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A MEETING OF THE BOARD OF DIRECTORS 
WILL TAKE PLACE ON 24th MAY 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 26th April 2018 

18/05/P-03 

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

18/05/P-04 

Strategic Aim: Patients will experience safe care 

5. To receive the Director of Public Health Annual Report 

Julia Burrows, Director of 
Public Health & Kaye 
Mann, Senior Health 
Improvement Officer 

Presentation 

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

J Dean, 
Quality & Governance 

Committee Chair 
 

18/05/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 approve annual report on Safeguarding Children and 
Adults 

H McNair, 
Director of  

Nursing & Quality 
18/05/P-08 

Strategic Aim:  Performance Matters 

9. 
To receive and approve the Chair’s Log for the Finance & 
Performance Committee 

F Patton 
Chair of Finance & 

Performance Committee

18/05/P-09 
 

10. 
To receive and approve the Chair’s Log for the Audit 
Committee 

N Mapstone 

Chair of Audit Committee
18/05/P-10 

11. To review the Integrated performance report (Month 01) 
B Kirton 

Chief Delivery Officer 
18/05/P-11 

12. 
To receive and review update on Trust Objectives 2017/18 
(Quarter 4) 

B Kirton 

Chief Delivery Officer 
18/05/P-12 

Strategic Aim: Partnership will be our strength 

13. To receive and review the monthly report from the Chairman S Wragg 
Chairman 18/05/P-13 

14. 
To receive and review the monthly report from the Chief 
Executive 

Dr R Jenkins 
Chief Executive 18/05/P-14 

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

Director of Comms & 
Marketing 

18/05/P-15 
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No Item   Sponsor Ref 

 

16. 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:   
- 28 June 2018, 9am  

 

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

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

 
 

  



  

REF: 18/05/P-03 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT  
 

 
MINUTES OF A MEETING OF THE 

BOARD OF DIRECTORS 
HELD ON 26th APRIL 2018  

IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL NHSFT 

PRESENT: 
  
Mrs J Dean Non-Executive Director 
Dr S Enright Medical Director 
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: 

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 
 

OBSERVERS: 

Mr T Conway Public Governor, Barnsley Constituency 
Ms K Marvin CQC 
 

 
18/37 APOLOGIES & WELCOME 

Members and Governors were welcomed to the meeting. 

It was noted that apologies had been received from Mr N Mapstone, Non-
Executive 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 (18/04/P-03) 

The Minutes of the meeting of the Board of Directors held in public on 25th 
March 2018 were reviewed and accepted as an accurate record.  
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18/40 ACTION LOG (18/04/P-04) 

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

17/158 – Ms Parkes noted that development of communication whiteboards is 
now being progressed  

 
 
 
 
 
 
 

18/41 PATIENT’S STORY  

Sara Andrews, Macmillan LWABC project manager attended the meeting to 
present on the feedback received from the Macmillan Cancer Support ‘pop-up’ 
Information Centre. 

Ms Andrews highlighted the national drivers for change and also the current 
picture of increasing demands. There has been a year on year increase in the 
number of cancer diagnosed patients in Barnsley, a higher than average 
incidence of cancer compared to the rest of the UK (44 more patients per 
100,000 diagnosed) and the Macmillan Cancer Support (2016) patients survey 
identified that only 58% of patients were given support. The national trend of 
cancer diagnosis is expected to continue. 

The Macmillan Hub helps patients and families promote a ‘self care’ style 
approach to manage need, is supported by information managers and 
volunteers advise and support patients & families. 

The Hub recorded 471 contacts over a period of 5 days where people came to 
the hub and requested help, signposting, support, and guidance in relation to 
cancer and its effects. The hub was supported by Macmillan charity  staff and 
Macmillan volunteers and Trust’s ‘Barnsley Cancer Action Group’ volunteer 
members also came in their own time to support attendees. 

The benefits of education and knowledge, empowerment and the ability to self-
source additional resources and support were highlighted. 

Two patient stories were presented to highlight the benefits of the hub and 
there are a number of discussions underway as to how a permanent hub might 
be provided. 

The Board thanked Ms Andrews for her very informative presentation and 
were pleased to hear of the ongoing work. Further discussions on this topic will 
be taken through the Trust’s governance structure to ensure progress. 
 

 

18/42 QUALITY & GOVERNANCE COMMITTEE (Q&G) (18/04/P-06) 

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

Presentation on surgical site infection from the Trauma & Orthopaedics team, 
as it has been recognised that this is an outlier for the Trust. It was 
acknowledged that the numbers involved were small and that there is no single 
factor that is a problem. Following an audit an Arthroplasty Nurse has been 
appointed and 14 overarching actions put in place for improvement. 

Dr P Rao, the Trust’s Guardian of Safe Working attended the Committee and 
provided an update on process and exception 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.  
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The Committee also discussed the quality indicators of falls, pressure ulcers 
and also nursing staff, with the detail included in the log. 

The Committee also reviewed the draft Quality Account 2017/18 and provided 
comments and suggestions for the final report to be approved in May 2018. 

The Committee recommended approval of the Health & Safety Management 
Policy for approval to the Board, which was approved. 

The Log was received and noted.  
 

18/44 EXECUTIVE TEAM LOG  
Dr Jenkins noted that items to note are part of the meeting agenda and will be 
discussed throughout the meeting. 

 

 

18/45 ANNUAL MORTALITY REPORT (18/04/P-08) 
The Medical Director presented the report which 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. 
 
It was also noted, as previously agreed, the disease-specific indicators for 
pneumonia will continue to be monitored however focus would now be on 
Acute Kidney Injury (AKI) as an area for potential improvement. 
 
Members noted the improvement in mortality ratios over the last 5 years and 
that there had been a significant amount of work to achieve the current 
position. Mr Hudson also commented that he is a member of the Mortality 
Review Group and is able to derive significant assurance from the activity 
undertaken. 
 
There is further work to be undertaken within end of life and identification of 
inappropriate admissions. This would continue to be reported to the Quality & 
Governance Committee. 
 

 
 
 
 

18/46 CQC ACTION PLAN (18/04/09) 

The Director of Nursing presented the CQC action plan arising from the visit in 
October. The action plan has been submitted to the CQC and the report 
highlights the requirements and the progress being made.   
  
The Board received and noted the report.  
 

 

18/47 BOARD ASSURANCE FRAMEWORK (18/04/10) 
 
The Trust Secretary presented the Board Assurance Framework, noting that it 
had been updated to incorporate the Trust objectives for 2018/19. 
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18/48 CORPORATE RISK REGISTER (18/04/11) 

The Trust Secretary presented the latest Corporate Risk Register noting the 
Risk 1922 – VTE prevention has risk score further reduced, in line with the 
Board Assurance Framework. 
 

 

18/49 CELEBRATING OUR PEOPLE (18/04/P-12) 

The Director of Communication presented the Celebrating our People report 
on activities undertaken which outlined notable achievements by staff over the 
last month.  

 

 

18/50 CHAIR’S LOG FINANCE AND PERFORMANCE COMMITTEE (18/04/13) 

The Chair of the Finance and Performance Committee updated the Board on 
the finance position at yearend.  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. Bonus STF funding was awarded of circa £4.35m. 

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 challenging 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%. 

 

18/51 INTEGRATED PERFORMANCE REPORT                                        (18/04/14) 

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. 

Performance 

It was noted that targets relating to Referral to Treatment are being achieved 
with action plans in place for areas with potential capacity concerns i.e. 
Ophthalmology and Dermatology. The national 4-hour wait target of 95% for 
ED has not been met however the Trust has achieved the trajectory set by 
NHSI. 

Workforce 

Sickness levels were discussed with the main reason cited for absence being 
anxiety, stress, and depression. 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%.  

 

18/52 TRUST STRATEGY 2018-21                                                              (18/04/15) 

The Chief Delivery Officer presented the final version of the 2018-21 Trust 
Strategy for Board approval prior to final presentational changes. The report 
had been discussed previously whilst in development and the Board gave it's 
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approval. A final public version will be produced with the same content but 
augmented formatting and images. 
 

18/53 REPORT OF THE CHAIRMAN                                                           (18/04/16) 

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.  
 

 

18/54 REPORT OF THE CHIEF EXECUTIVE 

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: 

 
Following 4 years of financial recovery, NHSI has notified the Trust that the 
last remaining breach of its License conditions has been lifted. This is really 
positive news and reflects the excellent work done by our teams since 2014. 
Together with the Trust’s CQC outcome of ‘Good’ this has meant NHSI have 
moved the Trust from segment 3 to segment 2 of the Single Oversight 
Framework rating system and again is a positive development. 
 
Winter pressures continue, although there are signs that they are easing with 
good plans in place over the Easter bank holiday to cope with the pressures. 
 
 

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. It was agreed to set up a Staff Forum meeting to 
continue this dialogue. 
 
The Hospital Services Review is due to report on 8th May and 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. 
 
The Board noted the report. 
 

 

18/55 HORIZON SCANNING REPORT 

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 5 star rating, which is extremely positive. 

 

 

18/56 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. He also enquired about the the 
number of attendances in A&E and heard that admission rates are monitored 
but also the time of arrival etc. 

The meeting closed at 12 noon.  

 

 

 

 

 

 
 



 
 

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/05/P-04 

SUBJECT: BOARD ACTION LOG 

DATE:  MAY 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 18/05/P-04 

 
 
ACTIONS ON AGENDA: Table 1  - N/A 
Minute 

ref 
Meeting 

date 
Item Action Owner Due date Done Date Progress report 

RAG 
status 

         

 
 
ACTIONS COMPLETED & CLOSED SINCE LAST MEETING: Table 2 – N/A 
Minute 

ref 
Meeting 

date 
Item Action Owner Due date Done Date Progress report 

RAG 
status 

         

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

ref 
Meeting 

date Item Action Owner Due date Done Date Progress report RAG 
status 

 April 2018 Clinical Strategy 
Presentation on the 
Clinical Strategy to the 
Council of Governors 

SE/HM 
June 
2018 

 
Added to agenda for 
meeting being held in June 

 

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. 

 

 
 

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 

 



 
 
 
 
 
 
 
 
 
 

 

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 

  

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  
 



  

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/05/P-06 

 

SUBJECT: QUALITY & GOVERNANCE ASSURANCE REPORT   

DATE: MAY 2018  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY: 
Susan Rudd, Trust Secretary 
& Janet Dean, Non Executive Director/Committee Chair 

SPONSORED BY: Janet Dean, Non Executive Director/Committee Chair 
PRESENTED BY: Janet Dean, 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 Acorn Rehabilitation Unit highlighting this therapy-led model – see log 

• Review of Learning From Experience report – see log 

• 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 and the non achievement of the 4-hour wait A&E target – see Log 

• Regular review of the Nursing & Midwifery staffing report  

• The Annual Safeguarding Report was received and reviewed and is recommended to the  Board as 
a separate item. 

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. 

 



 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
 
Committee / Group:  Quality & Governance Date: 16/5/18 Chair: Janet Dean 

 

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

Recommendation/ Assurance/ 
mandate to receiving body 

1 

Presentation – 
Acorn 
Rehabilitation 
Unit 

A presentation was received from the Unit Lead and the 
Therapy Lead Transition Unit/OT Professional Lead 
highlighting the implementation of this therapy-led model.  
There have been challenges in integration of the team as 
staff have come from a number of different areas.  Team 
working is being developed and staff are working as part of a 
wider multi-disciplinary team and ensuring greater 
involvement of patients and families in decision making.  The 
number of delayed transfers of care has already fallen 
dramatically. 
 
Engagement with the GP Federation through an invitation to 
join the multi-disciplinary team was considered to be a 
positive opportunity to establish a more consistent GP 
presence on the unit. 
  

Board of Directors To note 

2 
Integrated 
Performance 
Report 

4-hour wait agreed trajectory continues to be achieved 
although is below the 95% national standard. Escalation 
wards still in use and demand remains high. 
 
Falls remain higher than target however the majority of falls 
resulted in no or low harm. 

Board of Directors To note 

3 
Patient Safety & 
Harm Group 

An action plan has been implemented following the Stroke 
audit, which was rated ‘C’ and a consultant has been 
appointed within this service and will start in the autumn. 
Positive developments have been initiated in the stroke 
pathway in Barnsley and will co-ordinate with developments 
to be implemented through the Hospital Services Review. 

Board of Directors For Assurance 



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

Recommendation/ Assurance/ 
mandate to receiving body 

4 
Legal Services 
Report 

The Trust Solicitor attended to present the annual Legal 
Services report with the following conclusions: 
 

• Clinical negligence claims affect the NHSR 
contributions for the Trust each year. A strategy has 
been implemented to begin analysing trend data from 
claims, complaints and incidents in order to reduce 
the amount of claims.  

• The Trust has seen a decrease in personal injury 
claims. The more robust process of  checking 
incidents and obtaining more information at the 
investigation of the incident  stage has been 
implemented.  

• The Trust has seen an increase in the number of 
Inquests being held by the Coroner.  The trend of 
decreasing costs for inquest external representation 
is decreasing significantly.  This will continue and the 
aim over the next year is to reduce the external legal 
spend further for inquests. 

 

Board of Directors For Assurance 

5 
Learning From 
Experience 
Report Q4 

Positive improvements in response rates in time agreed to 
complaints with high number of contacts dealt with 
satisfactorily. 
 
Friends and Family test feedback are positive however 
response rates are low and will be a focus of action for the 
coming year. 
 
The Committee acknowledged the important contribution of 
volunteers in a variety of roles across all departments of the 
Trust and the Volunteer Service has been nominated for two 
national awards 

Board of Directors To Note 



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

Recommendation/ Assurance/ 
mandate to receiving body 

 2017/18 CQUIN 

At the previous meeting of the Quality & Governance 
Committee held in April 2018, discussion on CQUIN 
compliance and highlighted healthy food for NHS staff, 
visitors and patients and this is worthy of being brought to the 
attention of the Board. 
 
This CQUIN has required:  
• the banning of price promotions on sugary drinks and 

foods high in fat, sugar or salt (HFSS) 
• the banning of advertisements of sugary drinks and foods 

high in fat, sugar or salt (HFSS) 
• the banning of sugary drinks and foods high in fat, sugar 

or salt (HFSS) from checkouts 
• ensuring that healthy options are available at any point 

including for those staff working night shifts. 
 
Secondly, the Trust was required to introduce three new 
changes to food and drink provision: 
•    70% of drinks lines stocked must be sugar free 
•    60% of confectionery and sweets do not 
     exceed 250 kcal 
•    At least 60% of pre-packed sandwiches and other 

savoury pre-packed meals (wraps, salads, pasta salads) 
available contain 400kcal (1680 kJ) or less per serving 
and do not exceed 5.0g saturated fat per 100g. 

 
This CQUIN has applied to contracted services BHNFT have 
with ISS catering services, WHSmith and to our own in-
house Volunteers Café. In line with the requirements of the 
2017-18 CQUIN BHNFT have been successful in meeting all 
of the above thresholds. Assurance has been obtained from 
ISS Catering that they have achieved the requirements of the 
2017-18 CQUIN and NHS England have confirmed 
compliance achieved by WHSmith.  
 
 

Board of Directors  



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

Recommendation/ Assurance/ 
mandate to receiving body 

 
2017/18 CQUIN 
(cont’d) 

BHNFT Volunteers Café has achieved all elements of the 
2017-18 CQUIN, including: 
•    Against a target of 70%, 75% of drinks lines stocked were 

sugar free 
•    Against a target of 60%, 61% of confectionery and sweets 

did not exceed 250 kcal 
•    Against a target of 60%, 60% of pre-packed sandwiches 

and other savoury pre-packed meals (wraps, salads, 
pasta salads) available contained 400kcal (1680 kJ) or 
less per serving and did not exceed 5.0g saturated fat per 
100g. 

 
As we enter 2018-19 the Trust is entering into competitive 
tender process for the supplies of the Volunteers Café.  The 
requirements of the 2018-19 CQUIN will be built into the 
contract requirements: 
•    80% of drinks lines stocked must be sugar free 
•    80% of confectionery and sweets do not exceed 250 kcal 
•    At least 75% of pre-packed sandwiches and other 

savoury pre-packed meals (wraps, salads, pasta salads) 
available contain 400kcal (1680 kJ) or less per serving 
and do not exceed 5.0g saturated fat per 100g. 

 

  

 
 
 
 
 

 
 



  

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/05/P-08 

 

SUBJECT:   SAFEGUARDING ANNUAL REPORT  

DATE:          MAY 2018   

PURPOSE:  

 Tick as applicable   Tick as applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: 
Jayne Axe, Named Nurse Safeguarding Children 

Gill Pepper, Named Nurse Safeguarding Adults 

SPONSORED BY: Heather McNair, Director of Nursing & Quality 

PRESENTED BY: Heather McNair, Director of Nursing & Quality 

STRATEGIC CONTEXT 

 
There is a requirement for the Board to receive an Annual Safeguarding Report in order to be 
provided with assurance of the safeguarding arrangements within the Trust. 
 
 

EXECUTIVE SUMMARY 

 
This Annual Report provides assurance that the Trust has effective systems and processes in 
place to safeguard patients who access services in the Trust and demonstrates that the Trust 
is meeting its statutory responsibilities in relation to safeguarding. It details any risks identified 
with the mitigating actions. 

 

RECOMMENDATIONS 

The Board is asked to receive, review and endorse the attached report. 
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BHNFT Safeguarding Annual Report 
 
Contents  
 
1.0 Introduction 

2.0 Background 

3.0 Safeguarding Responsibilities (Executive Team) 

4.0 Governance Arrangements 

5.0 Care Quality Commission 

6.0 External Scrutiny 

7.0 Policies, Procedures and Guidelines 

8.0 Education and Training 

9.0 Safeguarding Children Supervision 

10.0 Multi-Agency Reviews 

 10.1. Safeguarding Adult Reviews and Learning 

 10.2 Serious Case Reviews 

 10.3 Domestic Homicide Reviews 

 10.4 Managing Allegations made against Members of Staff 

 10.5 Multi Agency Risk Assessment Conference and Domestic Abuse 

 10.6 Child Death Overview Panel 

11.0 Audit and Effectiveness 

12.0 Learning Disabilities 

13.0 Looked after Children 

14.0 Safeguarding Adults Referrals and Outcomes 

15.0 Safeguarding Children and Midwifery Activity 

16.0 Female Genital Mutilation 

17.0 Mental Capacity Act (MCA) 2005 

18.0 Human Resources 

 18.1 Disclosure and Barring Scheme Checks 

 18.2 Safer Recruitment Training 

19.0 Conclusion 
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1.0 Introduction 
 
1.1 The Trust is committed to the principle that safeguarding is everybody's business and 

that all staff have a duty to recognise and manage abuse.  This report informs the 
Trust Board of the responsibilities delivered by the Safeguarding Teams.  It is a 
combined report of the Safeguarding Children and Adult Teams and reflects close 
working between the two teams.  The report provides assurance that the Trust has 
effective systems and processes in place to safeguard patients and demonstrates that 
the Trust is meeting its statutory responsibilities in relation to safeguarding.  We 
continue to deliver the safeguarding agenda effectively and identify risks and 
mitigation. 
 

