ Partnerships with Other Trusts 

 

Patient Flow 

Through delivery of the Urgent & Emergency Care Plan we will: 

▪ Implement a new flexible bed base model to meet seasonal variations in demand 
▪ Develop a short stay model that supports overall patient flow 
▪ Develop new models for discharge planning and long stay patients 
▪ Develop a new GP referral/admission model to avoid unnecessary admissions 
▪ Standardise ward rounds to reduce variation 
▪ Implement a new IT solution for bed status reports 

 

New Facilities 

We will improve patient experience through: 

▪ Delivery of a new Neonatal Unit  
▪ Co-location of the Children’s Assessment Unit and the 

Paediatric Emergency Department  
▪ Continued refurbishment of our Women’s & Children’s 

Block 
 

 

Cancer Services 

We will develop and deliver the Trust’s Cancer Strategy to improve patient care in this area. 

Barnsley Hospital Digital Roadmap 

We will implement technology to allow our patients to access services when and where they 

need them, including remotely at home through: 

▪ Delivery of patient facing technologies;  access to 
records, remote care and schedules of appointments 

▪ Delivery of Paperless Electronic Records safely by 2020  
▪ Support for our staff to effectively deliver direct patient 

care through the use of technology 
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Partners: we will work with partners to deliver better, 
more integrated care 

 
 

 

 

 

 

 

The face of health care is changing.  The future landscape involves integrated working with 

partners both locally and regionally to provide patient care that exceeds organisational 

boundaries.  Extensive work has already been undertaken in this area with the introduction of 

some integrated services but we intend to build on this work over the next three years: 

Existing Partnerships 

▪ We will continue our partnership working with other Trusts locally such as Rotherham 
Foundation Hospital and Mid Yorkshire Hospitals.  

▪ We will work with other Providers and Commissioners to identify ways to improve local 
care delivery 

▪ We will work with partners on agreed priorities such as cardiovascular disease, frailty 
and neighbourhoods. 
 

Barnsley Health & Care Together  

▪ We will continue to work with partnership services through the Barnsley Alliance 
including RightCare Barnsley, Respiratory BREATHE Service, Intermediate Care 

▪ Deliver the new Integrated diabetes service in partnership with the GP Federation 
▪ Work with partners on delivery of the Digital Roadmap, Estates Strategy and Barnsley 

Engagement approach  
▪ We will recruit a new Public Health Consultant to continue to support Public Health 

priorities, working with all Public Health agencies on the Barnsley Plan including 
smoking cessation and alcohol/tobacco control. 

South Yorkshire & Bassetlaw Integrated Care System (ICS) 

▪ We will work with our partners across South Yorkshire to ensure sustainable local 
services and support others regionally 

▪ We will work with partners to deliver South Yorkshire & Bassetlaw Integrated Care 
System priorities and actions. 

 

 
 
 

 

Objectives: 
 

We will work with all of our partners in Barnsley to deliver the Barnsley plan priorities 
We will play a leading role in ‘Barnsley Health and Care Together’, building on existing relationships with 
key partners 
We will continue to work with partners across South Yorkshire to ensure sustainable local services and 
support others regionally 

Pack Page 243



People: will be proud to work for us 

 

 
 
 
 

 
 
 
 
 

 
 

 

Our people are important to us and we want them to be proud to work for Barnsley Hospital.  

We are committed to building a sufficient, capable, motivated and sustainable workforce and 

our plans over the next three years support this approach: 

 

▪ We will work with our Clinical Business Units to develop robust workforce plans and 
help shape our future workforce 

▪ We will develop a strategic approach to engagement, organisational culture, well 
being, talent and quality which promotes effective leadership and organisational 
development 

▪ We will address areas of concern from the staff survey and ensure that improvement 
plans are implemented 

▪ We will focus on the health and well being of our staff 
▪ We will enable staff to access training and development 
▪ We will continue to engage our local community and equality forum partners to 

promote the Trust as an employer of choice and to improve patient and staff 
experience 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

Objectives: 
 

We will deliver our People Strategy (2018-21) to ensure a sufficient, capable, motivated and sustainable 
workforce: 

- Talent  Develop all leaders to influence and motivate effectively 

- Engagement  Motivate our people to be the best that they can by living our values and creating a 
culture of trust 

- Quality  Ensure we have the right people, in the right place, at the right time, doing the right thing 

- Well-being  Ensure that we create an environment where our people are physically and emotionally 
sustained 
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Performance: we will achieve our goals sustainably 

 

 

 
 

 

 

 

 

 

 

 

 