1.2 The Trust continues to deliver the standards for safeguarding as outlined by 
Section 11 of the Children’s Act 2004 arrangements and requirements for 
safeguarding set out by Barnsley Safeguarding Children’s Board (BSCB) and 
Safeguarding Adult Board.  The Care Quality Commission inspection of the Trust 2017 
highlighted areas of concern for Safeguarding Children and Adults.  These concerns 
raised are discussed in Section 5 of this report. 

 
2.0 Background 
 
2.1 Safeguarding remains everyone's responsibility.  In health, this requirement is part of 

the NHS Contract and further underpinned by our duties under Section 11 of the 
Children Act 2004, Working Together 2015, Mental Capacity Act 2005, and the Care 
Act 2014 

 
3.0 Safeguarding Responsibilities (Executive Team) 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

Chief Executive Trust Board 

Director of Nursing and Quality 
(Executive Lead for Safeguarding 

Adults and Children) 

Deputy Director of Nursing 
(Lead for Safeguarding Adults) 

Named Nurse Children 1.0 wte 

Named Midwife 0.5 wte 

Safeguarding Advisor Children 
0.75 wte 

Named Doctor Safeguarding  

Designated Doctor 
Safeguarding 

Designated Doctor Looked 
After Children  

Barnsley Safeguarding 
Children Board Representative 

Chair Safeguarding Steering Group 
and Representative on Quality and 
Governance Committee  

Barnsley Safeguarding Adults 
Board Representative 

Barnsley Safeguarding 
Children Board Sub Groups  

Named Nurse 
Adults 1.0 wte 
 
Learning Disability 
Liaison Nurse 1.0 
wte 

Barnsley Safeguarding 
Adults Board Sub 
Groups  
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4.0 Governance Arrangements 
 
4.1 As the organisation chart demonstrates the Trust is represented and is an active 

partner of the multi-agency safeguarding arrangements.  This is supported 
operationally by the Safeguarding Steering Group.  The Steering Group is chaired by 
the Director of Nursing and Quality and attended by appropriate Trust representatives 
(see appendix 1 for ToR).  It meets on a quarterly basis and is responsible for 
overseeing delivery of the safeguarding agenda, and associated work streams, in line 
with statutory requirements.  Data is provided via a dashboard and includes 
information on training, supervision and case reviews.  The dashboard has been 
reviewed this year with the CCG Designated Nurses for Children and Adults to ensure 
that we are reporting appropriately.  

 
5.0 Care Quality Commission 
 
5.1 Following the Care Quality Commission inspection in October and November 2017, 

the Care Quality Commission issued three requirement notices to the Trust.  The 
requirement notices relate to breaches of three legal requirements in urgent and 
emergency care and children and young people services. 

 
5.2 The Care Quality Commission identified safeguarding concerns relating to the safety 

and associated risk assessment of adult’s and children experiencing mental health 
issues whilst in the care of the Trust.  Concerns were identified in relation to the 
oversight and recording of child safeguarding concerns by the Safeguarding Children’s 
Team. 

 
5.3 The Trust was required to respond by means of an action plan outlining what actions 

the Trust would take to meet these requirements.  The action plan has been 
developed and the plan was formally submitted to the Care Quality Commission 
(Appendix 2).  Governance and assurance in relation to implementation of the action 
plan is monitored by the Safeguarding Steering Group.   

 
6.0 External Scrutiny 
 
6.1 As an NHS Trust, it is incumbent on us to meet the requirements stipulated under 

Section 11 of the Children Act (2004).  Self-assessments against these requirements 
are completed on an annual basis and submitted to the Barnsley Safeguarding 
Children Board for scrutiny. 

 
6.2 The ‘Confirm and Challenge’ meetings held by the Barnsley Safeguarding Children 

Board to monitor compliance of Section 11 praised the comprehensive completion of 
the Section 11 report.  There were no concerns raised regarding compliance.  The 
Trust self assessed one area as amber but this was reassessed by Barnsley 
Safeguarding Children Board Chair as green and fully compliant. 

 
6.3 The Trust completed a self-assessed Adult Safeguarding Assurance Tool for Barnsley 

Safeguarding Adult Board, which was subject to scrutiny from the Board.  There were 
no concerns identified. 

 
 
 
 
 
 
pg. 4 

Z:\Meetings\-- Board & Governance Committees\Board\Meetings - Current Year\05_May 2018\Public\08_Safeguarding Annual 
Report.Doc 



7.0 Policies, Procedures and Guidelines 
 
7.1 Policies, Procedures and Guidelines are in place to support and guide staff and an 

audit programme is in place to monitor adherence and effectiveness.  The following 
policies have been introduced in 2017/2018: 

 
• Barnsley Safeguarding Adult’s Board – Adult Safeguarding, People in Position 

of Trust Policy 
 

• Barnsley Safeguarding Children’s Board – Multi-Agency joint bruising protocol 
for pre-mobile infants. 

 
The following Trust Policies were reviewed and updated: 
 
Adults 
• Mental Health Act and Detention of Individuals Policy 
• Deprivation of Liberty Safeguards Policy 
• Positive and Proactive Care Policy 
• Adult Safeguarding Policy 

 
Children 
• Safeguarding Training Strategy – Combined adults and Children 
• Safeguarding Children Policy 
• Allegations against staff 
• Domestic Abuse Policy 

 
8.0 Education and Training 
 
8.1 The Safeguarding Teams provide safeguarding training for every member of staff with 

a mandatory requirement for a three yearly update.  The intention of training is to 
ensure all staff have awareness of the requirements and their responsibilities in 
relation to safeguarding.  The training provision includes Prevent and Mental Capacity 
Act training for staff. 

 
8.2 The Care Quality Commission inspection highlighted a concern that not all Paediatric 

Nurses working predominantly in adult areas had been included in the Level 3 
competency requirements.  The relevant practitioners have been identified and a 
programme of training is underway. (CQC action plan Appendix 2). 

 
 
Training Compliance 2017/2018 
 

Training Percentage 
Compliant 

Target  RAG  

Safeguarding Adults (Patient Contact) 85% 90% AMBER 

Safeguarding Adults (Non-Patient Contact) 94% 90% GREEN 

Mental Capacity Act and DoLS (Patient Contact) 92% 90% GREEN 

Learning Disabilities Awareness  75% 90% RED 

Prevent  85% 95 % by December 2018 GREEN 

Safeguarding Children Basic Awareness (Non patient 
Contact) Level 1 

92% 90% GREEN  

Safeguarding Children Basic Awareness (patient 84% 90% AMBER 
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Contact) Level 2 

Safeguarding Children Level 3   81% 90% AMBER 

 
Safeguarding Adults Training 
 
8.3 Compliance has been sustained from the previous year across all training.  

Compliance is on target with the exception of Adult Safeguarding training for staff with 
patient contact.  

 
8.4 There is a plan in place to address compliance for staff with patient contact; this 

includes bespoke training for specific teams and promotion of the electronic learning 
package when appropriate. 

 
8.5 As a result of training there has been a substantial increase in the number of adult 

safeguarding concerns being recognised by staff across the Trust.  
 
8.6 NHS England requires 95% of staff to have Prevent Training by December 2018 and 

there is a training plan in place which is currently on track to achieve the percentage 
required.  

 
Learning Disability Training 
 
8.7 Learning Disability Awareness training compliance is below target, however this has 

improved in Quarter 4.  Additional training sessions are in place and an e-learning 
package has been developed and is available for staff. 

 
Safeguarding Children Training 
 
8.8 Level 1 training compliance continues to be sustained at or above the competency 

requirement.  
 
8.9 Due to issues with the e-learning system Level 2 training compliance has declined 

from the previous year.  Training compliance is expected to improve now the problems 
with the system have been resolved.  Additional face to face Level 2 training sessions 
were provided to off set the decline in compliance. 

 
 
8.10 Level 3 training is delivered externally and the Trust’s Safeguarding Children’s Team 

contribute to this provision.  The trust is reliant on the accurate reporting of attendance 
to monitor compliance.  In 2017 a new electronic system (POD) was introduced for 
booking and monitoring attendance at training.   It has been acknowledged that there 
are issues with the system and this is being monitored by Barnsley Safeguarding 
Children’s Board. 

 
8.11 The Safeguarding Children’s Team are providing a Level 3 training programme for 

Adult Emergency Department Nurses in order to increase compliance. 
 
8.12 A Safeguarding Children bi-annual newsletter was produced and disseminated to all 

Trust staff via communications to provide updates and raise awareness of 
contemporary issues, learning from reviews, services and pathways. 
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9.0 Safeguarding Children Supervision 
 
9.1 Safeguarding supervision is an essential component of good safeguarding 

arrangements.  The Trust has a policy, which is in line with national guidance (Working 
Together to Safeguard Children 2015).  Staff in relevant areas access supervision as 
per Trust Policy.  Supervisors have been trained to NSPCC standards.  Compliance is 
routinely monitored by the Safeguarding Children’s Team and the Safeguarding 
Steering Group. 

 
9.2 Compliance for this reporting period has been variable with a drop below the target of 

90% for Midwives and Community Nurses.  This was in part due to pressures around 
staffing and clinical activity.  Work was undertaken with team managers and 
supervisors to stress the value and importance of supervision.  Performance is now on 
target with a plan in place to achieve the target level of 90% by the end of this quarter 
period. 

 
9.3 The provision of ad-hoc supervision, advice and support remains in place for staff. 
 
 
 
 
 
 
 
 
 
 
10.0 Multi-Agency Reviews 
 
10.1 Safeguarding Adult Reviews and Learning 
 

10.1.1 There have been four cases considered by Barnsley Safeguarding Adult Board 
Executive Panel for Safeguarding Adult Reviews (SAR).  Of the four cases 
considered, one case progressed to a SAR, however the Trust had no 
significant involvement with the adult.  Learning Lessons reviews have been 
commissioned for the remaining three cases.  The findings of the learning 
lessons reviews are expected in June 2018. 

 
10.1.2 There have been two adult learning lesson reviews completed this year, there 

was no specific learning identified for the Trust. 
 
10.2 Serious Case Reviews (SCR) 
 

10.2.1 There have been no SCRs in this period.  However one SCR, Child R, who died 
in 2015 was finalised and published in March 2018.  There were no specific 
learning points or actions for Trust. 

 
10.2.2 The Trust’s Safeguarding Children’s Team contributed to the quarterly Barnsley 

Safeguarding Children Board Serious Case review Sub-group where learning 
from the local, regional and national SCR’s is discussed in relevance to 
Barnsley. Learning from the Sub-group has been discussed at the 
Safeguarding Steering Group and disseminated to staff via supervision, training 
and newsletters.  

 

Annual Compliance for Safeguarding Children Supervision 
 Q1 Q2 Q3 Q4 
Community midwives 85% 64% 89% 65% 
Community Children’s Nursses 89% 54% 100% 100% 
Emergency department paediatric nurses 100% 100% 100% 80% 
Named Nurses / Midwife 100% 100% 100% 100% 
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10.3 Domestic Homicide Reviews (DHR) 
 

10.3.1 The Trust is a member of the Barnsley DHR arrangements and participates fully 
to investigate and learn the lessons from reviews.  This year has seen one DHR 
commissioned by the Community Safety Partnership.  The Trust completed an 
Individual Management Review (IMR) as part of the overall DHR. 

 
10.3.2 The DHR was completed and submitted to the Home Office for scrutiny in June 

2017. 
 
10.3.3 The review identified two recommendations for the Trust.  The 

recommendations were for staff to understand the subtle indicators of possible 
domestic abuse and how to ask about domestic abuse in a sensitive way and 
manage any disclosure made.  The second recommendation was to ensure 
staff ask about children and other dependents when patients attend the 
Emergency Department. 

 
10.3.4 Following the recommendations, an action plan was developed and 

implemented. The action plan is monitored by the Safeguarding Steering Group 
and there are no concerns with achieving the recommendations identified in the 
review.  

 
10.4 Managing Allegations made against Members of Staff 
 

10.4.1 The Policy for Managing Allegations against Staff was reviewed and revised in 
August 2017.  During 2017/2018 the LADO process in relation to children was 
initiated on 2 occasions.  Both cases were related to historical incidents outside 
of the Trust. 

 
10.4.2 Barnsley Safeguarding Adult Board have approved the Person in Position of 

Trust Policy (PiPoT) for the management of adult safeguarding allegations 
against staff in March 2018.  There have been one allegation managed within 
the PiPoT Policy.  The allegation was unsubstantiated. 

 
10.5 Multi Agency Risk Assessment Conference (MARAC) and Domestic Abuse (DA) 
 

10.5.1 MARAC arrangements are in place to manage high risk victims of DA.  There 
has been an increase of 32% in the number of cases discussed at MARAC this 
year.  The increase has resulted in a significant impact on workload for the 
Safeguarding Teams. 

 
10.5.2 During 2017/2018 Trust referrals to MARAC increased by 76%.  This would 

indicate that training has been effective and staff are recognising and adhering 
to the Domestic Abuse Policy and Procedures. 

 
10.6 Child Death Overview Panel (CDOP) 
 

10.6.1 In accordance with Working Together to Safeguard Children (2015) and 
Children Act (2004) Barnsley Safeguarding Children Board CDOP review the 
deaths of all children from the local area, expected and unexpected.  

 
10.6.2 The Trust’s Safeguarding Children’s Team are responsible for notifying the 

death to all professionals involved with the child, co-ordinating and facilitating 
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the rapid response meeting to ensure an early multi-agency response to all 
unexpected child deaths and to ensure a co-ordinated approach. 

 
10.6.3 During 2017/2018 there were 28 child deaths, 10 expected and 18 unexpected.  

There were no issues identified for the Trust. 
 
11.0 Audit and Effectiveness 
 
11.1 A programme of adult safeguarding audits has been agreed.  Multi-agency audit of 

individual cases with emphasis on Making Safeguarding Personal and an audit of the 
quality of concern forms has been undertaken.  Audit results are monitored by the 
Safeguarding Steering Group and Performance and Quality Assurance Subgroup of 
Barnsley Safeguarding Adult Board.  The audits identified no concerns for the Trust. 

 
11.2 Safeguarding Children and Midwifery Team have undertaken a programme of Trust 

specific and Multi-agency audits that are monitored at both the Trust Safeguarding 
Steering Group and Barnsley Safeguarding Children Board Sub-groups.  These 
include audits of maternity pre-birth pathway, Non-accidental Injury process, staff 
compliance to safeguarding procedures. 

 
11.3 During 2017 Barnsley Safeguarding Children Board introduced several sub-

commitees each of which set a programme of 4 audits per year that primarily ensure 
policy and processes are being followed; information sharing is robust and that multi-
agency working is effective in keeping children safe. No concerns were identified for 
the Trust. This has resulted in significant workload pressures for the Safeguarding 
teams involved. the concern has been raised and acknowledged by chair of the 
Performance, Audit & Quality Assurance Sub- Committee who has agreed to review 
the programme. 

 
11.4 A Trust programme of safeguarding children and midwifery audits has been planned 

and agreed for 2018/2019. 
 
12.0 Learning Disabilities 
 
12.1 In November 2016 NHS England commenced the Learning Disability Mortality 

Review (LeDeR) process.  The Trust has established a process for the reviews to be 
undertaken and submitted to NHS England.  

 
12.2 In 2017/2018 the Trust conducted 6 reviews.  
 
12.3 There is a well established interface with the structured mortality review and LeDeR 

process.  Learning from reviews is disseminated to the Mortality and Safeguarding 
Steering Groups.  No concerns have been identified for the Trust as a result of the 
reviews. 

 
12.4 The Care Quality Commission report identified no areas of concern in relation to the 

care of patients with a learning disability. 
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13.0 Looked after Children (LAC) 
 
13.1 Children often enter the care system with a worse level of health than their peers, in 

part due to the impact of poverty, poor parenting, chaotic lifestyles and abuse or 
neglect.  They may also have missed out on routine health surveillance and health 
promotion.  A Consultant led service, with regular weekly clinics, provides holistic, 
comprehensive initial health assessments and personal Healthcare plans to children 
coming into care; in line with statutory guidance.  Statutory time scales are achieved 
in the majority of assessments and clear processes are in place to minimise 
avoidable delays. 

  
13.2 Please see below for details of children/young people seen this year: 
 

Barnsley 
Children/YP 
offered 
appointment 

Children/YP 
seen 

Seen and 
Paperwork 
completed 
within 20 
working days 

Not seen 
within 
statutory 
timeframe 

Reason for 
not being 
seen 
within 
timescale 
due to 
(BHNFT)  

Reason for 
not being 
seen within 
timescale 
due to 
(Social Care/ 
other) 

Other 
(child ran 
off from 
app, child 
in hospital, 
carer 
cancelled 
due to 
snow) 

 
154 
(31 changed 
app, 7 
appointments no 
longer 
necessary, 1 
DNA) 

 
115 

 
86 (74.8%) 
 
 
 
 
 
 
 

 
29 (25.2%) 

 
2 

 
24 

 
3 

Children from 
Out of area 
placed in 
Barnsley 
offered 
appointment 

Children/YP 
seen 

Seen within 
20 working 
days 

Not seen 
within 
statutory 
timeframe 

Reason for 
not being 
seen 
within 
timescale 
due to 
(BHNFT) 

Reason for 
not being 
seen within 
timescale 
due to 
(Social Care) 

 

36 
(3 changed app, 
3 DNA, 4 no 
longer 
necessary) 

26 12 (46.2%) 14 (53.8%)  14(informed 
late) 

 

 
 
13.3 Two Consultant Community Paediatricians provide the role of the Medical Advisor to 

the Adoption Panel, with one Consultant also fulfilling the role of Designated Doctor 
for Looked After Children.  Responsibilities are clearly set out in the Intercollegiate 
document (2015)*.  There is a close working relationship with the rest of the 
Safeguarding Team and with other health Trust’s in Barnsley, Primary Care, the CCG 
and the Local Authority. 

 
13.4 Training and supervision for health professionals, who undertake Health 

Assessments, is provided as well as multiagency training.  Performance is reviewed 
regularly and shared with appropriate services to enable continuous multiagency 
improvement. 
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13.5 The link to neighbouring Trusts is strengthening, with the aim to work on common 
guidelines and pathways.  

 
*Looked after children: Knowledge, skills and competences of healthcare staff INTERCOLLEGIATE ROLE FRAMEWORK March 2015 
 
 

14.0 Safeguarding Adults Referrals and Outcomes 
 
14.1 During 2017/2018 the Trust’s Safeguarding Adults Team received 524 adult 

safeguarding concerns from staff.  This is a substantial increase from 471 concerns 
raised last year and reflects an increased awareness around adult safeguarding.  
The nature of the concerns range from low level safeguarding concerns which 
require oversight only to those which require an assertive safeguarding response. 
The majority of concerns relate to self-neglect and substance misuse and originate 
from the Emergency Department.  All concerns are reviewed by the Adult 
Safeguarding Team. 

 
14.2 From the 524 initial concerns, 53 were taken into formal Safeguarding Adult process 

and resulted in a safeguarding investigation (Section 42 Enquiry.)  The remaining 
concerns were managed with proportionate multi agency working underpinned by the 
principles of the Care Act 2014.  

 
14.3 From the 53 adult safeguarding enquires, 18 involved safeguarding concerns related 

to the care provided within the Trust.  This is the same number as the previous year. 
The majority of concerns about hospital care were raised by care home managers 
and community nursing teams and relate to information provided on discharge from 
hospital. There has been no abuse substantiated.  However, action plans are 
developed when learning is identified. 

 
14.4 In line with NHS England Protocol (2014) all avoidable grade 3 and 4 pressure ulcers 

are referred for adult safeguarding consideration and action taken as necessary.   
 
15.0 Safeguarding Children and Midwifery Activity 
 
15.1 In July 2017 the Named Nurse Safeguarding Children was successful in her 

appointment to Designated Nurse Safeguarding and Looked After Children for 
Barnsley and a replacement Named Nurse Safeguarding Children appointed to the 
Trust. 

 
15.2  During 2017/2018 the Trust’s Safeguarding Children’s Team recorded 846 contacts 

on their database regarding child safeguarding concerns.  This is not though to 
reflect the full advisory and support workload for the Team.  Many contacts are 
recorded directly into the child’s own hospital records or may not be known to the 
Trust.  The CQC raised a concern regarding the fact that the Safeguarding Children’s 
Team did not have a robust system of recording all concerns related to children 
where there were safeguarding issues.  An action plan regarding this issue forms 
part of the overall CQC action plan that will be monitored via the Safeguarding 
Steering Group. 

 
15.3 Daily visits to the Emergency Department, Ante-natal and Paediatric areas by the 

Safeguarding Children Advisor have been introduced.  This has been welcomed by 
ward staff and Paediatricians.  It serves to increase the visibility of the Team and 
encourage early recognition and response to safeguarding concerns for children and 
families. 
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15.4 A safeguarding children bi-annual newsletter was produced and disseminated to all 
Trust staff via communications to provide updates and raise awareness of 
contemporary issues, learning from reviews, services, pathways and policy. 

 
15.5 During 2017/2018 Barnsley Metropolitan Borough Council (BMBC) commenced a 

review of the Paediatric Liaison Health Visitor post.  Currently the model includes a 
Paediatric Liaison Health Visitor post employed by Health Visiting Services but based 
at and working into Barnsley Hospital NHS Foundation Trust (BHNFT).  Paediatric 
Liaison is the information sharing between the Acute Trust and universal Community 
Services such as Health Visiting and School Nursing of children and young people 
attending the Hospital.  Most commonly this is between the Emergency Department 
and other professionals but may also include in patient areas and the Trust’s 
Safeguarding Children’s Team. 

 
15.6 The Safeguarding Children’s Team have been working closely with the 0-19 Service 

to identify any gaps that changes to the service may create and how these may be 
mitigated.  This includes identifying electronic forms of information sharing to ensure 
both services are practicing within Information Governance Policy. 

 
16.0 Female Genital Mutilation (FGM) 
 
16.1 Female Genital Mutilation Act 2005 introduced a mandatory reporting duty for all 

professionals to report “known cases” of FGM in under 18’s to the Police.  There 
have been no identified cases of FGM in under 18 year olds for the Trust 2017/2018. 

 
16.2 The Trust reported 7 cases of historical FGM in 2017/2018.  This is an increase of 

2 from 2016/2017. 
 
17.0 Mental Capacity Act (MCA) 2005 
 
17.1 The Mental Capacity Act 2005 provides a statutory framework for acting and making 

decisions on behalf of people who lack  mental capacity to make decisions for 
themselves.  

 
17.1 The Adult Safeguarding Team oversee Best Interest Meetings where appropriate.  

This facilitates an objective process, ensuring that the best interest principles are 
followed and supports staff in the application of the Mental Capacity Act. 

 
17.2 The Deprivation of Liberty Safeguards (DoLS) is a key part of the Mental Capacity 

Act and as such, is underpinned by the Mental Capacity Act legal framework.  In 
2017/2018 129 DoLs applications were made and subsequently authorised.  This is a 
decrease of 40 applications from 2016/2017. The decrease is due to the low 
numbers of applications in December 2017 and January 2018. The Adult 
Safeguarding Team continues to support staff with making applications. 

 
17.3 The application form has been amended to make completion less onerous and work 

has commenced with the relevant Nurse Specialists to increase the number of DoLs 
applications. 
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18.0 Human Resources 
 
18.1 Disclosure and Barring Scheme (DBS) Checks 
 

18.1.1 The Trust introduced a contract with Atlantic Data from 1 June 2015 for the 
supply of a web based on line service for the processing of all DBS checks for 
prospective job candidates.  This has speeded up our DBS checking from on 
average 2 weeks to within 5 working days.  The cost of the DBS check and 
Atlantic Data’s admin fee is re-charged to the candidate on appointment by way 
of staggered salary deduction and so the cost is neutral to the Trust. 

 
18.1.2 The Trust introduced a DBS self declaration form as part of the annual 

appraisal process in April 2015.  Appraisers will now be able to log this 
declaration directly onto ESR using the Supervisor Self Service Limited Access 
URP.  Guidance for Appraisers is available on the Trust SharePoint site. 

 
18.2 Safer Recruitment Training 
 

18.2.1  The Recruitment and Selection half day training programme includes safer  
recruitment training.  It ran quarterly last year and was fully subscribed.  It now 
runs as part of the Passport to Management Programme launched in January 
2016 of which there are 5 cohorts planned this year.  All Chairs of interview 
panels have to attend the in house training programme.  At least one panel 
member has to be up to date with their mandatory safeguarding training in 
order to sit on the interview panel and this is verified in the Trust Recruitment 
and Selection Policy. 

 
19.0 Conclusion 
 

Safeguarding is a key priority and as such we continue to work with partner agencies 
to help protect and promote the welfare of children and vulnerable adults.  We will 
continue to ensure appropriate systems and processes are in place, maintain an 
awareness of the role of external regulators, and work with Barnsley CCG and 
Barnsley Metropolitan Borough Council to evidence the required quality assurance 
standards.  The CQC action plan will be delivered in full in the timescales agreed. 
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BoD: May 2018 

  

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD/18/05/P-09 

 

SUBJECT: FINANCE & PERFORMANCE ASSURANCE REPORT  

DATE:   

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 month one is a deficit of £1.527m, which is £0.282m 
favourable to plan. The cash position at the end of the month is £3.502m, £2.302m ahead of 
plan.  The loan funding for April was £0.66m. No funding will be required for May. The capital 
expenditure as at month 1 was £0.29m, which is £0.18m less than planned. 

In terms of the CIP programme £0.362m was delivered against a plan of £0.422m; £0.06m 
adverse to plan. The forecast programme position against target has risen since last month from 
£5,289,626 to £6,438,577 (a rise of approximately £1.15m) which leaves a deficit of £1,501,424 
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against the £7.94m target. Following financial year end calculations it has proved necessary for 
the CIP target to be increased to £8.5m. The Trust’s position compared to this time last year in 
terms of value of schemes in the Programme is extremely positive with the overall programme 
forecast £700k ahead. The committee also received a full review of the 2017/18 CIP programme 
which was excellent and the committee commended the whole Trust on an excellent 
performance. 

In terms of performance the Trust continues to do exceptionally well. The validated position for 
RTT in March showed delivery of the incomplete position at 92.2%, the Trust remains compliant 
against the 62 day cancer standard however the shared pathway performance, Diagnostic wait 
performance remains compliant in excess of the less than 1% target. The 4 hour emergency 
access continues to be an issue with the Trust hitting 90.21% in April but May is currently running 
at 95.78% for the year.  

In terms of People sickness has increased by 0.2% in April to 4.42%, mandatory training is at 
88.2%, appraisals was at 97.9% for medical and 11% for non-medical staff (up to 17 as at 14th 
May) and turnover at 9.5%. The committee also reviewed the IIP Outcome report which, as with 
the CQC report, showed a marked difference in staff views to the Picker survey being far more 
positive and have asked for further investigatory work on this. The full People Strategy and sub 
plans will come to June F&P and help create the new focus on People that the committee ants to 
move to. 

The committee also received reports on:- 

‐ A more detailed Operational plan with waterfall charts showing the underlying Trust 
performance without STF funding. 

‐ Three Business cases in terms of the ED Consultants Business case, the Cardiology 
workforce Business case and the Minor Operations Room Business case. All showed 
good returns either financially, in terms of patient benefit and a quality perspective or all 
three. The Minor Operations Room Business case came to Board so a link to the benefits 
case is provided. 

‐ ICT which gave an update on GDPR, Vitalsigns, Bleep roll out, ICE filing and 
Cybersecurity. 

‐ The BAF and Risk register where the financial and performance risks were reviewed and a 
number of amends made. 

‐ The committees effectiveness review and amended Terms of Reference were discussed 
and will come to Board in June. 

RECOMMENDATIONS  

This report therefore recommends that: 

‐ The Board notes the good start to the year both financially and in terms of 
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 takes assurance that the BAF/CRR are being regularly reviewed. 

‐ The Board signs off the Minor Operations Room Benefits realisation case. 
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Subject: Finance & Performance Committee Assurance Report Ref: BoD:18/05/P-09  

CHAIR’S LOG: Chair’s Key Issues and Assurance Model  

Committee / Group Date 17th May 2018 Chair 
Finance and Performance Committee May 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 committee received a shortened version of the normal report due to year end 
and Audit pressures. The consolidated group position is a deficit of £1.527m, 
which is £0.282m favourable to plan.  This position was driven by activity levels 
being ahead of plan. The main areas of overtrade year to date, before 
adjustments for risk, are, non-elective inpatients £0.171m, critical care £0.146m 
and A&E £0.053m. 
  
However, the increased non-elective activity has led to continued pressures being 
seen within the bed base, through additional escalation wards and nursing agency 
pressures.  It was also noted that the new to follow-up ratio needed to be closely 
monitored as the associated penalty was higher than expected as at month 1. 
  
The full value of the Sustainability and Transformation Funding (now known as 
Provider Sustainability Funding) has been accrued into the position as a result of 
the ED 4 hour wait trajectory being achieved. 
  
CIP is £0.362m against a plan of £0.422m; £0.06m adverse to plan. 
  
The cash position at the end of the month is £3.502m, £2.302m ahead of plan.  
The loan funding for April was £0.66m. No funding will be required for May. 
  
The capital expenditure as at month 1 was £0.29m, which is £0.18m less than 
planned. 
  
The Committee received additional information in relation to the 2018/19 financial 
plan including the normalised year end position for 2017/18, an update on the 
financial pressures and up-sides for 2018/19 which supported the requirement for 
a CIP target of £8.5m in 2018/19.  The profiled statement of comprehensive 
income was also provided for 2018/19.  This generated discussions around 

Board 
For information 
and Assurance 



BoD: May 2018 

Log 
Ref 

Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 
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monthly clinical income levels which need to be achieved to deliver the financial 
plan.  It was acknowledged that the financial plan for 2018/19 was challenging. 

 

2. CIP 

Unfortunately Month 1 actual savings were not finalised in time for the meeting. 
However, the Finance Department have given estimated savings of £361,987 for 
Month 1 which, if correct, would demonstrate a £35,013 deficit against the plan of 
£397,000. Actual Month 1 savings will be reported at Month 2.  

In terms of the 2018/19 Programme position the forecast programme position 
against target has risen since last month from £5,289,626 to £6,438,577 (a rise of 
approximately £1.15m) which leaves a deficit of £1,501,424 against the £7.94m 
target.  

Following financial year end calculations it has proved necessary for the CIP 
target to be increased to £8.5m. This will result in an increase in individual targets 
across CBUs 1, 2 and 3 (new target £1.672m instead of £1.485m each). CBU 
leads were informed at the meeting and the Tracker Dashboard will be revised 
accordingly for next month’s reports. 6 new schemes have been added since last 
month which has maintained the position of 65 schemes in the programme as a 
number had been removed since the last meeting. Of these schemes, 20 are at 
full maturity, with a value of £3,562,177 – an increase of three schemes since the 
last meeting (value £126k) with 45 in pipeline (£2,760,000 at Maturity Level 1 and 
£116,400 at Maturity Level 2).  

The maturity of schemes in the programme had been fully reviewed and it was 
acknowledged that, out of the 45 schemes in pipeline, only 10 had a financial 
value against them, leaving 35 without values. It was therefore discussed that 
existing schemes needed to be worked up to full maturity and the importance of 
doing this at pace was key.  

Further opportunities were requested from the group and two new ideas were put 
forward – capture of payment for -referrals for diagnostic tests to other Trusts and 
an analysis of coding opportunities in electives.  

The Trust’s position compared to this time last year in terms of value of schemes 
in the Programme is extremely positive with the overall programme forecast 
£700k ahead. We are also ahead in terms of level of savings at Month 1 and we 
have approximately £1.1m more of schemes at full maturity. Again it was stressed 
that focus should be given to working up schemes through the maturity levels to 

 
 
 
 
 
 
 
 

Board 
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Committee 

Recommendation/ 
Assurance/ 
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receiving body 
ensure more planned savings are in place from month 4 and also to continue to 
identify new opportunities.  

The committee also received a full review of the 2017/18 CIP programme.  Key 
achievements are detailed below:  

1. A final year end position of £9,362,320 against a plan of £7,800,000 resulting in 
a £1,562,320 overachievement against plan.  

2. Recurrency rate of 67% at year end.  

3. CBUs delivered more savings in 2017/18 than any of the previous three years. 
4. The phasing of forecast savings per month improved further this year with 
savings largely aligned or exceeding plan throughout the year.  

5. CIP Steering Group was well attended throughout the year and was supported 
by the Cost & Productivity Group and Carter Working Group meetings.  

Some issues were experienced throughout the year and lessons can be learned 
for future Programmes:  

1. Development of schemes was delayed again as seen in previous years which 
can undermine Programme assurance in the early months and impacts on the 
first two to three months of actual savings.  

2. Some income schemes did not deliver in full, as forecast additional activity did 
not materialise, but this did not impact the Programme significantly.  

In conclusion, the Cost Improvement Programme was extremely successful for 
the fourth year running in 2017/18 and, in fact, saw the largest overachievement 
against plan to date. Cumulatively the Trust has saved £30.64m over the last four 
years through the Cost Improvement Programme. 

The committee commended the whole Trust and in particular the CIP team on an 
excellent performance.  

3. ToR 

As requested at the previous F&P meeting the Terms of Reference had been 
reviewed to increase the level of focus and the amended ToR will come to Board 
with the changes highlighted for sign off in June along with the committee’s 
effectiveness report. 

Board For assurance 
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receiving body 

4. IPR 

The committee reviewed the IPR focusing on the key performance indicators 
around patient access, people and finance. People will now be picked up 
separately but key issues to come out were as follows:- 

‐ Emergency access & Patient Flow: The 4 hour access standard has not 
been delivered for the month of April (90.2%) however NHSi trajectories 
were met for 2017/18. Non-elective demand remains high, particularly in 
medicine. Significant surges in ED attendances have been observed with 
additional resource in primary care streaming required to tackle high 
attendances, particularly during evening and weekends. Senior operational 
teams remain on site until 2200 daily. Weekend planning sessions have 
been implemented focusing on weekend and public holiday resilience 
across April and May including extraordinary events such as the Tour de 
Yorkshire and May has continued to be very busy although we are 
performing better running at 95.78%.  

‐ RTT: The validated position for March showed delivery of the incomplete 
position at 92.2%. This included individual specialties not compliant in 
Dermatology, Ophthalmology and Trauma & Orthopaedics. All non-
compliant specialties have improvement trajectories in place with T&O and 
Dermatology compliant in June 2018  

‐ Cancer: The Trust remains compliant against the 62 day standard for 
March 2018, however the Trust continues to work with partners to deliver 
compliant shared pathway performance which for March was non-
compliant at 74.4% against the 85% standard. This is unlikely to affect the 
quarter or full year position. 

‐ Diagnostic Waits: Diagnostic wait performance remains compliant in 
excess of the less than 1% standard. In line with plans in cardiology 
diagnostic wait performance has now recovered back to 0.1% against the 
sub 1% diagnostic wait standard for April. 