Performance is key to the success of the organisation.  Our aim is to deliver on all of our 

constitutional standards and at the same time build on the significant work to date to ensure 

the organisation is sustainable moving forward: 

 

CBUs and Performance 

▪ We will embed the CBU triumvirate approach across the Trust  
▪ We will refresh our Integrated Performance Framework 
▪ We will deliver development sessions for our CBU teams 
▪ We will explore different ways of working 
▪ We will continue delivery of our constitutional standards e.g. 4 hour target, RTT, 

Cancer and Diagnostics) 
 

Financial Sustainability 

We will deliver a sustainability strategy over the next three years which will implement a 

number of initiatives based on four key themes. Below are some examples of these: 

 

➢  
➢  
➢  

 

Objectives 
 

We will work closely with our CBU teams to ensure the right support is in place 
We will deliver all of the Constitutional standards and other agreed targets 
We will hit our financial plans and work towards a back to balance position by: 

- Cost reduction and a focus on increased efficiency & productivity including standardisation of 
practice and minimisation of variation  

- Exploration of  further commercial opportunities through our subsidiary company and formal 
partnerships 

- Expansion of existing services and introduction of new services allowing us to reinvest in  
patient care 

Cost Reduction, 

Increased Efficiency & 

Productivity 

Reduce additional 
payments 

GIRFT/Carter Programmes 

Improve patient flow 

Reduce Re-admissions 

Out-Patient Modernisation 

Control of CNST Costs 

 

Significant Service 

Change & Partnership 

Working 

Care of the elderly/frailty 

Dermatology 
Improvement Plan 

Paediatric ED/CAU 

Critical Care Expansion 

Stroke Services 

Neonatal Unit 

 

Service Growth & 
Expansion 

 

Elective Service 
Expansion 

Gastro/Endoscopy 

Plastic Surgery 

 

 

 

 

Commercial 
Opportunities 

 

Barnsley Facilities 
Services Expansion 

Pathology Partnership 
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Our Supporting Strategies  

 
 
A range of key supporting strategies work together to form the overall Trust Strategy 2018-2021.  Each of these strategies is monitored by 

an appropriate Board Sub-Committee to ensure delivery: 

 

 

 
 

 
Quality Strategy 

Communications 
Strategy 

Estates Strategy 

People Strategy 

Clinical Strategy 

ICT 

Strategy 

Trust 
Strategy 

2018-2021 

 

 

 

Sustainability 
Strategy 

 

BFS Strategy 
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How We Are Held to Account 

Robust Governance Structure 
 

Our Governance Structure is robust and provides assurance around delivery of this Strategy.  
The Board of Directors is accountable and responsible for ensuring that Barnsley Hospital 
NHS Foundation Trust has an effective programme for managing all types of risk which is 
achieved via the Board Assurance Framework, and review of the Corporate Risk Register.  
The Board is chaired by a Non-Executive Director, the Chairman and meets monthly. 
The Council of Governors holds the Trust’s Non-Executive Directors to account for the 
performance of the Board and represent the interests of members and the public. 
The Trust has a fully embedded Governance structure together with a clear Assurance and 
Governance Framework, which compliments the Performance Management Framework also 
in place.   
 

The Board Assurance Framework 
 

The BAF is designed to monitor the major risks to the delivery of our strategic priorities.  
The BAF is reviewed to all committees on a monthly basis and the Board on a quarterly 
basis. 

 
Committee Structure 
 

The Committee structure has been fully operational since September 2014 and consists of 
the following Committees who review detailed strategic plans and receive strategic delivery 
progress reports regularly:  
 

Finance and Performance Committee 

The Finance & Performance Committee is one of the key 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 
 

Quality and Governance Committee  
The Quality & Governance Committee 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. 
 

Audit Committee 

The Audit Committee plays a key role in the Trust’s Governance Structure and the escalation 
framework implemented in 2014.  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. 
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Partnership Governance 
 
The Trust are fully engaged with the ICS and ICO and recognise this within their governance 
as well as being clear that the Non-Executive Directors are accountable to the Council of 
Governors, statutorily to Parliament and therefore the people of Barnsley.  We ensure full 
representation at all partnership meetings and any information/proposals are brought back 
into Trust governance via our Executive Team, other governance committees, Trust Board 
and the Council of Governors. 
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/4/P16 

 

BoD Apr2018: Chairman  
 

SUBJECT: CHAIRMAN’S REPORT 

DATE: APRIL 2018  

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  

 

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 April 2018: Chairman  
 

Subject: CHAIRMAN’S REPORT Ref: BoD 18/4/16 

 

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 managed through very tight controls of our costs 
and an increase in activity. Once again we have delivered our control total for 2017/18 
which is to the credit of everyone in the Trust. Indeed this has been recognized by NHS 
Improvement as they have removed our license condition for financial issues.  