 

Board 
For information 
and Assurance 

5. People 

The committee spent considerable time reviewing the Workforce Performance 
Report and the accompanying Investors in People outcome report with its 
recommendations and action plan. In terms of workforce:- 

‐ sickness has increased by 0.2% from last month to 4.42%, which is a 

Board 
For information 
and Assurance 
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reverse trend of the previous 2 consecutive months of decrease since the 
peak in January. All CBUs noted an increase in the sickness absence rate 
and remain in red except for CBU3 at 3.95% (in amber). The CBU 
breakdown is as follows; CBU1 at 4.51%, CBU2 at 4.30% and Corporate, 
which for the second consecutive month has seen the largest increase in 
sickness by 0.17% to 4.99%. Additional Clinical Services staff group (which 
has been over 6% for the last 4 months) has seen a decrease of 0.68% 
from last month to 5.62%. However, Estates and Ancillary staff group has 
seen an increase from last month of 2.94% to 7.42%. The highest reason 
for sickness absence is stress/anxiety/depression/other psychiatric  
illnesses with 1135.5 FTE lost, followed by musculoskeletal problems with 
556 FTE lost There were 54 manager and 58 self referrals to OH&WB in 
April (an increase by 9 manager and 21 self referrals compared to March). 
There were 7 stress and 3 MSK fast track referrals (again an increase by 4 
stress and 2 MSK referrals compared to March). Discussion was held 
around specific support for stress which are a full time nurse supported by 
a part time nurse, the Trust has also negotiated an EAP contract with 
Merseycare to supply a 24 hour helpline and other additional resources 

‐ Headcount & FTE: Headcount for month has seen an increase by 29 
people to 3759 with FTE at 2850. Staff Turnover: Turnover rate (excluding 
TUPE transfers) remains static at 9.5% and therefore within the target 
range of between 7 – 10%. There were less leavers than starters in month 
with 41 leavers and 60 starters (compared to 44 starters the previous 
month). 

‐  Mandatory Training: Mandatory training compliance has decreased by 
0.2% from last month to 88.2% and remains in amber. The highest 
compliance remains for Moving and Handling back care awareness at 
97.05% and lowest compliance remains for Resus Paediatric ILS at 
74.31%, however this is an increase from 70% last month by 4.31%. The 
training topic with the highest number of people not in date is Fire, Health & 
Safety with 570 people over due this training (out of 3633 people eligible). 
Followed by Infection Control level 2 with 520 people over due (out of 2466 
people eligible). The CBU breakdown shows three CBUs remain in amber 
this month (Corporate at 86.6%, CBU1 at 85.9%, CBU2 at 88.7%) and 
CBU3 remains in green at 91.5%  
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‐ Appraisals: Medical staff compliance is 97.9%. At the end of the first month 
appraisals compliance for non medical is at 11.7% with 2 months of the 
appraisal window remaining open until end of June 2018. There is weekly 
monitoring of appraisals compliance progress on going throughout the 
appraisals window from April to June 2018. The CBU breakdown for 
appraisals completion as at 30th April is as follows; CBU1 at 35.53%, 
CBU2 at 8.68%, CBU3 at 7.69% and Corporate at 1.90%. 

The committee also received the IIP Outcome report and key highlights were:- 

‐ Leaders and line managers are clear about what is expected of them to 
lead, manage and develop their teams.  

‐ Staff feel empowered to make decisions that are appropriate for their role, 
and are encouraged to look for ways to improve methods of working. 

‐ Consultation is well embedded within the organisation and the Assessor 
was able to speak to representatives from Unions within the Trust.  

‐ Managing performance is clearly embedded with the number of Appraisals 
reported to the Board. 

‐ Reward is determined nationally within the NHS and includes pay 
bandings, good pension, holiday and sick pay entitlement, flexible working 
and the many HR policies available to support people in their job role.  

‐ The organisation has a good track record in developing people, and in 
spite of stretched resources, staff receive ample learning opportunities. 
Provision of mandatory training is good and well reported data was made 
available to the Assessor. 

‐ The organisation is integral to the local area and communities it serves. 
Some staff describe how they themselves have received treatment at the 
hospital and their families and friends have also stayed as an inpatient at 
the Trust.  

‐ When change happens it is communicated in a timely fashion across the 
organisation. There are many communication processes in place; Team 
briefs, F&P May 2018 Investors in People Pack page 116 service briefs, 
team/ward meetings, appraisal, one to one meetings, huddles, intranet, 
Barnsley Buzz, e mails etc. all provide the opportunity to let people know 
about current and future priories.  

‐ This is a Trust with a great deal of pride where people are happy to work 
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and in spite of the many pressures, most people when asked, would not 
want to work. 

A full plan to deal with the recommendations has been developed and will be 
embedded into the existing People plans. 

The committee noted the discrepancy between the very positive feedback from 
the CQC and IIP reports where staff were able to discuss how they felt and the 
staff survey which is a tick box exercise and wondered if this was an area needing 
further exploration. 

The committee received assurance that the long awaited People Strategy and 
plans that sit beneath it will come to the June F&P committee. 

6. Business Cases 

The committee received 3 benefit appraisals for Business Cases presented and 
undertaken over 6 months ago. 

In terms of the Consultant Expansion for the Emergency Department this had 
gone very well. We had successfully appointed 3 Consultants,  2.00 wte 
consultants working the late shift Monday – Friday with one working up to 22:00 
hrs and the on call Consultant working to midnight. The expansion has made the 
department more sustainable increasing quality of care and patient experience. 
The additional benefit since the increase has been the Consultant team being 
able to cover a significant number of middle grade vacancies especially nights. 

In terms of the Cardiology Medical Workforce business case this had again been 
very successful reducing angiography waiting times from over 16 weeks to under 
4 weeks, 1st Outpatient waiting times from over 10 weeks to under 6 weeks, 
pacing procedure waiting times from over 16 weeks to under 6 weeks, Stress, 
Echo and TOE waiting times from over 16 weeks to under 6 weeks, reducing 
length of stay and realising a saving of £80,000 by replacing the locum cover with 
FTE’s. 

In terms of the Minor Operations room Business Case which was opened in 
September 2017, this has increased core capacity across the theatre complex. 
The benefits achieved are as follows:  

‐  Reduced the number of core plus sessions required. In August 2017 there 
were 61 extra theatre sessions compared to 33 in March 2018. 

‐ The RTT position for the surgical specialties has improved by decreasing 
the overall waiting list size. In August 2017 the total waiting list for the 

Board  
For assurance 
and approval 
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surgical specialties was 9108, this reduced to 8389 in March 2018  

‐ Improved patient experience by reducing anxiety for patients attending a 
theatre environment.  

To further increase core capacity and provide flexibility for future proofing the 
Trust elective core programme a separate business case was presented to the 
Executive team in February 2018. This was to fully equip theatre 6 increasing 
core capacity for all specialties. Movement of the emergency theatre will increase 
the laminar flow capacity enabling Trauma and Orthopaedics to expand with no 
additional cost to the Trust. It is anticipated that this will be ready to use in April 
2018. Therefore, all benefits will be achieved in quarter 1 2018/19. 

This business case was over £500k thus needing Board sign off therefore a link 
has been provided to the Business Case for those Board members who weren’t at 
F&P. 
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7. ICT 

The committee received and reviewed the ICT strategy update, a number of  
areas worthy of bringing to the Boards attention were:- 

‐ A GDPR paper that assured F&P that the trust will be ready for legislation 
change on  May 25th 2018. Use of the Information Commissioners: Data 
Protection Self –Assessment Toolkit had demonstrated that our overall 
rating was green with nothing not yet implemented or planned , 11areas 
partially implemented or planned and 15 areas successfully implemented 
with 5 not applicable 

‐ The Vitalsigns Rollout planned in the Emergency Department is agreed 
planned for June 2019.  

‐ In terms of the Bleeps replacement solutions a clinical review group is 
meeting biweekly to work through any concerns. All outstanding issues 
have been added to the action plan and all teams are working on 
resolutions. Definite decrease in incidents. 

‐ The ICE Filing(Actioning) Project has been delayed slightly for paper 
switch off. There have been complications regarding ICE 7 upgrade to 
resolve some error messages. This has been planned in, but has not 
stopped the ICE filing pilot. Work is required on pending orders appearing 
on ICE, also need to be resolved as part of the Winpath upgrades.  

‐ In terms of Cybersecurity a PEN test solution is now in place with 
contracted National Cyber Security Centre Approved supplier. 

Board 
For information 
and Assurance 

8. 
Corporate Risk 
Register/BAF 

Both the BAF and Corporate Risk Register were reviewed with the suggested 
changes requested from the Executive. 

Board 
For information 
and Assurance 

9. 
Committee 
Evaluation 

There has been a delay with the committee’s evaluation of its performance which 
will be undertaken electronically between now and the next F&P meeting and 
presented to June Board along with the amended ToR. 

Board 
For information 
and Assurance 
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SUBJECT: AUDIT COMMITTEE – CHAIR’S LOG 

DATE: May 2018  

PURPOSE: 

 Tick as 
applicable   Tick as 

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

PREPARED BY: 
 
Nick Mapstone, Audit Committee Chair 

SPONSORED BY:   

PRESENTED BY: Nick Mapstone, Audit Committee Chair 

STRATEGIC CONTEXT  

Effective governance. 
 

EXECUTIVE SUMMARY 
 

The committee met on 18 May 2018. 
 

The 2017/18 external audit is nearing completion. 
 

 There are as yet no adjustments necessary to the financial statements. 
 The value for money conclusion is unqualified. 
 The Quality Account is unqualified. 

 
The annual financial statements, annual report and annual governance statement are recommended to the 
Board for approval subject to minor amendments. 
 
The positive messages in the ISA 260 (Financial Statements) and ISA 700 (Quality Accounts) and the 
associated Letters of Representation were noted and subject to any further changes are recommended to 
the Board. 
 
The 2017/18 Head of Internal Audit Opinion is Significant Assurance. 
 
The Director of ICT provided assurance to the committee on the Trust’s management arrangements and 
approach to improving data quality. 

 
RECOMMENDATION  

 

The Board is asked to review and endorse the attached Chair’s Log. 

 



 

Audit Chairs Log 18 May 18 

Subject: AUDIT COMMITTEE ASSURANCE REPORT Ref: BOD/18/05/P-10 

 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
Committee / Group Date Chair 
Audit Committee 18 May 2018 Nick Mapstone 
 

Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate to 

receiving body 

5 
Counter Fraud 

The annual counter fraud report was approved. 
Board Board to note. 

6 

Internal Audit 

 

The committee noted the large number of high and medium risks that were 
outstanding from previous internal audit reviews. The committee noted that an 
electronic tracker of recommendations was being prepared by Internal Audit and 
the Head of Quality and Governance. It will be ready for the July committee 
meeting. This will enable easier tracking in future and allow an assessment of 
whether the outstanding risks are still a material concern. 

 

Action: Internal Audit/HoQG. 

 

The committee reviewed the internal audit report on performance management 
arrangements. Changes to recommendations were agreed.  

 The Trust Operations Group is to report and escalate matters by exception 
to the Finance and Performance Committee.  

 Monitoring of Caesarean sections should fall within the remit of the Quality 
and Governance Committee, and is to be reported via the CBU3 
governance report.  

 The IPR is not at present to be amended to include data quality kite marks. 

Board Board to note. 

7.1 

Head of Internal Audit Opinion  

 

The draft Head of Internal Audit Opinion for 2017/18 provides Significant Assurance 
on the Trust’s governance arrangements and systems of internal control. 

 

Board Board to note. 
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Committee 
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7.1, 7.2, 7.3, 7.4, 
7.5, 7.6, 7.7 
 
 
 

External Audit 

 

The 2017/18 external audit is nearing completion. 
 

 There are as yet no adjustments necessary to the financial statements. 
 The value for money conclusion is unqualified. 
 The Quality Account is unqualified. 

 
The annual financial statements, annual report and annual governance 
statement are recommended to the Board for approval subject to minor 
amendments. 
 
The positive messages in the ISA 260 (Financial Statements) and ISA 700 
(Quality Accounts) and the associated Letters of Representation were noted and 
subject to any further changes are recommended to the Board. 
 

Grant Thornton has set up an internal partner panel to scrutinise the treatment of 
BFS. It has accepted the net VAT valuation for the asset transfers and governance 
arrangements. The panel is to meet again on 22 May to consider whether the BFS 
financial statements are cluttered with too many transactions. Some of the detail 
could possibly be dropped into control accounts. 
 

Good professional relationships with our external auditors continue to be 
maintained. 

Board 
Recommendation to 
Board. 

 
8.1, 8.2 
 
 
 
 

Board Assurance Framework and Corporate Risk Register 

 

No changes to the BAF/CRR were considered necessary. 

 Board to note. 

8.5 

Data quality 
 
The Director of ICT provided assurance to the committee on the Trust’s 
management arrangements and approach to improving data quality. 

 

 Board to note. 

 



 

 
SUBJECT:   INTEGRATED PERFORMANCE REPORT 

DATE:          MAY 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: 

Emergency access & Patient Flow:  
The 4 hour access standard has not been delivered for the month of April however NHSi 
trajectories were met for 2017/18. Non-elective demand remains high, particularly in medicine. 
April A&E attendances are 12.6% higher than April 17/18 and 11.1% above plan. Significant 
surges in Emergency Department attendances have been observed with additional resource in 
primary care streaming required to tackle high attendances, particularly during evening and 
weekends. Senior operational teams remain on site until 2200 daily. Weekend planning 
sessions have been implemented focusing on weekend and public holiday resilience across 
April and May including extraordinary events such as the Tour de Yorkshire. 

 
Referral to Treatment: 
The validated position for March showed delivery of the incomplete position at 92.2%. This 
included individual specialties not compliant in Dermatology, Ophthalmology and Trauma & 
Orthopaedics. All non-compliant specialties have improvement trajectories in place with 
Trauma & Orthopaedics and Dermatology compliant in June 2018. 

 
Cancer:  
The Trust remains compliant against the 62 day standard for March 2018, however the Trust 
continues to work with partners to deliver compliant shared pathway performance which for 
March was non-compliant at 74.4% against the 85% standard. This is unlikely to affect the 
quarter or full year position. 

 
Diagnostic Waits:  
Diagnostic wait performance remains compliant in excess of the <1% standard 
In line with plans in cardiology diagnostic wait performance has now recovered back to 0.1% 
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against the sub 1% diagnostic wait standard for April. 
 
2. Quality of Care: 
 

Patient Safety: 
 
Falls: During the period 1st- 30th April, there were 91 inpatient falls reported and this includes 
18 repeat falls. The majority of falls resulted in no harm or low harm.  

 
Grade 3 Pressure Ulcers: There has been one avoidable  grade 3 pressure ulcers: (there are 
three further Root Cause Analyses being undertaken for this month yet to be determined 
whether avoidable or unavoidable). 

 
Patient Harm: 
No incidents resulting in severe harm  
One incident resulting in death. Cardiac arrest on Ward 17 
Six serious incidents declared 

 
Patient Experience: 
 
Complaints: 32 new complaints received in April. Overall caseload has reduced to below 90 
cases reflective of a reduction in complaints 

 
3. People: 
 

Sickness - has increased by 0.2% from last month to 4.42%. All Clinical Business Units (CBU) 
remain in red (and have done so for between 4—7  months) except for CBU3 at 3.95% and in 
amber. The CBU breakdown is as follows; CBU1 at 4.51%, CBU2 at 4.30% and Corporate at 
4.99%. Additional Clinical Services staff group (which has been over 6% for the last 4 months) 
has seen a decrease of 0.68% from last month to 5.62%. However, Estates and Ancillary staff 
group has seen an increase from last month of 2.94% to 7.42%.  

 
Mandatory Training - has decreased by 0.2% from last month to 88.2% and remains in 
amber. Highest compliance is for Moving and Handling back care awareness at 97.05% and 
lowest compliance is for Resus Paediatric Intermediate Life Support at 74.31%, however this 
is an increase from 70% last month by 4.31%.  
 
Appraisals Medical  - full compliance at 97.9%  

 
Appraisals Non-Medical - at the end of the first month appraisals compliance is at 11.7% with 
2 months of the appraisal window remaining open until end of June 2018. 

 
Staff Turnover- is at 15.55% (inc TUPE transfer) CBU breakdown is as follows; CBU1 at 
10.27%, CBU2 at 8.33% and CBU3 at 13.28% (inc CSSD TUPE transfer to Barnsley Facilities 
Services) Figure excluding TUPE transfer is 9.53% and therefore in green?   

 
4. Finance: 

 
 The planned deficit position is £282k favourable to plan 
 Clinical activity based income is £0.19m favourable to plan before risks and penalties.  

The main variances are outpatient’s income £0.12m adverse to plan, elective and non 
elective income £0.18m favourable.  Other income is broadly to plan. 

 CIP achievement is adverse to plan by £0.06m 
 Cash is £2.3m favourable to plan.  
 Capital expenditure is £0.18m adverse to plan.  



RECOMMENDATIONS 

 
The Board is asked to receive and endorse the latest Integrated Performance Report and the 
proposed approach to continually improving the document over the coming months 
 

 



Created by: Healthcare Information and Insight Service

Title of report: Integrated Performance Report

Executive Lead: Bob Kirton

`

April 2018

Integrated Performance Report 



Ex
e

cu
ti

ve
 S

u
m

m
ar

y

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 2018/19. 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 
April 2018 
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Capital Plan

The planned deficit position is £282k favourable to plan

Clinical activity based income is £0.19m favourable to plan before risks and penalties. The main variances are outpatients income £0.12m adverse to plan, elective and non

elective income £0.18m favourable.  Other income is  broadly to plan.

CIP achievement is adverse to plan by £0.06m

Cash is £2.3m favourable to plan. 

Capital expenditure is £0.18m adverse to plan.

Sickness - has increased by 0.2% from last month to 4.42%. All CBUs remain in red (and have done so for between 4—7 months) except for CBU3 at 3.95% and in amber. The

CBU breakdown is as follows; CBU1 at 4.51%, CBU2 at 4.30% and Corporate at 4.99%. Additional Clinical Services staff group (which has been over 6% for the last 4 months)

has seen a decrease of 0.68% from last month to 5.62%. However, Estates and Ancillary staff group has seen an increase from last month of 2.94% to 7.42%. 

Mandatory Training - has decreased by 0.2% from last month to 88.2% and remains in amber. Highest compliance is for Moving and Handling back care awareness at 97.05%

and lowest compliance is for Resus Paediatric ILS at 74.31%, however this is an increase from 70% last month by 4.31%. 

Appraisals Medical  - full compliance at 97.9% 

Appraisals Non-Medical  -  at the end of the first month appraisals compliance is at 11.7% with 2 months of the appraisal window remaining open until end of June 2018.

Staff Turnover—is at 15.55% (incl TUPE transfer) CBU breakdown is as follows; CBU1 at 10.27%, CBU2 at 8.33% and CBU3 at 13.28% (incl CSSD TUPE transfer to BFS) 
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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

Emergency access & Patient Flow: The 4 hour access standard has not been delivered for the month of April however NHSi trajectories were met 2017/18. Non-elective

demand remains high, particularly in medicine. Significant surges in ED attendances have been observed with additional resource in primary care streaming required to tackle

high attendances, particularly during evening and weekends. April A&E attendances are 12.6% higher than April 17/18 and 11.1% above plan. Senior operational teams remain

on site until 2200 daily. Weekend planning sessions have been implemented focusing on weekend and public holiday resilience across April and May including extraordinary

events such as the Tour de Yorkshire.

RTT: The validated position for March showed delivery of the incomplete position at 92.2%. This included individual specialties not compliant in Dermatology, Ophthalmology

and Trauma & Orthopaedics. All non-compliant specialties have improvement trajectories in place with T&O and Dermatology compliant in June 2018

Cancer: The Trust remains compliant against the 62 day standard for March 2018, however the Trust continues to work with partners to deliver compliant shared pathway

performance which for March was non-compliant at 74.4% against the 85% standard. This is unlikely to affect the quarter or full year position

Diagnostic Waits: Diagnostic wait performance remains compliant in excess of the <1% standard. In line with plans in cardiology diagnostic wait performance has now

recovered back to 0.1% against the sub 1% diagnostic wait standard for April.

Patients Partnerships People Performance  
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Patient 

Experience

Clinical 

Effectiveness

Incidents Resulting in Death

• Cardiac arrest on ward 17

Serious Incidents

 

The six SIs reported in April are as follows

 

• 2018/8428 – ED Performance

• 2018/8591 – avoidable inpatient fall

• 2018/9060 – delayed diagnosis

• 2018/9311 – avoidable grade 3 pressure ulcer

• 2018/8541 – avoidable grade 3 pressure ulcer

• 2018/10339 – confidentiality breach

HSMR

HSMR Rolling 12 month HSMR - March 17 - February 18 is 90.64. FYTD 89.75

SHMI - Q2 July 2017 - September 2017 - 101.0

Pressure Ulcers

Of the six hospital acquired grade 3 pressure ulcers, one has been confirmed avoidable, and two unavoidable. Three RCA investigations are on-going and due to be re-presented at the PU and Falls Forum on 17th May. Although this shows an increase in hospital acquired grade 3 pressure ulcers since last month, so far there has been a reduction in avoidable 

grade 3s, with only one attributable to the escalation ward 29.

There has been a slight reduction in hospital acquired grade 2 pressure ulcers from four to three this month, with all three being deemed avoidable. However, of the avoidable grade 2s, only one was attributable to a ward (again escalation ward 29), with two attributed to the Trust rather than an individual ward.

Ward 29 have developed a harm reduction action plan, which is being monitored through the CBU governance structure. React to Red (RTR) champions have been nominated and will undergo training and support from the Tissue Viability team, and will then cascade both RTR and Traffic Light training within their areas. Safety Huddles have a specific focus on 

patients at risk of, or with pressure ulcers, with a daily checklist being provided to assure senior nursing staff. Further equipment has been purchased to help staff deliver pressure ulcer prevention. Three times weekly Tissue Viability Ward Rounds will recommence from 14th May 2018.

A recent incident involving pressure damage attributed to be the incorrect application of a hospital gown has resulted in an alternative gown being provide by the Facilities department, to avoid further occurrences of this nature.

The Tissue Viability team continue to provide training to Trust staff in pressure ulcer prevention / management, particularly to the high risk and escalation wards, in order to support the Trust objective of reducing avoidable patient harm.

attributable to ward 29.

Falls

There were 91 falls during April, of which 18 were repeat falls.

Falls remain a high concern for the Trust. Falls with moderate harm and above continue to be presented at the falls forum every Thursday. Any concerns around falls are being dscussed at the falls prevention group where there are some proposed changes to the way that we appraoch the prevention and management of falls. 

Patient 

Safety

Complaints

- Two cases are not within agreed timescales – one where the IO has unsuccessfully tried to make contact by phone and we cannot confirm that the complainant  has received an update and (ii) one where it appears from the Datix notes the case has been resolved verbally but we cannot confirm this at the time of the report

- We have fallen back below 90 active cases – the first reduction in the active caseload in many weeks. 

- Although we had an extremely busy April (32 new complaints compared to 7 in April last year), complaint levels appear to have stabilised this month.

Patients Partnerships People Performance  
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Domain KPI Target
Target 

(Month)
Set By Current Qtr. Year to Date May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18

Dementia - Find/Assess 90% (>) National 94.1% 93.6% 92.4% 88.3% 87.2% 89.5% 96.5% 87.4% 87.7% 91.9% 90.6% 94.1%

Dementia - Investigate 90% (>) National 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%

Falls 785 (<) 65 BHNFT 73 73 61 59 52 55 64 90 82 93 80 72 86 73

Multiple Falls n/a BHNFT 18 18 8 13 8 13 14 24 17 26 22 13 18 18

Falls resulting in moderate harm or above 20 (<) 1 BHNFT 0 0 3 4 1 0 2 3 1 6 3 4 7 0

Hand washing 95% (>) National 100% 100% 99.4% 99.9% 98.7% 97.1% 99.8% 99.8% 99.9% 99.7% 99.9% 100% 98% 100%

Pressure Ulcers Grade 3 & 4 (Avoidable) 0 0 BHNFT 1 1 0 2 1 2 0 0 2 0 3 1 2 1

Pressure Ulcers Grade 2 (Avoidable) 0 0 BHNFT 3 3 2 4 1 2 0 0 3 3 4 4 3 3

Hospital Acquired Clostridium Difficile 13 (<) 1 NHSE 0 0 0 1 0 1 1 0 1 0 2 3 3 0

MRSA Bacteraemia 0 0 NHSE 0 0 1 0 0 0 1 0 0 0 0 0 0 0

MSSA 0 0 NHSE 11 0 0 2 1 1 2 2 1 0 0 1

E.coli 0 0 NHSE 17 0 2 2 1 1 2 1 2 3 1 2

Q - Never Events - Reported in Month 0 0 NHSE 0 0 0 0 0 0 0 0 1 0 1 0 0 0

Q - Serious Incidents - NHSE 6 6 5 6 7 3 5 7 3 1 7 5 1 6

Q - Total Number of Incidents Resulting in Death 0 0 National 1 1 0 1 0 0 1 0 1 0 2 3 2 1

Q - Total Number of Incidents Resulting in Severe Harm 0 0 National 0 0 3 2 2 0 0 2 1 1 1 3 4 0

Q - Percentage of Incidents Causing Harm 28% (<) BHNFT 0.0% 0.0% 4.8% 7.3% 5.2% 5.4% 5.2% 9.5% 9.1% 10.1% 8.2% 9.9% 11.1% 0.0%

Q - Total (All) 7400 (>) 617 BHNFT 613 613 666 614 574 607 574 705 668 661 850 680 684 613

Q - FFT Positivity Rates - ED
G >87.5%, A >=82.5%-87.5%, R 

<82.5% (> )
BHNFT 87% 87% 84.3% 83.9% 82.3% 86.6% 90% 86.5% 85.7% 85.6% 90.5% 89.4% 85% 87%

Q - FFT Positivity Rates - IP
G >87.5%, A >=82.5%-87.5%, R 

<82.5% (> )
BHNFT 98% 98.1% 97.6% 96.8% 96.1% 99.1% 96.2% 96.9% 97.1% 97.5% 95.8% 98.4% 98.9% 98.1%

Q - FFT Positivity Rates - OP
G >87.5%, A >=82.5%-87.5%, R 

<82.5% (> )
BHNFT 94.2% 94.2% 95.3% 95.2% 95.5% 95.5% 96.4% 94.5% 94.9% 96.5% 95.9% 95% 95.5% 94.2%

Q - FFT Positivity Rates - MAT
G >87.5%, A >=82.5%-87.5%, R 

<82.5% (> )
BHNFT 96.6% 97% 99.5% 97.3% 99.6% 95.3% 98% 97.5% 99.2% 98.5% 96.5% 98.2% 100% 97%

Q - Complaints closed within target % G >90%, A >=70%-90%, R <70% (>) BHNFT 81.8% 81.8% 93.3% 92.3% 94.7% 95.8% 94.7% 88.9% 94.4% 87% 93.3% 88.9% 87.5% 81.8%

Single Sex Breaches 0 0 National 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

VTE Screening Compliance 95% (>) NHSE 97.2% 97.2% 86.6% 86% 86.9% 91.6% 93.2% 98.5% 98.8% 97.8% 98.2% 97.7% 98.0% 97.2%

Recorded Medication Incidents 400 (<) 33 National 32 32 34 21 33 31 38 28 24 21 32 38 35 32

Recorded Medication Errors - Causing harm 10 (<) 1 National 0 0 1 1 1 1 3 1 0 1 4 6 8 0

Q - HSMR (Rolling 12 months) Latest Data is February 2018 100 (<) 100 (<) National 95 95 95 93 94 94 93 93 92 92 89 91

Crude Mortality - 80 98 75 70 71 83 94 113 129 109 104 105

SHMI (Rolling 12 months) Latest Data is September 2017 105 (<) 105 (<) National 99 102 100 101

Q - HSMR (Financial Year to date) - April 17 - February 2018 100 (<) 100 (<) 90 93 84 84 81 83 83 82 84 86 88 87 90

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 

Quality Performance Scorecard

Patients will experience safe care

Patient Safety

Patient Experience

Clinical 

Effectiveness

Patients Partnerships People Performance  
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Domain KPI Target
Target 

(Month)
Set By Current Qtr.  Year to Date May-17 Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18

Staff Turnover (Rolling 12 months) G <=10%, A >10%-11%, R >11% (<) BHNFT 9.5% 9.5% 9.2% 9.3% 9.2% 9.3% 9.1% 9.2% 9.1% 9.0% 9.5% 9.5% 9.6% 9.5%

Appraisals - Medical G >90%, A >=70%-90%, R <70% (>) BHNFT 96.9% 96.9% 100.0% 97.8% 98.9% 98.3% 99.4% 97.7% 98.4% 97.3% 97.4% 96.8% 96.9% 96.9%

Appraisals - Non Medical G >90%, A >=70%-90%, R <70% (>) BHNFT 91.0% 91.0% 30.9% 93.1% 98.9% 94.6% 93.7% 93.4% 92.7% 92.6% 92.3% 91.7% 91.0% 91.0%

Mandatory Training G >90%, A >=85%-90%, R <85% (>) BHNFT 88.4% 88.4% 88.2% 88.5% 87.7% 87% 87% 87.1% 87.1% 86.9% 87.7% 88.1% 88.4% 88.4%

Sickness Absence
G <=3.75%, A >3.75%-4.25%, R >4.25% 

(<)
BHNFT 4.3% 4.3% 3.5% 3.7% 4% 3.6% 3.9% 4.3% 4.7% 5.1% 5.8% 4.6% 4.3% 4.3%

RTT Incomplete Pathways (March 2018) 92% (>) National 91.9% 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 95.8% 95.8% 94.2% 96.3% 95.8% 95.9% 95.5% 96.6% 96.7% 96.2% 95.8% 95.1%

Q - Symptomatic Breast 2 Week Waits 93% (>) National 95.7% 97.2% 90.3% 89% 94.7% 97.6% 100% 97.8% 98.5% 99.1% 96.2% 91.7%

Q - 31 Day - 1st Definitive Treatment 96% (>) National 99.4% 98.4% 100% 100% 98.5% 100% 100% 98.7% 98.6% 98.8% 100.0% 97.8%

Q - 31 Day - Subsequent Treatment (Surgery) 94% (>) National 100% 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%

Q - 38 Day - Inter-Provider Transfer 85% (>) BHNFT 84.2% 87.8% 88.9% 94.9% 86.7% 80% 81% 87.5% 75% 63.6% 85.7% 77.4%

Q - 62 Day - GP Referral to Treatment 85% (>) National 91.8% 88.4% 92.9% 93.1% 92.6% 100% 93.2% 91.1% 89.2% 89.5% 91.1% 90.6%

Q - 62 Day - Screening Referral to Treatment 90% (>) National 92.5% 88.2% 88.9% 100% 85.7% 100% 92.3% 100% 75% 88.2% 96.3% 90.9%

Q - 62 Day - Consultant Upgrade to Treatment 85% (>) BHNFT 88.3% 87.5% 66.7% 81.8% 90.9% 86.7% 85.7% 100% 100% 100% 80% 100%

Emergency % Patients Waiting <4 Hours 95% (>) National 90.3% 90.3% 91.1% 91.8% 95.2% 92.5% 94.6% 87.6% 92.2% 85.9% 85.5% 89.9% 91.1% 90.3%

Average Length of Stay - Elective (Episode) G <=2.42, A >2.42-2.67, R >2.67 (<) BHNFT 2.88 2.88 2.48 2.15 2.66 2.89 2.29 2.16 2.72 2.76 2.28 2.53 2.48 2.88

Average Length of Stay - Non-Elective (Episode) G <=3.44, A >3.44-3.69, R >3.69 (<) BHNFT 2.68 2.68 2.38 2.25 3.29 2.29 2.34 2.39 2.59 2.81 2.74 2.75 2.52 2.68

Re-admissions % 9% BHNFT 9.3% 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 0.6% 0.6% 0.4% 0.7% 0.3% 0.6% 0.7% 1.0% 0.5% 0.5% 0.4% 0.8% 1.1% 0.6%

DNA Outpatient DNA Rates G <=8%, A >8%-10%, R >10% (<) BHNFT 6.8% 6.8% 8.1% 8.9% 9.3% 8.2% 9.0% 7.8% 7.5% 7.8% 7.8% 7.1% 7.8% 6.8%

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

People and Patient Access Scorecard

People will be proud to work for us

Workforce

Performance matters - Key Performance Indicators

Elective Access

Cancer

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)

Gynae IP 

Ward
100% 100% 100% 100% 2.9 2.9 5.8

Registered Nurses

17 88.4% 92.7% 103% 88.0% 3.0 2.4 5.4
Registered Midwives

18 84.6% 96.3% 98.1% 169.6% 3.9 2.7 6.6
Unregistered health care/midwifery care assistants

19 Elderly 72% 80% 112% 95.6% 2.5 4.0 6.5
Unregistered nursing/midwifery auxiliaries.

AMU 81% 88% 98.3% 96.7% 4.1 2.5 6.7

20_ASU 86.6% 81.8% 101.8% 111.0% 2.3 4.1 6.4

24 91.3% 96.2% 98.3% 86.6% 4.3 3.3 7.6

21 89.2% 73.5% 113.2% 91.7% 2.5 2.1 4.7

31/SA 85.1% 96.5% 108.2% 94.9% 4.7 4.2 8.9

32 68.9% 84.8% 106.4% 95.0% 2.8 3.5 6.2

33 83.2% 95.0% 103.4% 125.0% 2.9 3.2 6.1

34 79.0% 88.5% 103.3% 99.7% 6.6 3.3 9.9

ITU 94.7% 60.2% 98.5% - 32.6 1.8 34.4

SHDU 95.9% 69.7% 99.8% - 14.4 3.2 17.5

CCU 94.6% 85.1% 109.4% - 12.6 1.7 14.3

AN/PN 99% 86% 98% 97.2% 6.3 2.2 8.5

Birthing 

Centre
99% 91% 95% 120.0% 28.7 4.8 33.4

37 95% 97% 99% - 6.7 1.2 7.9

15 96% 104% 98% 90.9% 14.3 2.7 17.0

Diabetes/

Endocrinol
64% 69% 102% 109.8% 2.6 2.7 5.3

823 - HAEMATOLOGY

301 - GASTROENTEROLOGY

100 - GENERAL SURGERY

110 - TRAUMA & 

ORTHOPAEDICS

Ave fill rate 

Care staff 

(%)

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

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

N
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300 - GENERAL MEDICINE

192 - CRITICAL CARE 

MEDICINE

501 - OBSTETRICS

420 - PAEDIATRICS

422- NEONATOLOGY

307-DIABETIC MEDICINE

Day

501 - OBSTETRICS

100 - GENERAL SURGERY

110 - TRAUMA & 

ORTHOPAEDICS

320 - CARDIOLOGY

192 - CRITICAL CARE 

MEDICINE

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 the same as last month these are; Ward 19 (Care of the Elderly, 

Ward 32 (Surgery), ward 34 (Orthopaedics) and Ward 22 (diabetes and 

Endocrinology). All wards had over a 80% fill rate for night shift. 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

Patients Partnerships People Performance 
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People - At-a-glance

Patients Partnerships People Performance  

High Level Summary 
 

Sickness  - has increased by 0.2% from last month to 4.42%. All CBUs remain in red (and have done so for between 4—7  

months) except for CBU3 at 3.95% and in amber. The CBU breakdown is as follows; CBU1 at 4.51%, CBU2 at 4.30%  and 

Corporate at 4.99%. Additional Clinical Services staff group (which has been over 6% for the last 4 months) has seen a 

decrease of 0.68% from last month to 5.62%. However, Estates and Ancillary staff group has seen an increase from last 

month of 2.94% to 7.42%.  

Staff Turnover—is at 15.55% (incl TUPE transfer) CBU breakdown is as follows; CBU1 at 10.27%, CBU2 at 8.33% and CBU3 at 

13.28% (incl CSSD TUPE transfer to BFS) Figure excluding TUPE transfer is 9.53% and therefore in green   

Mandatory Training  - has decreased by 0.2% from last month to 88.2% and remains in amber. Highest compliance is for 

Moving and Handling back care awareness at 97.05% and lowest compliance is for Resus Paediatric ILS at 74.31%, however 

this is an increase from 70% last month by 4.31%.  

Appraisals Medical  - full compliance at 97.9%  

Appraisals Non Medical  -  at the end of the first month appraisals compliance is at 11.7% with 2 months of the appraisal 

window remaining open until end of June 2018. 
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People - Trend Analysis 

Awaiting Graph 

Si
ck

n
es

s 
(T

ru
st

 w
id

e)

Tu
rn

o
ve

r 
(B

FS
 O

n
ly

)
St

af
f 

Tu
rn

o
ve

r 
(1

2
 M

o
n

th
s)

Patients Partnerships People Performance  

9



Performance Matters (KPIs)
Operational Efficiency

Readmissions are currently being validated for January - April with Barnsley CCG with the validated data 

available for the May IPR
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The month of April showed a reduction in cancelled operations.  Work continues to improve the number of cancelled procedures on a weekly basis in the trust operations group.
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Diagnostics
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Diagnostic Waits: 

Diagnostic wait performance remains compliant in excess of the <1% standard

In line with plans in cardiology diagnostic wait performance has now recovered back to 0.1% against the sub 1% diagnostic wait standard for April.
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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

• Visit planned to Mid Yorkshire Hospital to review their work stream on SAFER and red 2 green. A ward road show is planned on 15th June to showcase the proposed changes to practice on 

BHNFT ward areas

• 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. As part of this process a data cleansing exercise is taking place in May to evaluate all patients in our bed base

• Bed reconfiguration work stream in final phase a confirm and challenge exercise took place and the completed paper will be presented to ET in May

• 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 May 2018
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Emergency Access and Patient Flow (2)
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Acuity analysis shows an expected downturn in acuity levels of admissions.  This however is somewhat offset by increased volumes of attendance and admissions.
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Emergency Access and Patient Flow (3)
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - 18 Week Referral to Treatment

As stated 

RTT 18 Week Performance - March 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%
Dermatology:

Dermatology remains non-compliant with the incomplete standard at a specialty level, however, continuous improvement has been

seen in performance for four consecutive months as part of a recovery plan:

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) It is expected that Dermatology will be compliant with the 92% incomplete position by the end of June 2018 

4) Further updat eto ET in June 2018

Ophthalmology:

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.