2.2. Our record on patient safety continues to give confidence to the population of Barnsley 
and our key stakeholders that care will not be compromised and we will continue to 
improve our current position. This message should be constantly in people’s minds, 
whilst we are controlling our financial position, we will not compromise on quality of care 
and patient safety.  

2.3. We also continue to give confidence, in continually challenging circumstances, to our 
staff that the Trust is doing everything it can to improve patient experience and the 
quality of care our patients receive. Our hospital, it seems, is always very busy and it is 
important that we continue to recognise this, and the hard work our staff put in on a 
daily basis. We will also continue to pay tribute to all our staff for their valued work and 
their efforts to conceive new ideas to deliver better care.  

3. COUNCIL OF GOVERNORS 

3.1. Governors Quality and Governance sub-group met on 21 February, attended by Ros 
Moore and Philip Hudson where we discussed the latest reports from Board, but also 
agreed to revisit the schedule of meetings so that they were where more appropriate 
and timely.  

3.2. On 21 March Governors Finance and Performance sub-group took place. Francis 
Patton took Governors through his Chairs Log for the Trust Finance and Performance 
Committee and dealt with questions on the Integrated Performance Report. As always, 
the NEDs were held to account robustly. A number of specific issues were raised 
particularly around Ward 14 which led to the Chairman investigating the issues, and the 
results will be reported in the Quality and Governance sub-group. It should be noted 
that while some of the issues were dismissed by some sub-group members 
investigation has shown that these issues were symptomatic of some practice that will 
be improved on. 

4. NEWS & EVENTS 

4.1 On March 1 BHNFT hosted the inaugural meeting of the Barnsley Provider alliance, 
which I now Chair. The alliance will be looking to bring providers closer together to 
respond to commissioning intentions over the next few years and work together to 
integrate health and care in the health economy. The alliance currently involves 
ourselves, Barnsley Healthcare Federation, BMBC and SWYPFT. 

4.2 On 7 March the CEO and I met with our counterparts at Barnsley CCG to discuss the 
local health economy and shared issues on we might make improvements.  
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4.3 The second Provider Alliance Meeting took place on 4 April, where we discussed our 
shared response to the commissioners intentions over the next few years.  

4.4 The Chairs and CEO working Together Partnership meeting took place 9 April, the 
meeting heard a close of project report on the Working Together vanguard, and spent 
the remainder of the meeting hearing updates on the current situation around stroke 
commissioning and the current position of the ICS. 

 

5. BARNSLEY HOSPITAL CHARITY  

5.1. The generosity of local people and the support for our Charity continues unabated. The 
work done by the charity team is spreading our message throughout the borough and 
this has resulted in increasing in donations to the Charity, supporting the hospital to 
deliver its aims.  

5.2. Total March 2018              

Donations excluding Tiny Hearts               £13,952.00 

Donations Tiny Hearts                               £ 6,811.33 

December Tiny Hearts Raised                   £628,235.17 

December Tiny Hearts Balance                  £ 19,772.47 

As you can see the Tiny Hearts balance is now looking rather depleted, which reflects 
the release of money into the project. The donations are now being put to the use that 
they were made for and we look forward to the opening of the new Special Care Baby 
Unit in the autumn. 

Also for your information our event dates and additional third party organised events 
that we have going on are: 

4th May      – Tour De Yorkshire Fundraising Day 

6th May      – Tour De Yorkshire Sportiv Ride 

11th May    – Wingwalk 

11th May    – Oh What a Neet 2 (Barnsley Trades Club) in aid of Breast Care Unit 

8th / 9th May – HAUNT barbers – World Famous Guest Barber in aid of Tiny Hearts 

14th/17th May – Penistone to Benidorm Rally Entry in aid of Tiny Hearts 

20th May - Penistone Boundary Walk (Penistone Ladies Circle) in aid of Tiny Hearts 

2nd June – Soul Jam (at Metrodome) in aid of Tiny Hearts 
 

  
 
 

    

 
Stephen Wragg 
CHAIRMAN 
April 2018 
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BoD  April 2018 

EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD/18/03/P-17 

 

SUBJECT:   CHIEF EXECUTIVE’S REPORT 

DATE:          April 2018  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  

For review   Governance  

For information   Strategy  

PREPARED BY: Dr Richard Jenkins, Chief Executive 

SPONSORED BY: Dr Richard Jenkins, Chief Executive 

PRESENTED BY: Dr Richard Jenkins, Chief Executive 

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

 
This report is a brief summary of key meetings and events attended by the Chief Executive. 