Trauma & Orthopaedics:

Orthopaedics achieved 89.5% against a target of 92% for incomplete pathways. This was as a result of the specialty accumulating a

backlog of patients for elective surgery due to the cancellation of elective activity between 20th December 2017 and 5th February

2018 and again during the first two weeks in March 2018. An improved position is expected for April though validation is still on-

going. The specialty expects to recover the position by the end of June 2018.
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Patients Partnerships People Performance  

Regulatory Performance - Cancer
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62 Day - Screening Programme 
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - Cancer

Graph to follow from Cancer services

Comments
62 Day GP referral to treatment target

The uploaded March performance shows the Trust achieved compliance against the target and this includes the adjusted position. 

Breast Symptomatic

The validated March performance is non-compliant against the standard and this was entirely due to patient choice and capacity reasons (unable to offer second appointment within 14 day window). However the standard was

compliant at Q4 end. 

 

Consultant Upgrades

The uploaded and published March performance shows a compliant position. 

2 Week Wait:

The majority of specialties achieved the threshold for the ‘2 week wait’ target in March with the exception of Skin. This was due to both patient choice and capacity issues (unable to offer second appointment within 14 day

window). 

31 Day Pathways:

The majority of relevant teams achieved compliance across 31 Day pathways in March. However both the Breast and Lower GI pathways were non-compliant against the target due to 1 x medical reason (Breast) and 1 x elective

capacity issue (Lower GI) – which was due to no HDU bed on day and was clinically appropriate.

62 Day Screening 

Overall the 62 Day Screening target was compliant in March.

IPT data in April showed a drop in performance against the 38 Day IPT target from the previous month

A meeting of the Cancer Alliance took place on the 8th May to discuss IPT related issues and to bring further clarity to operational delivery of shared referrals.
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Performance Matters
Activity

17/18 18/19 18/19

Actual Plan Actual Variance %

Elective Day cases 1,916 2,203 2,076 -127 -6%

Elective Inpatients 328 312 260 -52 -17%

Elective Total 2,244 2,515 2,336 -179 -7%

Non Elective 3,125 3,038 3,153 115 4%

Maternity Pathway 592 529 515 -14 -3%

A&E Attendances 6,797 6,890 7,656 766 11%

Outpatients 19,516 25,393 26,019 626 2%

* Please note excess bed days are not included in these figures. 2018/19 Activity Plan

2018/19 Activity Actual

2017/18 Outturn

2018/19 Activity Plan 2018/19 Activity Plan

2018/19 Activity Actual 2018/19 Activity Actual

2017/18 Outturn 2017/18 Outturn
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Obstetric outpatient attendances are excluded as they are covered by the Maternity Pathways
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Performance Matters
Activity

2018/19 Activity Plan 2018/19 Activity Plan

2018/19 Activity Actual 2018/19 Activity Actual

2017/18 Outturn 2017/18 Outturn

Comments:

2018/19 Activity Plan

2018/19 Activity Actual
2017/18 Outturn
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A&E Attendances in April are up 12.6% on April 17/18 with an increase of 11.1% on 18/19 plan

Main areas of underperformance are in Electives. Main area of over performance is A&E.

Elective Inpatients:- Underperformance is mainly due to T&O -37, Colorectal -22, Cardiology -17, Gynaecology -17 and Elderly 

Medicine -16.
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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 312 260 -16.67% -52 312 260 -16.67% -52 EBITDA -1,281 -991 22.64% 290 -1,281 -991 22.64% 290

Day Cases 2,203 2,076 -5.76% -127 2,203 2,076 -5.76% -127 Depreciation -401 -401 0.00% 0 -401 -401 0.00% 0

Non-elective inpatients 3,041 3,156 3.78% 115 3,041 3,156 3.78% 115 Restructuring & Other -21 0 100.00% 21 -21 0 100.00% 21

Outpatients 25,179 25,785 2.41% 606 25,179 25,785 2.41% 606 Financing Costs -106 -135 -27.36% -29 -47 -135 -187.23% -88

A&E 6,890 7,656 11.12% 766 6,890 7,656 11.12% 766 SURPLUS/(DEFICIT) -1,809 -1,527 15.59% 282 -1,750 -1,527 12.74% 223

'Clinical' Activity

Other (excludes direct access tests) 7,570 8,311 9.79% 741 7,570 8,311 9.79% 741 SOFP £'000 £'000 £'000 £'000 £'000 £'000

Total activity 45,195 47,244 4.53% 2,049 45,195 47,244 4.53% 2,049 Capital Spend -467 -287 -38.54% 180 -467 -287 -38.54% 180

Inventory 3,398 3,119 8.21% 279

CIP £'000 £'000 £'000 £'000 £'000 £'000 Receivables & Prepayments 20,425 24,629 -20.58% -4,204

Income 90 156 73.33% 66 90 156 73.33% 66 Payables -25,091 -23,266 -7.27% -1,825

Pay 162 74 -54.32% -88 162 74 -54.32% -88 Accruals -7,739 -7,308 -5.57% -431

Non-Pay 170 132 -22.35% -38 170 132 -22.35% -38 Deferred Income -914 -1,381 51.09% 467

Total CIP 422 362 -14.22% -60 422 362 -14.22% -60

Cash & Loan Funding £'000 £'000 £'000 £'000 £'000 £'000

INCOME £'000 £'000 £'000 £'000 £'000 £'000 Cash 1,200 3,502 191.83% 2,302

Clinical (Activity) 10,096 10,283 1.85% 187 10,096 10,283 1.85% 187 Loan Funding 0 -658 -59,910 -59,919 -0.02% -9

Other Clinical 4,280 4,361 1.89% 81 4,280 4,361 1.89% 81

CQUINS 316 328 3.80% 12 316 328 3.80% 12 KPIs

Risks & Penalties 0 -95 -95 0 -95 -95 -7.67% -5.86% -23.55% 1.81% -7.67% -5.86% 23.55% 1.81%

Non Recurrent Income 0 38 #DIV/0! 38 0 38 #DIV/0! 38 -10.83% -9.04% 16.58% 1.80% -10.48% -9.04% 13.77% 1.44%

ST & T Funding 413 413 0.00% 0 413 413 0.00% 0

Other 1,596 1,572 -1.50% -24 1,596 1,572 -1.50% -24

Total income 16,701 16,900 1.19% 199 16,701 16,900 1.19% 199

EBITDA %

Deficit %

Use of Resource metric

3 3 0.00% 0

OPERATING COSTS £'000 £'000 £'000 £'000 £'000 £'000

Pay -12,107 -12,195 -0.73% -88 -12,107 -12,195 -0.73% -88

Drugs -1,319 -1,284 2.65% 35 -1,319 -1,284 2.65% 35

Non-Pay -4,556 -4,412 3.16% 144 -4,556 -4,412 3.16% 144

Total Costs -17,982 -17,891 0.51% 91 -17,982 -17,891 0.51% 91

Performance - Financial Overview Performance - Financial Overview

Patients Partnerships People Performance  



Performance Matters - Finance

April 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 favourable to plan year to date excluding Direct Access.  Elective activity including day cases is below plan however non elective  and outpatient activity are above plan.  A&E
is significantly above plan .  Direct Access tests were excluded from the Other activity because large variances in these figures skew the overall activity variance. 

• CIP achievement is adverse to plan by £0.06m

• Clinical activity based income is £0.19m favourable to plan before risks and penalties.  The main variances are outpatients income £0.12m adverse to plan, elective  and non elective income 
£0.18m favourable.  Other income is  broadly to plan. 

• Operating costs are favourable to plan in total.  Pay is £0.09m adverse. 

• Non-pay costs total are £0.18m favourable to plan, which links to activity. 

• EBITDA is £0.29m above plan. 

• Depreciation, restructuring and finance costs are broadly to plan. 

• The overall  deficit is  £0.28m favourable to plan 

• Capital expenditure is £0.18m adverse to plan. 

• Inventory is £0.28m below plan. 

• Deferred income is £0.47m above plan. 

• Cash is £2.3m favourable to plan. 

• Debtor days are 41.9 year to date, which is  7.2 days adverse to plan. 

• Payable days are  97.1 year to date which is  72 days less 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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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/05/P-12

 

SUBJECT:   2017-18 TRUST OBJECTIVES Q4 REPORT 

DATE:          MAY 2018  

PURPOSE:  

 Tick as 
applicable   Tick as 

applicable

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Katherine Sowden, Head of Business Planning & Programmes 

SPONSORED BY: Bob Kirton, Chief Delivery Officer 

PRESENTED BY: Bob Kirton, Chief Delivery Officer 

STRATEGIC CONTEXT 

The annual plan outlines what will be achieved in year 3 of the 5 year strategic plan. As agreed at 
the April 2016 Board, progress against the Trust objectives will be reported to public Board on a 
quarterly basis.  

EXECUTIVE SUMMARY 

 
2017/18 Trust Objectives 
The Trust’s objectives were developed and agreed in April 2017.  This paper presents the 
progress for Quarter 4 of 2017/18 (Appendix 1) and an overall summary for the year. 
 
The Trust has progressed with the objectives outlined under the strategic aims in equal balance. 
There were some challenges and risks but mitigation plans have been implemented where 
possible.   
 
2018/19 Trust Objectives 
The Trust new objectives have been launched in April 2018 and these will be report quarterly 
throughout 2018/19. 
 

RECOMMENDATIONS 

 
That the Board reviews and approves progress on the 2017/18 objectives. 
 
Going forward the Trust need to continue to ensure all objectives are triangulated with other 
sources such as the reports from the assurance committees, the integrated performance report, 
the Board Assurance Framework, the Quarterly Update on Strategic Delivery and other related 
Board reports. 
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Subject: 2017-18 TRUST OBJECTIVES Q4 REPORT Ref: BoD 18/05/P-12

1. STRATEGIC CONTEXT 

1.1 The annual plan outlines what will be achieved in year 3 of the 5 year strategic plan. 
As agreed at the April Board progress against the Trust objectives will be reported to 
public Board on a quarterly basis.  

2. INTRODUCTION 

2.1 The attached report (Appendix 1) outlines all progress against Trust Objectives during 
Quarter 4 of 2017/18.  

3. OVERALL SUMMARY OF 2017/18 PROGRESS 

3.1 We will provide high quality safe care 

The Trust recently achieved a CQC rating of ‘Good’ showing improvement from the 
previous visit.   

A policy has been developed and published in September 2017 which was made 
available to the public on how the Trust will respond to, and learn from, deaths.  
Progress is reported monthly to the Quality & Governance group for discussion. 

All quality improvement targets have been achieved, with the exception of the Sepsis 
six and AKI target.  Year to date has shown inpatient falls resulting in moderate harm 
and above has increased from 2016/17. 

The Trust has developed a Clinical Strategy for the first time which contributes to the 
Trust Strategy 2018-21. 

3.2 We will be the employer of choice and works towards an engaged and motivated 
workforce 

A new People Strategy is in development and work will continue to finalise the 
strategy’s implementation plans.  In addition a Workforce Planning group has been 
established to support the Business Planning cycle. 
 
Work is on-going to improve staff engagement and a monthly People and Engagement 
Group has been created.  The recent staff survey results show improvement in 
experiences of Black, Asian and Minority Ethnic (BAME) staff which will be reflected in 
next year’s Workforce Race Equality Standard (WRES) submission. 
 
Apprenticeships have increased in the Trust and new standards and opportunities 
continue to be developed. 

3.3 We will achieve our financial plan 

A target deficit plan of £10m was achieved by year end and the Cost Improvement 
Programme (CIP) overachieved the £7.8m target realising savings of £9.3m.  This is 
the fourth year running that the Trust has achieved the CIP target. 
 
The Trust also expanded Barnsley Facilities Services (BFS) to include Estates & 
Facilities, Procurement and Decontamination Services.  Reporting arrangements are 
in place to go direct to Board. 
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3.4 We will be the provider of choice for care in Barnsley and beyond 

Elective market share continues to show improvement and by January 2018 showed 
81.5% of the Barnsley market.  The Trusts start position 3 years ago was 55%. 

The overall positivity target rate for Friends & Family Test (FFT) was achieved seeing 
94% against a target of 87.5%.  Patient Did Not Attend (DNA) rate was slightly above 
target but has seen an improvement with the implementation of the patient 
communication portal.  

Two minor operating suites went live at the Trust in September 2017, this has allowed 
the Trust to move patients from a theatre setting and accommodate them in a more 
suitable environment for their procedure to take place. This service has released a CIP 
of £50k and will allow to better manage theatre demand in 2018/19. 

The new Ophthalmology service continued to deliver service improvements throughout 
the year and was split into 3 stages; Mobilisation, Stabilisation and Service Redesign 
& Pathway Implementation.  Due to workforce gaps some delays in the delivery plan 
were experienced but plans are in place to complete by quarter 3 of 2018/19.  The 
service overall has delivered significant benefits and is forecast to achieve over £650k 
in CIP savings, in addition to delivering a better service for the patient. 

3.5 We will make best use of existing and new technology 

The Trust went out to tender to procure a new Electronic Patient Record (EPR) 
system.  The contract has now been signed with System C and an implementation 
plan is awaiting Finance & Performance Committee sign-off in May.  Due to the 
implementation of a new EPR a decision was made to place the ePrescribing 
implementation on hold and this will be incorporated into the wider IT Strategy. 

VitalPac has been implemented in all adult inpatient areas.  Further developments are 
available and an agreement is needed on the next stages of the rollout.  The system 
has proven to be a tremendous success with clinicians around the Trust and has led to 
a culture change in staff groups that are usually resistant to change.    

Funding has been received from the Estates and Technology Transformation Fund 
(ETTF) to the value of £800k.  Further bids have also been submitted for a portion of 
the Local Health and Care Record Exemplar (LHCRE) £75 million bid and the 
Technology Test Bid funds of £7 million. 

3.6 We will work with system partners to support the delivery of all access 
standards 

The development of an improved Emergency Department model while working in 
partnership with the primary care out of hours provider has been implemented at the 
Trust.  The Estates work is nearing completion after some delays were experienced 
but the service is beginning to realise benefits.  The 95% access target was not 
achieved and the year end position was 90.7% which was the agreed re-aligned 
trajectory. 
 
February performance for 62 Day GP referrals shows the Trust achieved compliance 
against the target (against the adjusted position).  The same was also achieved for 
cancer 2 week waits seeing 95.8% by February 2018. 31 day subsequent treatment 
saw 100% achievement throughout the year. 
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62 day wait pathway review is part of Integrated Care Systems (ICS) and positive 
feedback has been received.  Trust continue to work on 62 day pathway with Sheffield 
Teaching Hospitals (STH). 

3.7 We will ensure effective partnership working to provide sustainable health and 
care services for the local population 

Provision of a 24 bed Transition Unit at Barnsley Hospital was commissioned by the 
Clinical Commissioning Group (CCG) and Ward 35 opened on 1st December 2017 
following TUPE consultation and staff transfer from South West Yorkshire Partnership 
Foundation Trust.   The Trust has also established a BREATHE service at the start of 
2018 that is already realising benefits. 
 
The Trust has successfully bid for the Integrated Diabetes service along with the GP 
Federation, this service started in April and will be monitored throughout the year. 
 
The hospital services review has started, all key staff are engaged in the focus areas 
of ED/Acute Medical Unit, Maternity, Paediatrics, Gastro/Endoscopy and stroke.  
Regular updates are being provided to Board and the final report is due May 2018. 
 
Further detail on ICS workstreams to be communicated in May. 

4. RECOMMENDATIONS        

4.1 That the Board reviews and approves progress on the objectives. 

4.2 Going forward the Trust needs to continue to ensure all objectives are triangulated 
with other sources such as the reports from the assurance committees, the integrated 
performance report, the Board Assurance Framework, the Quarterly Update on 
Strategic Delivery and other related Board reports. 

5. CONCLUSION 

5.1 Overall the Trust has progressed with the objectives outlined under the strategic aims. 
There were some challenges and risks but mitigation plans have been implemented 
where possible throughout the course of the year to manage these.   

 

Appendices: 

 Appendix 1  - Trust Objectives 17-18 Q4 Report 

 
 



RAG Key
On Track

Issues but Mitigation in Place

Significant Issues / Delays

Partnerships: Partnerships will be our strength Complete

Performance: Performance matters

ctive 1 Lead Directors Timescale RAG Status Quarterly Progress Update

Simon Enright Sept-17

Sept-17

Jan-18

Mar-18

Green The Policy was published and made available to the public in  September 2017.  The first rep
for inclusion in board papers was in December 2017.  Data and learning points have been 
presented to Q&G since the beginning of Q3.  Reporting to Q&G remains monthly at the req
of the Chair. Reporting to Trust board is quarterly. 

An annual summary from 2017/18 including learning from deaths will go to Trust board and a
narrative summary in accordance with NHSi reporting will be included in the quality accounts
2018.

Simon Enright
Heather McNair

Mar-18

Mar-18

Green The Trust has achieved all quality improvement targets however, some only met in part.  We
have been unable to achieve 90% with Sepsis six and AKI and year to date inpatient falls 
resulting in moderate harm and above has increased from 2016/17. 

Simon Enright
Heather McNair

Jun-18 Complete The agreed target has been met and exceeded for the staff cohorts identified for QI training t
year.

Simon Enright
Heather McNair

Nov-17

Apr-18

Green An update of the strategy has been drafted and circulated to the Directorate Clinical Director
comment.  The document will also be discussed at the April meeting of Quality and Governa
and Finance and Performance Committees.