 
The Board of Directors is asked to receive and note this report. 
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BoD  April 2018 

 

Subject: CHIEF EXECUTIVE’S REPORT Ref: BoD 18/03/P-17    

 
1. STRATEGIC CONTEXT 
 

1.1 This report is intended to give a brief outline of some of the key activities undertaken   
as Chief Executive since the last meeting and highlight a number of items of interest. 
 

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

2. BARNSLEY ISSUES  
 
2.1 Lift of financial breach of license by NHSI 

Following 4 years of financial recovery, NHSI has notified the Trust that the last 
remaining breach of our License conditions has been lifted. This is really positive news 
and reflects the excellent work done by our teams since 2014. 
 

2.2 Updated NHSI Segmentation 
As a result of the CQC ‘Good’ assessment outcome and the financial breach of license 
being removed, NHSI have moved the Trust from Segment 3 to Segment 2 of the 
Single Oversight Framework ratings system. This is a positive development and again 
reflects the progress the Trust has made, 
 

2.3 Winter pressures and Easter 
2.3.1 Overall, there have been signs that the winter pressures were easing. 

Influenza levels have returned to baseline levels and prior to the Easter 
holiday, bed capacity was becoming easier. The Easter 4 day Bank Holiday 
was successful with regards to acute pressures and bed availability but the 
on the Tuesday after Easter, the Trust had a very difficult day. Flow into the 
hospital was poor and there were a large number of patients who waited 
more than 4 hours for care in the Emergency Department. This has been 
reported as a Serious Incident so that a thorough review can be undertaken 
and all learning identified. The learning will be used to develop a full year 
plan for holiday periods. 
 

2.3.2 Open meeting for staff with a disability 
The 2017 Staff Survey highlighted that staff with a disability have a worse 
experience of work than other staff. To gain a better understanding of these 
experiences, an open meeting was held. It was very encouraging that 
attendees came from a broad cross-section of roles and departments in the 
Hospital. The meeting was very powerful and moving and staff were very 
clear in their commitment to continue to deliver their roles despite the 
challenges that come with a disability. We agreed to set up a Staff Forum 
meeting every 2 months to continue this dialogue and to look at ways to 
make some of our policies more supportive of disabled staff. We also 
identified a need to improve line manager skills in supporting staff with 
disabilities. 

 
2.4 DisabledGo 

The Trust has procured the DisabledGo service which will be up and running later this 
year. This is a facility that allows visitors to our site to see detailed information about 
the areas they will be attending in advance to help plan their visit. This includes 
location of disabled parking facilities, access issues, toilets and many other helpful 
features. 
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2.5 Trainee Nursing Associates (TNAs) – celebration of completion of one year of training  

Steve Wragg, Heather McNair and I attended a celebration event for TNAs working as 
part of the Barnsley and Rotherham pilot. The pilot has been very successful so far 
and the TNAs will quality fully in one year. 
 

3. SOUTH YORKSHIRE AND BASSETLAW (SYB) SHADOW INTEGRATED  CARE 
SYSTEM (sICS) ACTIVITIES 
 
3.1 Pathology Memorandum of Understanding (MoU) 

A revised MoU has been produced that has incorporated feedback from local Trusts. 
This now satisfies the concern raised at BHNFT Board and the final MoU will be 
shared with Board members. 

 
3.2 Hospital Services Review (HSR) 

The HSR is due to report on 8th May, following the purdah period related to local 
elections. The report will make recommendations that are not site specific and is likely 
to be followed by further detailed work. Engagement sessions will be set up for staff to 
ensure there is the opportunity to discuss and consider it’s recommendations. 

 
4. PARTNERSHIP WORKING WITH OTHER LOCAL ORGANISATIONS 

 
4.1 Bilateral meetings with other organisations 

I have had helpful meetings with Rob Webster, CEO of South West Yorkshire 
Partnership NHS FT and the Chief Executives of The Rotherham Hospital NHS FT.  
 

4.2 Barnsley Provider Alliance 
Further meetings of the developing Provider Alliance have taken place. There is a 
strong commitment from all partners to work together to provide better joined up care 
for local people.  