Heather McNair
Lorraine Christopher
Simon Enright

Jun-17

Jan-18

Green Design concluded and work commenced on site in January 2018.  Phase 1 is due for comple
in October 2018.

ctive 2 Lead Director Timescale RAG Status Quarterly Progress Update

Emma Lavery Jun-17

Mar-18

Mar-18

Amber New People Strategy drafted. Further work on going to finalise the strategy's implementation
plans. Workforce Planning Steering Group created and TOR approved. Monthly workforce K
performance report re-instated at F&P Committee.

Emma Lavery
Emma Parkes

Oct-17 Complete Objective complete.

Lorraine Christopher
Emma Lavery

Mar-18

Sept-17

Green HR Organisational Development Plan developed supported by full action plan to form a flexib
approach to the changing needs of the organisation.

Analysis of staff survey undertaken and updated our HR & OD Plan to reflect the findings an
prepared an action plan in response.

BFS continue to review new services opportunities and therefore this work may continue. 

ctive 3 Lead Director Timescale RAG Status Quarterly Progress Update

Michael Wright Mar-18 Complete Achieved, the Trust is now being audited.  NHSI have lifted the Financial conditions placed o
Trust.

Michael Wright Mar-18

Mar-18

Complete Final year end position of the Programme is £9,362,320 against a plan of £7,800,000 which h
resulted in a £1,562,320 overachievement overall.  Recurreny of savings has also significant
improved to 67%.

Simon Enright
Heather McNair
Bob Kirton
Michael Wright

Mar-18

Mar-18

Green Nursing has exceeded the agency cap throughout the Winter months due to operational 
pressures and staffing of extra capacity. 

Michael Wright Mar-18

Mar-18

Amber Service line reporting is being utilised but could be improved.  PLICS is being rolled out.

Michael Wright
Bob Kirton

Mar-18

Mar-18

Green Use of Carter Metrics and Model Hospital Dashboard is improving.  Carter Action Plans are 
place and reviewed regularly to ensure progress is being made.  NHSI will be attending the M
Carter meeting to provide support and offer a review of the Trust's data to identify further 
opportunities and sharing potential savings opportunities from other Trusts.

BHNFT is engaging with the Getting It Right First Time (GIRFT) programme to support the 
delivery of additional Clinical Productivity opportunities.

Michael Wright
Bob Kirton

May-17

Sept-17

Mar-18

Complete All objectives complete.  

Reporting arrangements have been agreed and these will go direct to Board.

The results from the Autumn 2017 survey highlighted that the Trust is not achieving the 
recommended 90% target for Clinical Standard 2, although the Trust is performing well on 
Standards 5, 6 and 8.  Further work, including a re-audit has taken place to review the comp
in AMU, where the vast majority of patients are admitted.

The AMU management team (including medical support) has undertaken a programme of 
operational developments since the Autumn survey.  The re-audit has shown some improve
has been made towards bridging the gap to reach the 90% target for standard 2 and an actio
plan has been developed to continue the work until the standard is achieved and sustained. 
team is working with NHS England Lead as part of the improvement action plan.

Amber Mar-20

Mar-18

Continued implementation of action plan to achieve the four priority 
standards for 7 day hospital services.
• Standard 2: Assessment within 14 hrs for all emergency admissions 
• Standard 5: 7 day access to diagnostic services 
• Standard 6: 24 hour access, seven days a week, to consultant 
directed interventions that meet the relevant speciality guidelines 
• Standard 8: Twice daily review of patients in high dependency areas  
& once a day in all areas 7 days per week 

Quarterly reporting on progress via Quality and Governance 
Committee.

Ensure consistency in care 7 days a week with delivery of 7 day 
service standards/action plan

Simon Enright

KPIs/Milestones

KPIs/Milestones

KPIs/Milestones

Develop and publish an updated policy on how the Trust will respond to, 
and learn from, deaths of patients who die under its management and 
care.

Collect and publish on a quarterly basis specified information on deaths 
with quarterly reporting to Board meetings (held in public).

Publication of the data and learning points by quarter 3.

Quarterly reporting on progress via the Quality and Governance 
Committee.

Achievement of the £7.8m target

CIP progress reported monthly via Finance and Performance 
committee.

To undertake initial 'launch communications' and proactively introduce 
the new CEO across a range of platforms, reviewing existing 
opportunities and generating additional ones to support the delivery of 
the staff engagement action plan. 

Prioritised schedule of deep dive reviews.

Progress reported monthly via Finance and Performance Committee 

Emma Lavery

Achievement of national benchmarks 

Monitoring through Carter action plan at monthly meetings

Communications and Workforce have action plans as part of the BFS 
project. 

BFS staff transfer.

£10m deficit plan to be achieved.

BFS (BHSS) expansion to include Estates & Facilities and 
Procurement

n: To be the best, integrated healthcare organisation of choice for our local communities and beyond. 

will provide 
quality safe 

ctives 2017/18

Achievement of agency cap totals (tbc)

Progress reported monthly via Finance and Performance Committee 
and the Integrated Performance Report (IPR)

Deliver the Trust's agreed quality improvement targets, aligned to the 
agreed quality strategy, goals and priorities.  

Monthly reporting on key performance indicators through the integrated 
performance report to  the Quality and Governance Committee.
Quarterly reporting on progress via Patient Safety and Harm Group.

Action plan agreed including metrics and milestones.

Improve the process for learning from mortality reviews and 
implement the National Guidance on Learning from Deaths.

Dec-17

Mar-18

May-17

Mar-18

Dec-17

Sept-17

Mar-18

Mar-18

will be the 
oyer of 
ce and works 
rds an 
ged and 
vated 
force

rnsley Hospital NHS Foundation Trust

NFT 2017-18 Quarter 4 Vision, Aims and Objectives

Interim CEO and new CEO - pro-actively manage the positive impact 
and approach to staff communications

Barnsley Facility Services (BFS) implementation - manage impact on 
staff engagement and culture, manage workforce systems and 
process changes

will achieve 
inancial plan

Continuation of controls and actions to ensure reduction in additional 
spend Trust wide including agency

Achievement of Trust's four Quality Improvement Goals

Quality improvement - develop and deliver training and information 
which will improve capacity/capability across all staff to embed a 
quality improvement culture throughout the organisation

egic Aims: 
Patients: Patients will experience safe care

People: People will be proud to work for us

Key actions

Key actions

Achievement of the Trust financial plan and control total

Optimise the use of Service line reporting working with Clinical 
Business Unit (CBU) teams and data.

Delivery of the £7.8m Cost Improvement Programme (CIP) and 
income generation schemes

Implement Carter recommendations and plan

Design and deliver the new Neo-natal Unit Agree design and model.

Start building work.

Develop and implement a Clinical Strategy for the Trust Draft strategy for review and consultation.

Final strategy to Trust Board.

Develop a strategic approach to engagement, organisational culture 
and Organisational Development (OD) by implementing the following:
Staff survey results action plan
• Staff Engagement Group 
• OD Strategy in line with new national framework
• Staff Engagement Strategy
• Black & Minority Ethnicity (BME) Staff Network Group
• Maximising the apprenticeship levy

OD Strategy and Senior Managers' Succession Plan completed

Staff Engagement group to be held monthly.

Staff Survey Action plan to be approved.

Goal for staff survey overall staff engagement score  to be above 
national average.

To retain our Investors in People accreditation.

To increase our coaching capacity within the Trust by 6 new coaches. 

To improve workforce race equality standard (WRES) staff survey 
responses.

To increase the number of apprentices to 70

Workforce Plan and Strategy Refresh signed off.

Right People, Right Place, Right Time Action Plan 2017/18 delivered.

Monthly reporting of key performance indicators (KPIs) via the Finance 
and Performance Committee.

Staff engagement complete

BFS staff transfer

Financial target and project milestones achieved

Progress reported monthly via Finance and Performance Committee

Amber Monthly People and Engagement Group created and TOR approved. 

Staff Engagement event held with staff with disabilities who reported poor work experience in
survey to inform improvements to be made.

Staff Survey results published and action plans agreed. Shows improvement in experiences 
BAME staff which will be reflected in next year's WRES submission.

IIP accreditation retained. 

Currently 71 apprentices in the Trust. New apprenticeship standards and opportunities contin
be developed.   

Key actions

Develop and implement a Trust Workforce Plan and  refresh the 
Workforce Strategy 

Emma Lavery Achieve health and well being CQUIN:
-Ensure flu vaccine take up

• Develop approach/plan for staff health and well being and reduce 
sickness/absence

• Develop staff zone on new intranet site and expand total reward 
statement

• Reduce stress through stress action plan

To achieve 70% flu vaccine target 

To achieve 3.75% sickness absence target or better.
In place by June .

To improve staff survey result of staff feeling unwell due to work related 
stress

Monthly reporting of progress and performance at Finance and 
Performance Committee.

Mar-18

Mar-18
June-17

Mar-18

Mar-18

Complete Flu vaccine target achieved.

End of year sickness rate is 4.3% and therefore above Trust target. 

New counselling EAP and mental health provision approved to help support staff and preven
reduce sickness absence. Trends and patterns analysed at monthly reporting to identify actio
reduce sickness absence rates.



ctive 4 Lead Director Timescale RAG Status Quarterly Progress Update

Bob Kirton Mar-18

Mar-18

Green Market share information for Elective (inc day case) to January 2018 shows 81.5% share of 
Barnsley market.  The Trust's start position 3 years ago was 55%. The Trust are reviewing fu
opportunities as part of the Business Planning process.

RTT achieved target in Q4 seeing 92.21%. 

Bob Kirton
Lorraine Christopher

Apr-17

Sept-17

Complete Objective complete.

Benefits realisation report is to be presented to May assurance committees.

Bob Kirton Mar-18

Mar-18

Green DNA rate has achieved target of 8% in Q4 seeing 7.6%, although year to date is slightly abov
target at 8.1%. This is an improvement from 16/17 which was 8.89%. 

Phase 2 of the programme is scheduled to start in April 2018.

Emma Parkes Jun-17

Mar-18

Complete GP knowledge and understanding of the Trust and services has been enhanced by numerou
BEST event presentations. GP relationships, via the GP Federation remain extremely positiv
with the Trust now benefiting from GP Federation represented on the Board. 

Bob Kirton Mar-18 Amber Benefits realisation paper presented to Finance & Performance Committee who were happy 
progress made.  The service have delivered a large amount of change and improvements 
throughout the year which included; reducing the backlog of new and review appointments, 
improved RTT position although this is still challenging, changes in clinical pathways and 
installation of new equipment.  A CIP of £652k has been released even though the service h
been delivered with a workforce gap.  The management of this gap is on-going.

ctive 5 Lead Director Timescale RAG Status Quarterly Progress Update

Tom Davidson Sep-17 Green This work was been placed on hold while the Trust is procuring a new EPR system.  

The contract is signed and in place. A new implementation plan has been drafted and awaits
off at the May F&P Meeting.

Tom Davidson TBC Green E-prescribing now in draft with an implementation plan giving an expected delivery by late 20

Trust has agreed to delay this project and incorporate as part of the wider IT strategy.

Tom Davidson Jan-18  

Nov-18

Green Radiology, Cardiology and Retinal Screening now complete.
Project and object now in close down and review stages.

Tom Davidson Jan-18 Amber Awaiting agreement at ET and F&P for next stages of VitalPac rollout.

Tom Davidson Apr-17 Complete Objective complete.

Tom Davidson Jan-18 Green ETTF funding has been received to the tune of £800K.

Further bids have been submitted for a portion of LHCRE £75 million bid and the Technology
Bed funds bid of £7 million.

ctive 6 Lead Director Timescale RAG Status Quarterly Progress Update

Heather McNair Mar-18 Amber 95% not achieved, year end finished at 90.7% which was the agreed re-aligned trajectory. 

Heather McNair Mar-18 Amber Remains on hold.

Bob Kirton Jun-17

Feb-18

Green Model is in place and is beginning to realise the benefits.  Estates work is nearing completion

Bob Kirton Mar-18 Green February performance for 62 Day GP referrals shows the Trust achieved compliance agains
target (against the adjusted position).  The same was also achieved for cancer 2 week waits
seeing 95.8% by February 2018. 31 day subsequent treatment saw 100% achievement 
throughout the year.

62 day wait pathway review is part of ICS and positive feedback has been received.  Trust 
continue to work on 62 day pathway with STH.

ctive 7 Lead Director Timescale RAG Status Quarterly Progress Update

Bob Kirton
Richard Jenkins

Dec-17

Jul-17

Mar-18

Green Continued successful delivery of RightCare Barnsley.  

Establishment of BREATHE and the Intermediate Care service.  

The Trust has successfully bid for Integrated Diabetes along with the GP Federation - servic
started in April.

Bob Kirton
Richard Jenkins

Mar-18

Amber Hyper acute stroke reconfiguration is scheduled for 18/19.

The hospital services review has started, all key staff are engaged in the focus areas of ED/A
maternity, paediatrics, gastro/endoscopy and stroke. Regular updates are being provided to 
Board and the final report is due May 2018.

Further detail on ICS workstream to be communicated in May.

KPIs/Milestones

Compliance with national and local targets 

Agree approach and plan

Market share targets achieved.

Phased plan of delivery to agreed model

Deliver Emergency Dept (ED) Replacement solution

will ensure 
tive 

nership 
ing to 
de 

ainable  
h and care 
ces for the 
population

KPIs/Measures

KPIs/Milestones

KPIs/Milestones

Replace existing system and stop all paper letters 

Replace existing hybrid solutions.

Replace existing paper letter printing process.

Hyper acute stroke consultation outputs and plan

Children's surgery and anaesthesia consultation outputs and plan

Acutely unwell child review

Chemotherapy review 

Sustainable hospital services review

will make best 
of existing 
new 
nology

will work with 
em partners 
pport the 
ery of all 
ss standards

Market share for elective work up to 75% by specialty

Maintain RTT (referral to treatment) delivery standard

Key actions

Continue to increase elective market sharewill be the 
der of 

ce for care in 
sley and 
nd

Outpatients Programme - Phase 2 delivery

GP & Stakeholder engagement plan

Commencement of new Intermediate care service

Integrated respiratory service starts

Integrated diabetes care

Agree design and model

Suites in place in budget and to the timeline.

Work in partnership with the primary care out of hours provider

Develop an improved model and source funding for estates work.

Complete paperless Endoscopy project and roll out to four other 
specialities .
Endoscopy Feb-May 2017. Gastro June 2017, Cardiology July 2017, 
Respiratory August 2017 .

Replace existing ED system with Lorenzo ED solution

DNA (did not attend) reduction target achieved

Achievement of programme goals

Delivery of all vital signs modules and careflow and pull together a plan 
for future mobile technology benefits for staff and patients

Live in confirmed ward and roll out plan for remaining Trust. Rollout to 
pilot site 

Rollout to the rest of trust Q4 2017-18.

Achieve 95% access target

Funding Application to be delivered by End of May 2017 including plan. 

Key actions

Paperless Hospital/ICT strategy

Implement E-Prescribing solution

Optimise and extend hybrid mail project

Ophthalmology service established

Cancer plan and performance -  Improve cancer performance in 62 
day shared pathways

Key actions

Barnsley plan priorities delivered via Alliance contract and shadow 
Barnsley Health and Care Together Board

Integrated care system (ICS) activities delivered through the Working 
Together (WT) Vanguard

Deliver mobile strategy

Source external funding - opportunity to receive £5m over 4 years if 
selected as fast follower of digital exemplar programme

Key actions

Achieve 4hr plan and performance.

Medworxx to be used at bed meetings, information reports to clinical 
teams, reports to CCG (Clinical Commissioning Group)

Develop and deliver an integrated urgent care model front of house 
by designing urgent and primary care integrated streaming of 
patients at front of ED

Delivery of new minor operating suites to support increased elective 
activity

Heather McNair Provide a good patient experience.  Improve Friends & Family Test 
(FFT) positivity rate.  

Timely and effective responsiveness to concerns and complaints.

Improve the quality of complaint responses.

FFT positivity rate of 87.5% in all areas:

Respond to 90% formal complaints within agreed timeframe.
Reduce the number of re-opened formal complaints based on 2016-17.

Bi-monthly reporting on progress via Patient Experience Group.
Monthly reporting on achievement via IPR to Quality and Governance 
Committee.

Mar-18

Mar-18

Mar-18

Green Overall target achieved for FFT and saw a rate of 94%. ED however, did not achieve this tar

92% of complaints were responded to within the agreed timeframe or agreed extension.

The Trust has reduced the number of re-opened formal complaints.  In 2016/17, 259 compla
were received of which 17% were re-opened (44).  In 2017/18, 270 complaints were received
which 14% were re-opened (37).
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Subject: CHAIRMAN’S REPORT Ref: BoD 18/05/P- 13

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. Having delivered our control total for 2017/18, it is 
increasingly important that we continue to maintain our good financial performance in 
this new financial year, and, once again, deliver our budgeted control total. 

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 difficult circumstances, to our staff 
that the Trust is doing everything it can to improve patient experience and the quality of 
care our patients receive. Our hospital, it seems, is always very busy and it is important 
that we continue to recognise this, and the hard work our staff put in daily. 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 It is timely to remind Governors that theirs is an important role in the governance of the 
Trust and that any issues they have reported to them should be brought into the system 
so that they can be looked into properly and appropriately and answers provided to 
queries will be provided always. Attempts to stop Governors raising issues should 
always be over ridden and Governors should always raise these issues directly with the 
Chairman, who will ensure that the appropriate scrutiny is applied. 

3.2 Governors Quality and Governance sub-group met on 2 May, which I was unable to 
attend. But the meeting was attended by Ros Moore, Janet Dean and Philip Hudson 
where we discussed the latest reports from Board. Governors raised a number of 
issues which will be reported back at the next meeting. 

4. NEWS & EVENTS 

 4.1 I was delighted to present the nominations certificates to all the Nominees for the Heart 
Awards 2018 on 26 April. The fact that we have over 200 nominees from staff and the 
public shows how important these annual awards are in recognising the work of our 
staff. 

4.2 On 1 May I began this years round of appraisals with the Non-Executive Directors 
(NEDs). 

 4.3 Also on 1 May I had a meeting with Sir Nicholas Hewitt and Andrew Harrod the owner 
and editor of the Barnsley Chronicle respectively. This is a meeting we have regularly to 
catch up on health issues, but also to look at how we can work with the Chronicle in the 
coming year. 
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4.4 Finally on that date I attended a seminar from the Shadow Integrated Care System 
(sICS), which was aimed at updating NEDs and Lay Members on the impending 
publication of the Hospital Service Review report. Networking in the meeting seemed to 
demonstrate that we are keeping our NEDs as up to date as possible on this important 
report. 

4.5 I took part in a Quality and Safety visit to Ward 14 on 2 May, which emphasised some 
of the issues that had been previously raised with me by Governors. I took forward 
many of these issues and resolutions were put in place the following day. 

4.6 On 8 May I attended the staff briefing sessions following the publication of the Hospital 
Services Review. In my opinion these were well attended, well delivered and staff were 
able to raise any issues with the Directors. 

4.7 The CEO and I met our counterparts in the Clinical Commissioning Group (CCG) on 9 
May, we discussed the continuing recovery of our Emergency Department, and our 
other performance indicators. As well as the future integration of healthcare at place 
level. These continue to be productive meetings where we can discuss provider and 
commissioner issues and look to continue to improve the performance of our health 
economy. 

4.8 Also on 9 May I chaired the third meeting of the Barnsley Provider Alliance, which 
includes ourselves, South West Yorkshire Partnership Foundation Trust (SWYPFT), 
Barnsley Healthcare Federation and Barnsley Metropolitan Borough Council (BMBC). 
The meeting focusses on two areas, the work to integrate all our services that we are 
currently commissioned to deliver in Barnsley, and then the work to progress that 
integration in a future commissioning environment. 

4.9 I visited KG Sports Bar in Wombwell on 14 May, where I received a cheque for £500 
from the Wombwell and District Darts League, which is donated to our Childrens Ward. 

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.  

Total April 2018  
Donations excluding Tiny Hearts*  £123,608.96 
Donations Tiny Hearts                          £3,603.02 
December Tiny Hearts Raised £631,838.19 
December Tiny Hearts Balance   £23,375.49 

*This does include the Cockcroft Legacy for The Well for £121,071.57, 
 
Also for your information our event dates and  additional third party organised events 
that we have going on are: 
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 
27th May – Bank Holiday Funday at Middlecliffe club – stalls and bake sale, disco and 
Karaoke in aid of Tiny Hearts 
2nd June – Soul Jam (at Metrodome) in aid of Tiny Hearts 
8th /9th June – HAUNT barbers – World Famous Guest Barber in aid of Tiny Hearts 
17th June - Music Night (TBC) in aid of Tiny Hearts 

 

 
Stephen Wragg 
CHAIRMAN 
May 2018 
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Subject: CHIEF EXECUTIVE’S REPORT Ref: BoD 18/05/P-14  

 
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 Winter pressures  
Activity profiles indicate that winter pressures have resolved with reducing pressure on 
the inpatient bed capacity. Unfortunately this has been followed by significant rises in 
Emergency Department activity through April and into May. Until recently it had been 
very unusual for daily attendances to exceed 300 but this has been occurring on a 
weekly or more frequent basis recently. In April 2018, activity was 12% higher than the 
previous April which appears to be predominantly minor cases but work is ongoing to 
understand this more clearly. Despite this, performance has been good although this 
will be difficult to sustain if activity continues to be very high. New arrangements to 
manage pressures around the May Day bank holiday worked very well. 

 
2.2 International Nurses Day 12th May 

The Trust celebrated International Nurses day with a range of activities on site and 
across social media including each Director shadowing a Staff Nurse on 11th May. 

 
2.3 Action on A&E 2018 

Along with a range of colleagues, I attended the launch meeting of this year’s NHSI 
sponsored ‘Action of A&E’ event. The Barnsley area has selected to work on tackling 
in-patient care through implementation of the ‘Red-to-Green’ and SAFER tools. There 
will be a series of workshops through the year to support improvement. 

 
2.4 Stroke workshop 15th May 

The Barnsley health economy convened a workshop, supported by Professor Tony 
Rudd (National Stroke Lead) and the Stroke Association, to consider how the local 
stroke services could be improved to support post Hyperacute Stroke Care. The 
meeting was very constructive and the current providers will be reporting back to 
Barnsley CCG with recommendations. 

 
3. SOUTH YORKSHIRE AND BASSETLAW (SYB) SHADOW INTEGRATED  CARE 

SYSTEM (sICS) ACTIVITIES 
 
3.1 sICS meetings 

The sICS has continued to develop it’s range of work programmes. Significant work is 
ongoing between the ICS leadership team and national bodies around the NHS 
Planning Guidance implications for 2018-19 funding arrangements. Proposals are 
being developed for how partners work together to deliver better performance against 
NHS Constitutional Standards and new mechanisms for assurance and performance 
management.  

 
3.2 Hospital Services Review (HSR) 

The HSR report was published on 9th May. Briefing sessions were held for staff across 
the five reviewed pathways on 8th May. There was relatively little media interest in the 



report. Further work will now be necessary to consider the recommendations and work 
up structures for hosted networks, a regional workforce institute, a regional innovation 
institute and to model the potential reconfiguration options that the report suggested. 

 
4. PARTNERSHIP WORKING WITH OTHER LOCAL ORGANISATIONS 

 
4.1 Bilateral meetings with other organisations 

Steve Wragg and I met the Chair and Accountable Officer for Barnsley CCG on 9th 
May and had a constructive discussion. I have had helpful meetings with Rob 
Webster, CEO of South West Yorkshire Partnership NHS FT and Marie Hoyle, CEO of 
Barnsley Healthcare Federation.  
 

4.2 Barnsley Provider Alliance 
The Provider Alliance met on 9th May and agreed the governance arrangements for 
the next phase of partnership working. Strong alignment exists around the need to 
develop augmented arrangements to coordinate care in localities within the Barnsley 
geography. 
  

5. NEW CONSULTANT APPOINTMENTS  
 

Two consultants in stroke medicine and one in Diabetes and Endocrinology have been 
appointed. 

 
 
 

Dr Richard Jenkins 
Chief Executive  
May 2018 

  
 



EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

 

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/05/P-15 

 

SUBJECT:   HORIZON SCANNER  

DATE:          MAY 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: DR RICHARD JENKINS, CHIEF EXECUTIVE 

 
To provide a brief overview of key developments and initiatives across the national and regional 
healthcare landscape which may impact or influence the Trust’s strategic direction.   

 
Summary of content:  
 

 MY NHS/NHS Choices 
 Huddersfield Royal Infirmary Update  
 Greater Manchester Hospital Services Reconfiguration 
 Hull and East Yorkshire Update  
 NHS Citizen ID project Update  
 NSH spend on Temporary Nurse Staffing 
 Trust wins £4m Integrated Urgent Care Contract 
 Trust to Outsource Four percent of Elective Work 
 Older Workers ‘tax’  
 CQC appoints new Chief Executive  
 WhatsApp app for NHS staff 
 Subsidiary Company transfer staff  

 
 

The Board of Directors is asked to receive the contents of this report for information. 
 
 
 
 
 



Subject: 
INTELLIGENCE MONITORING/HORIZON 
SCANNING MAY 2018 

Ref: BoD 18/05/P-15

 
*please note that this is not an exhaustive report, submissions welcome to emmaparkes1@nhs.net 
Publication Detail Impact/ Action/ 

Owner / Will 
Board be 
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My 
NHS/NHS 
Choices  

NHS Choices User Rating – 4.5* (5* is Excellent)  
Four Ratings for May, three with a 5 star, one 1 star (below) 
 
Feedback 
1 Star - Maxillofacial 
What a terrible experience I have had. After 16 months of 
waiting for a treatment plan for injury to my face after a seizure 
(which broke my bottom jaw, ripped my top and bottom lip 
severely and knocked three front teeth out) the maxillofacial 
surgeon made so many promises about dental implants, 
restoring my appearance after scarring from the trauma. The 
orthodontist seemed puzzled as to the way forward to put a 
treatment plan together and when I finally saw the orthodontist 
and maxillofacial consultant last week I was sent on my way with 
“no to implants as you need a bone graft and it MIGHT not work 
and could take two years to complete your treatment, or a 
denture or bridge now go back to your dentist” basically 
everything they had promised was withdrawn. I am absolutely 
devastated by this treatment and can only think it is down to 
funding. My own dentist has been absolutely disgusted in this 
after I saw her 24 hours after my hospital appointment and has 
now referred me to Leeds where she says I will receive better 
treatment. I tried to ask questions during my appointment, all the 
while the maxillofacial consultant was clock watching. This is my 
appearance for the rest of my life, I’m in my early 30’s and 
you’re closing the book on me? Why set these expectations only 
to dash them – Appalling. 
 
5 star – Children’s Emergency Department  
My daughter broke her wrist. We were seen immediately by 
friendly reception staff and then went through to the children’s 
A&E. All the staff here and at x-ray went above and beyond to 
help. Thank you so very much. All sorted within an hour. 
 
5 Star - Surgery 
Absolutely fantastic treatment and care throughout, the male 
nurse, who I believe was in training, was very polite and 
explained all the steps thoroughly even saying he hoped my 
treatment went well as I was leaving. The doctor talked to me 
while I underwent the procedure even telling me everything from 
the ratios of post operative complications to the views regarding 
the procedure in Croatia which was interesting. Upon discharge 
another member of staff covered all the points again including 
an overview of the creatively named ‘A guide to your vasectomy’ 
as well as what to expect over the next few days. Overall the 
doctors, consultants and nursing staff made the whole 
experience far lest daunting than I had anticipated. 

Potential 
impact on 
reputation / All 
postings 
responded to / 
Board to note 
for information 



Publication Detail Impact/ Action/ 
Owner / Will 
Board be 
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Regional – 
Yorkshire 
Post  

Jeremy Hunt confirms that plans which would see 
Huddersfield Royal Infirmary (HRI) knocked down and A&E 
services centralised in Halifax, are “not in the best 
interests” of patients.  
The proposals, which involve replacing Huddersfield’s hospital 
with a smaller site and involve an expansion of Calderdale Royal 
Hospital, more planned procedures being carried out at a new 
facility in Huddersfield and more services being offered outside 
of hospitals. The plan was referred to Mr Hunt by Calderdale 
and Huddersfield joint health scrutiny committee last summer 
and reviewed by the Government’s Independent Reconfiguration 
Panel (IRP). The hospital proposals are also subject to a legal 
challenge after NHS campaigners launched a judicial review. A 
court hearing was expected in June after action group Hands Off 
HRI launched the challenge. 
 
Read more at: https://www.yorkshirepost.co.uk/news/jeremy-
hunt-throws-out-attempt-to-close-huddersfield-a-e-1-9161399  

 

Board to note 
for interest.  

Regional  Greater Manchester Hospital Services Reconfiguration 
New plans to reconfigure more than two-thirds of acute services 
across Greater Manchester are expected to be outlined in a final 
plan by Autumn. The specialties being reviewed are: paediatrics; 
maternity and obstetrics; respiratory; cardiology; orthopaedics; 
breast services; neuro-rehabilitation; and vascular services. 
 
Emergency services in Greater Manchester have already been 
through a public consultation process under the Healthier 
Together programme, which concluded in July 2015. However, 
there have been delays to its implementation. A reconfiguration 
plan for acute services in the city of Manchester is also on-
going, and this would need to be factored into the regional plans. 
 
The acute trusts in Greater Manchester are; Manchester 
University Foundation Trust; Pennine Acute Hospitals Trust; 
Salford Royal FT; Writington Wigan and Leigh FT; Bolton FT; 
Tameside and Glossop Integrated Care FT; and Stockport FT. 
 

Board to note 
for interest 

Regional  Hull and East Yorkshire Staffing Shortages & Name Change 
A 20 bed orthopaedic ward at Hull and East Yorkshire Trust’s 
Castle Hill Hospital has been closed with staff redeployed to Hull 
Royal Infirmary.  Ward sisters, senior matrons and specialist 
nurses have also been asked to support ward staffing. Among 
other wards with significant concerns is the emergency 
department where there are 16 full-time equivalent vacancies 
and 22 vacancies in elderly medicine. The Trust hopes to recruit 
130 registered nurses from Hull University however the 
organisation may need to reduce further its bed base temporarily 
in order to keep wards and patients safe. The trust is in the 
process of recruiting nurses from the Philippines with around 20 
expected to arrive by December. 

Board to note 
for information 
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The trust is applying to change its name to Hull University 
Teaching Hospitals Trust to reflect its position as a teaching trust 
and a major trauma centre. The trust was rated requires 
improvement after its latest inspection identified cultural issues. 
The trust was formed by the merger of Royal Hull Hospitals and 
East Yorkshire Hospitals trusts in 1999. With a turnover of 
£526m, it employs 8,000 staff at Hull Royal Infirmary, Hull 
Women and Children’s Hospital, and Castle Hill Hospital.  

 

Regional  NHS to create online identities for patients  
 
The ambition for the Citizen ID project is to create digital NHS 
identities for 25 million patients over the next five years. The 
plan is for patients to register through their smartphones by 
providing their NHS number, showing a form of photo ID on 
camera and record a short video. In the video, patients would 
have to read out a randomly generated number, to ensure it was 
not pre-recorded. For patients who did not want, or were unable, 
to register this way, there would be physical locations where 
they could register. 
 
NHS Digital was also looking at how the biometric function on 
smartphones could be used to sign in to their NHS identity, once 
it had been set up, though this was still at an early stage. Not all 
health information would request this level of security to access, 
and NHS Digital was also looking at using the government tool 
Verify in some instances and potentially other third party 
software. NHS Digital has yet to procure the software to run or 
store videos collected when registering patients online, but said 
any processing of patient information would be based on 
consent and comply with new EU-wide data protection 
regulations that come into force on 25 May. 
 

Board to note.  
Director of ICT 
to advice on 
progress 
relevant to 
BHNFT 

Regional NHS spending almost £1.5bn a year on temporary nursing 
staff 
A report by the Open University argues that the £1.46bn being 
spent on temporary staffing to plug the gaps could pay for 
66,000 qualified registered nurses. It adds that if existing gaps 
were permanently filled, trusts could save up to £560m a year.  
 

Board to note 
for information 

Regional Trust wins £4m integrated urgent care contract 
 
North Tyneside Clinical Commissioning Group said yesterday it 
has selected Northumbria Healthcare Foundation Trust to run 
the new £3.8m a year integrated urgent care service. It follows 
two tendering processes and a dropped legal challenge from the 
trust, which accused the CCG of a potentially “unsafe and 
unsustainable” process. The new service is due to go live in 
October. The CCG’s decision follows a second procurement, 
which began in December last year after the first tendering 
process fell through. 
 

Board to note 
for interest 
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Regional  University Hospitals of Leicester Trust plans to outsource 4 
per cent of its elective care workload to ensure it has 
capacity for emergency demand 
 
Trust will use community capacity but also “utilise the 
independent sector” to treat displaced elective patients. The 
Trust experienced “significant disruption” to elective care in the 
most recent winter. In order to avoid repeating this, they have 
changed their approach to demand and capacity planning, 
seeking to ensure enough capacity for even peak emergency 
demand, with the balance available for elective care. 
 

Board to note 
for interest 

National  Older workers face 'care tax' 
1.3 million people working beyond the state pension age would 
have to start paying national insurance, under plans being 
considered by the government. At present, people stop paying 
national insurance when they reach state pension age but under 
the proposed 'care tax', the 12% charge would continue to be 
levied, raising about £2bn a year. The measure is one of a range 
due to be published next month by the health and social care 
secretary in a green paper on care and support for older people, 
to meet a shortfall in funding.  
 

Board to note 
for information 

National CQC appoints new Chief Executive 
CQC has appointed Ian Trenholm as its new chief executive. Mr 
Tenholm will succeed Sir David Behan when he takes on the 
role from July. Mr Trenholm started his career in the police 
service and has also worked as chief operating officer at the 
Department of Environment, Food and Rural Affairs, Chief 
Executive of the Royal Borough of Windsor and Maidenhead, 
and, since 2014, Chief Executive of NHS Blood and Transplant.  
 

Board to note 
for information 

National Jeremy Hunt backs calls for "WhatsApp-style" app for staff 
A new report, backed by health and social care secretary 
Jeremy Hunt, has called for the introduction of a "WhatsApp-
style" instant messaging service for NHS doctors and nurses. 
Written by Conservative MP Alan Mak, the paper encourages 
NHS England to work with trusts and Clinical Commissioning 
Groups to roll-out a "data-compliant healthcare messaging 
service" that can be accessed by NHS care teams on mobile 
devices. Mr Mak’s report, Powerful patients, paperless systems, 
lays out a number of recommendations for NHS England to 
improve the take-up of new technologies that can empower 
patients and clinicians while facilitating a paperless NHS. It 
argues that digital messaging services are necessary to improve 
communications within the NHS and discourage the use of 
commercial apps such as WhatsApp, which don’t meet the 
required NHS standards for sharing patient information. 
 
 
 
 

Board to note.  
Director of ICT 
to monitor. 
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National Over 1,000 staff to transfer to trust subsidiary company 
 

Staff at a teaching trust, including many employed by Serco, are 
to transfer into a new NHS owned company this summer. The 
new organisation will take on 850 cleaning, catering, 
switchboard and portering staff who work for Serco at East Kent 
Hospitals University Foundation Trust sites, after the company 
agreed to exit its contract a year early. They will be joined by 
250 NHS staff working on estates, procurement and facilities, 
employed by a limited company operated by the trust. The trust 
describes this as a “social enterprise” but has not given details 
of how it will differ from other subsidiary companies owned by 
trusts. Staff will have their terms and conditions protected under 
TUPE regulations. The new company, which will be wholly 
owned by the NHS, plans to begin trading from 1 August. 
 

Board to note 
for information 

  


	00 agenda May 2018 BoD PUM
	03 26 April mins 2018 PUM
	04 Action Log PUM  May
	06_Q&G Chairs log
	06.i Q G Chairs Log May 2018 JD cover sheet
	06_ii_Q&G Chairs Log May 18

	08_Safeguarding Annual Report
	09_F&P Chairs Log_Public
	10_Audit Chair's Log May 2018 (2)
	11(i)_IPR front sheet April 2018
	11(ii)_Final Final  IPR - April 2018
	12i_Trust Objectives 17-18 Q4 Report
	12ii_Copy of Appendix 1 - Trust Objectives 17-18 Q4 Report
	13_Chairman Report May 18
	14_CEO Report
	15_Horizon Scanner May 2018