 
5. NEW CONSULTANT APPOINTMENTS  
 

5.1 Three consultant radiologists have been appointed. 
 

 
 
Dr Richard Jenkins 
Chief Executive  
April 2018 
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/04/18  

 

SUBJECT:   HORIZON SCANNER  

DATE:          APRIL 2018  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  

For review ✓  Governance  

For information ✓  Strategy ✓ 

PREPARED BY: 
EMMA PARKES, DIRECTOR OF MARKETING & 
COMMUNICATIONS 

SPONSORED BY: DR RICHARD JENKINS, CHIEF EXECUTIVE 

PRESENTED BY: 
EMMA PARKES, DIRECTOR OF MARKETING & 
COMMUNICATIONS 

 
To provide a brief overview of key developments and initiatives across the national and regional 
healthcare landscape which may impact or influence the Trust’s strategic direction.   

 
Summary of content:  
 

• MY NHS/NHS Choices 

• Pontefract A&E Reclassified  

• NHS and Microsoft deal for Windows 10 

• Verbal communication errors investigated by NHS Improvement 
• Full cost of NHS cyber attack still unknown  
• Vanguard new care model in Greater Manchester strike action 

• The Parliamentary and Health Service Ombudsman to improve its handling of complaints 

• Major advance in treatment of sepsis at Hampshire Hospitals 

• The Kings Fund, Nuffield Trust and Health Foundation are working with Health Education 
England (HEE) to discuss demand and supply forecasts and ways to improve long term 
data on these. 

• Trusts in talks to guarantee payment after 'paperless' switch 
 
 

 
 

The Board of Directors is asked to receive the contents of this report for information. 
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Subject: 
INTELLIGENCE MONITORING/HORIZON 
SCANNING APRIL 2018 

Ref: BoD 18/04/18 

 
*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  

NHS Choices User Rating – 4.5* (5* is Excellent)  
CQC report Indicator has now been adjusted to ‘Good’ 
 
Feedback 
 
Daughters stay on ward 31 – 1 Star Rating 
The staff on this ward do an amazing job but the lack of 
communication between staff and patients is not the best. My 
daughter was admitted after attending A&E in early hours of 
Thurs morning. Nobody seemed to know what was happening 
she was going for a scan then she wasn't, then she was going 
for surgery and again then she wasn't nobody had a clue what 
was happening. Finally today, Friday morning, had surgery, got 
taken back to her room dinnertime had the odd nurse in to check 
on blood pressure etc not one doctor came to discuss how the 
surgery had gone or exactly what they did in surgery. At 8.30 
this evening got a call that she was able to leave, given 
medication but I had to ask what happened in surgery, appendix 
removed but nothing about after care only explanation about 
taking medication and dressing, just feel a little let down by our 
NHS. 
 
Stoma Clinic – 5 Star Rating  
I visited ward 30 stoma clinic. I was made very welcome by a 
particular member of staff I had been having problems with my 
stoma, she made me very comfortable she went through 
everything step by step, nothing was too much trouble for here, 
Thank you very much. 
 
Orthopaedics - Fantastic care – 5 Star Rating  
I was treated quickly, communication was brilliant. I found the 
staff to be very caring and considerate. From being treated at 
teaching hospitals and Barnsley district general I rate Barnsley 
district general much higher. I really felt like the staff cared. 
Excellent clinical care from all multi disciplinary team. Just great, 
no complaints whatsoever! 
 

Potential 
impact on 
reputation / All 
postings 
responded to / 
Board to note 
for information 

Regional  Pontefract A&E Reclassified  
Pontefract’s A&E department was reclassified as a 24-hour 
Urgent Treatment Centre from Monday, April 9. Under the 
change, patients needing emergency treatment for life-
threatening conditions will go straight to Pinderfields Hospital in 
Wakefield. The centre at Pontefract will support people with non-
life threatening conditions including illnesses and minor injuries 
such as sprains, fractures and wounds needing stitches. It will 
also continue to provide blood and urine tests and x-rays.  

Board to note 
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Publication Detail Impact/ Action/ 
Owner / Will 
Board be 
involved? 

National  NHS and Microsoft deal for Windows 10  
The NHS is close to signing a new national contract with 
Microsoft to provide Windows 10 nationally. It is expected that 
the arrangement will provide national funding for Windows 10 for 
all NHS organisations, likely in the form of free licenses. The 
news comes after the Public Accounts Committee released its 
review of the impact on the NHS of last May’s global WannaCry 
ransomware attack. Reviews of the attack have highlighted lack 
of investment in IT infrastructure, including not updating and 
replacing older versions of the Windows operating system, such 
as XP, as factors. 
 

Director of ICT 
to monitor and 
report as 
required 

National 
issue - 
NSHI 

Verbal communication errors between NHS staff that cause 
patient safety incidents are being investigated by a new 
group set up by NHS Improvement 
 
The work has been launched by interim national patient safety 
director Celia Ingham Clark to try to understand how poor verbal 
communication can cause mistakes in care and to try to develop 
solutions to prevent serious harm. It was prompted by several 
examples of patient safety incidents reported to the NHSI patient 
safety team where poor verbal communication was thought to be 
a factor. In some cases, poor communication has led to harm, 
including deaths.  
 
NHSI said the project was designed to consider verbal 
communication in all sectors of healthcare and to examine the 
process of spoken communication in safety incidents. The group 
will consider models of good practice as well as examples where 
patient safety was at risk – including communication that was 
inadequate; occurred between the wrong people, at the wrong 
time or in the wrong place; was misunderstood or 
misinterpreted; or did not occur at all. The group is being chaired 
by Trish Greenhalgh from Oxford University. The group also 
includes Professor Stephen Timmons from Nottingham 
University and Professor Rebecca Lawton, a health psychologist 
who researches safety and human factors, several consultants, 
GPs, nurses and two patient members. 
 
A report is expected to be produced by the group in the summer, 
setting out the main findings. Phase two will try to determine 
solutions. 

Board to 
monitor and 
await report 
findings 

National 
Issue 

Full cost of NHS cyber attack still unknown  
The House of Commons Public Accounts Committee (PAC) has 
warned that the health service is still unprepared for a major 
cyber attack despite last year’s WannaCry virus.  
In a report published by the PAC, MPs warn the government has 
still not identified the full financial cost of the shutdown or the 
extent of vulnerabilities and challenges in upgrading out-of-date 
equipment. The report also raised concerns that not a single 
trust has passed NHS cyber security testing, despite 200 
inspections.  

Board to note. 
Director of ICT 
to update as 
required. 
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Publication Detail Impact/ Action/ 
Owner / Will 
Board be 
involved? 

Greater 
Manchester 
region 

Staff affected by a vanguard new care model in Greater 
Manchester have voted to strike over changes 
Unison, which represents 230 council and NHS staff involved in 
the Stockport Together vanguard, said the decision follows 
seven months of negotiations. The industrial action will take 
place on 27 April. The union said 96 per cent of respondents to 
the ballot voted to strike.  The project had already been scaled 
back from initial plans to form a single accountable care 
organisation. The project partners – including Stockport 
Foundation Trust, Stockport Council and Stockport Clinical 
Commissioning Group – have instead focused on establishing 
integrated community teams working under an “alliance 
contract” between providers. The project has been allocated 
£23m of transformation funding over four years by national and 
regional leaders. 
However, union members are concerned about a planned 
expansion of unqualified support workers, as well as a reduction 
to the availability of services during peak times.  
 

Board to note 
for information  

PHSO / 
National  

The Parliamentary and Health Service Ombudsman has 
pledged to improve its handling of NHS complaints and 
help trusts learn from its work. 
The Regulator is expected to publish a new strategy shortly 
setting out clear ambitions for the regulator. The strategy will 
include ambitions to speed up the handling of complaints 
through a merger of the assessment and investigation teams to 
reduce duplication, as well as a corporate training programme to 
upskill PHSO staff. It will also introduce a new early resolution 
scheme to allow grievances to be settled without a formal 
complaint, In 2019-20, the PHSO will look to introduce mediation 
where an NHS trust and a family will agree to try and negotiate a 
settlement. The PHSO will also look to publish more results of its 
casework and help highlight insights and learning to reduce 
complaints at trusts. 
 

Director of 
Nursing and 
quality to 
monitor 

National Major advance in treatment of sepsis at Hampshire 
Hospitals 
Hampshire Hospitals has become the first Trust in the UK to 
adopt new state of the art technology which helps to identify a 
life threatening condition earlier. The Trust has become an early 
clinical adopter of the Accelerate PhenoTest kit. The new 
diagnostic equipment means that staff can rapidly identify the 
cause of sepsis, which affects 260,000 people in the UK every 
year. Early detection can save lives, helping clinicians to provide 
targeted and more effective treatment sooner. The testing kit 
has been used in 170 cases and early examples have shown 
that it is having a positive impact on patient care, giving 
clinicians diagnostic certainty when treating deteriorating 
patients and preventing the need for some invasive 
investigations. 
 
 

Board to note 
for information  
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Publication Detail Impact/ Action/ 
Owner / Will 
Board be 
involved? 

National The Kings Fund, Nuffield Trust and Health Foundation are 
working with Health Education England (HEE) to discuss 
demand and supply forecasts and ways to improve long 
term data on these. 
HEE published its draft strategy at the end of last year – the first 
national health and care workforce strategy for 25 years. It sets 
out the challenge the service will face in meeting demand over 
the next decade. The government announced the plan in 
November, saying it would be published in summer 2018. 

Board to note 

National Trusts in talks to guarantee payment after 'paperless' 
switch 
NHS trusts are negotiating local deals to ensure they still get 
paid for outpatient referrals, after the NHS switches from paper 
to electronic referrals later this year. The 2018-19 standard 
national contract requires all first consultant led outpatient 
referrals to be made electronically from 1 October. However, 
trusts are reporting that they cannot control whether this 
happens and are dependent on GPs being able and willing to 
use electronic referrals. Where areas are not ready, there was a 
risk patchwork solutions would emerge with arrangements 
differing around the country. Local solutions being discussed 
include continuing to pay for referrals that are not made using 
the electronic system and accepting paper referrals so patients 
are not delayed – but then asking GPs to complete the e-referral 
process so it complies with the national contract. 

Board to note. 
Executive to 
monitor in 
detail  
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BoD 2017-18 - Reference 

 

SCHEDULE OF ACRONYMS 

Additional acronyms may be added as appropriate/on request 

A  

A&E Accident and Emergency 

A4C / AfC Agenda for Change 

AAC Advisory Appointments Committee 

ABM Activity based management 

ACCEA 
Awards Committee for Clinical 
Excellence Awards  

ACE Acute Care of the Elderly 

ACO Accountable Care Organisation 

ACP Advance Clinical Practitioners 

ACS Additional Clinical Services 

ACS Accountable Care System 

ADS Annual Development Session 

AEC  Ambulatory Emergency Care 

AHP Allied Health Professions 

AHSN Academic Health Science Network 

AKI Acute Kidney Injury 

AMAC Ambulatory Medical Assessment Clinic 

AMU Acute Medical Unit 

AN Ante Natal 

ANP Advance Nurse Practitioner 

AOA  Annual Organisational Audit 

AQuA Advancing Quality Alliance 

ARCP 
Annual Review of Competence 
Progression 

AUP Acceptable Use Policy 

B  

BAEM 
British Association of Emergency 
Medicines 

BAF Board Assurance Framework 

BBE Bare below the elbows 

BCCG Barnsley Clinical Commissioning Group 

BFI Baby Friend Initiative  

BFS Barnsley Facility Services 

BHNFT 
Barnsley Hospital NHS Foundation 
Trust 

BMA British Medical Association 

BMBC Barnsley Metropolitan Borough Council 

BMI Body Mass Index 

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 
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E  

EBA Employer Based Awards 

EBITDA 
Earnings before interest, taxes, 
depreciation and amortisation 

ECIST 
Emergency Care Intensive Support 
Team 

ECN Emergency Care Network 

ED Emergency Department 

EDD Estimated Date of Discharge 

EDS2 Equality Delivery System 

ENT Ear, Nose & Throat 

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 

FOI Freedom of Information 

FPPR Fit & Proper Persons Requirement 

FPSG Finance & Performance Sub-Group 

FT Foundation Trust 

FTN Foundation Trust Network 

FQA Framework of Quality Assurance 

G  

GMC General Medical Council 

GP General Practitioner 

GUM /  
GU Med 

Genito-Urinary Medicine 

H  

H&S Health & Safety 

H&WB Health & Well Being 

HAPPY 
Harmonised Approval Process Pan 
Yorkshire 

HASU Hyper Acute Stroke Services 

HCA Health Care Assistant 

HES Hospital Episode Statistics 

HSE Health & Safety Executive 

HDU High Dependency Unit 

HR Human Resources 

HRG Health Resource Group (finance) 

HSC Health Service Circular 

HSMR Hospital Standardised Mortality Ratio 

I  

IBP  

I&E Income and Expenditure 

ICU  Intensive Care Unit (also known as ITU) 

IFRS 
International Financial Reporting 
Standards 

IG Information Governance 

IP In Patients  

IIP Investors in People 

IHP Improving Hospital Partnerships 

IPC Infection Prevention & Controls 

IPR Integrated Performance Report 

IR1 Incident Reporting form   

IRMER 
Ionising Radiation - Medical Exposure 
Regulations  

ISS 
ISS Mediclean – cleaning contractors at 
the Trust  

ISU Inpatient Surgical Unit 

IT Information Technology 

ITU  
Intensive Therapy Unit (also known as 
ICU) 

IV Intravenous  

IWL Improving Working Lives 

J  

JNCC 
Joint Negotiating and Consultation 
Committee 

JTUC Joint Trade Union Committee 

KL  

K 000s (thousands) 

KPI Key Performance Indicator 

LA Local Authority 

LAC Local Awards Committee   

LCRN Local Clinical Research Network 

LDP Local Development Plan 

LHC Local Health Community 

LIA Listening into Action 

LIFT Local Improvement Finance Trust 

LINks Local Involvement Networks 

LOS Length of Stay 

LPMS Local Portfolio Management System 

LRC Learning and Resource Centre 

LTC Long Term Conditions 

M  

M Million(s) 

M&S Medical & Surgical  

MAG Model Appraisal Guide 

MAJEX Major Incident / Major Exercise 

MAT Maternity  

MCP Multi Speciality Community Provider 

MDA Medical Devices Agency 

MDT Multi-Disciplinary Team  

MHRA 
Medicines &Medical Healthcare 
Regulatory Agency 

MIG Medical Interoperability Gateway 

MINAP 
Myocardial Infarction National Audit 
Programme 

MRCP 
Member of the Royal College of 
Physicians 

MRI Magnetic Resonance Imaging 

MTAS Medical Training Application Service 

MYH Mid Yorkshire Hopsitals 

N  

NCEPOD 
National Confidential Enquiry into 
Perioperative Deaths 

NED Non Executive Director 

NEL Non-Elective 

NEWS National Early Warning Score 

NHS  National Health Service 

NHSE National Health Service England 

NHSE National Health & Safety Executive 

NHSLA 
National Health Service Litigation 
Authority 

NCISH 
National Confidential Inquiry into Suicide 
and Homicide  

NICE National Institute for Clinical Excellence 

NIMG NICE Initiation and Monitoring Group 

NIHR National Institute for Health Research 

NPAT National Patients Access Team Pack Page 263
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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 

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 

SMS Substance Misuse Service 

SOA Strategic Options Analysis 

SORP Statement of Recommendation Practice 

SoS Secretary of State 

SPA Supporting Professional Activities 

SPC Statistical Process Control 

SpR Specialist Registrar 

SRG System Resilience Group 

SSD Sterile Services Department 

SSDG Senior Strategic Development Group 

SSR Strategic Services Review 

STEIS 
Strategic Health Authority Executive 
Information System 

STH 
Sheffield Teaching Hospitals NHS 
Foundation Trust 

STP / S&T Sustainability & Transformation Plan 

SWYPFT 
South West Yorkshire Partnership 
Foundation Trust 

SY&B South Yorkshire and Bassetlaw 

TUV 

T&C Terms & Conditions 

TDA NHS Trust Development Authority 

TIGER 
The Information Governance Education 
Recognition Award 

TTO Tablets to Take Out 

TUPE 
Transfer of Undertakings (protection of 
Employment) 

TWWMIB Together We Will Make It Better 

UGI Upper Gastro Intestinal 

VDI Virtual Desktop Infrastructure 

VTE VenousThrombo-Embolism 

WXYZ 

WCA Wider Controls Assurance 

WLI Waiting List Initiative 

Wte whole time equivalent 

WTP 
Working Together Programme/ 
Working Together Partnership 

Y&H Yorkshire & the Humber 

YTD Year to Date 

YE Year End 

Pack Page 264


	00 agenda April 2018 BoD PUM DRAFT
	03 25 March mins 2018 PUM - draft
	04 Action Log PUM  April - DRAFT
	06 Q G Chairs Log April 2018 RM
	6 (i) Q&G Chairs Log April 18
	06( ii)_AKI policy
	06 (iii) official barnsley sepsis document
	06 (iii) H&S Management Policy 2018 vs 2
	08 (i) Mortality_1_April 18 BoD report
	08 (ii) Mortality_2_April 18 BoD report
	09 (i) CQC action Plan_1
	09 (ii) FINAL and approved BHNFT CQC action plan 10 April 2018
	10 i BAF Front Sheet April 18
	10 ii New Board Assurance Framework 2018-19 approved amended
	11 Corporate Risk Register April 18
	12 180418 Celebrating our People Board Report April
	13 (i) FP Chairs Log April final
	13 i Clinical Supervision Policy
	14 (i) IPR front sheet March 2018
	14 ii IPR_FINAL_March_2018_F&P
	15 (i) Trust Strategy Cover Paper Trust Board April 2018
	15 (ii) Appendix A - Trust Strategy V9 Final April 18
	16 Chairman Report Apr 18
	17 CEO Report
	18 Horizon Scanner April 2018
	XX Reference



