
  
 

BoD July 2018: Agenda (PUM) 

 
A MEETING OF THE BOARD OF DIRECTORS 
WILL TAKE PLACE ON 26th JULY 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 28th June 2018 

18/07/P-03 

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

18/07/P-04 

Strategic Aim:  Patients: will experience outstanding care 

5.  To receive and review latest Patient’s Story 

H McNair, 
Director of  

Nursing & Quality 
Presentation 

6.  

To receive and approve from the Quality & Governance 
Committee  

a) Chair’s log and assurance from latest meeting 

b) Organ Donation Policy 

P Hudson 
Quality & Governance 

Committee NED member 

 

Dr S Enright, Medical 
Director 

 
 
 
 

18/07/P-06a 
 

18/07/P-06b 

7.  To receive and approve the Infection Prevention Annual 
Report 

Dr Rao, Director of 
Infection Control 

18/07/P-07 

8.  To receive the Medical Director’s report 
Dr S Enright, Medical 

Director 
18/07/P-08 

9.  To receive the Mortality Report 
Dr S Enright, Medical 

Director 
18/07/P-09 

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

S Rudd, Trust Secretary 

18/07/P-10 

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

18/07/P-11 

12.  
To receive and review the Chair’s Log on any escalation 
issues from the Executive Team (ET)  

Dr R Jenkins 
Chief Executive Verbal 

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

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

Director of Comms & 
Marketing 

18/07/P-13 

Strategic Aim:  Performance: we will achieve our goals sustainably 

14.  
To receive and review the quarterly report on the 2018/19 
Trust Objectives 

B Kirton, Chief Delivery 
Officer & Deputy CEO 

18/07/P-14 
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No Item   Sponsor Ref 

15.  

To receive and approve from the Finance & Performance 
Committee 

a) Chair’s log and assurance from latest meeting 

b) the Committee’s annual report 2017/18 

 

 

 

N Mapstone, NED 

 

F Patton 
Chair of Finance & 

Performance Committee 

 
 
 
 

18/07/P-15a 
 
 

18/07/P-15b 
 

16.  

To receive and approve from the Audit Committee 

a) Chair’s log and assurance from latest meeting 

b) the Committee’s annual report 2017/18 

N Mapstone, Chair of 
Audit Committee 

 
 

18/07/P-16a 
 

18/07/P-16b 
 

17.  To review the Integrated performance report (Month 03) 
B Kirton 

Chief Delivery Officer 
18/07/P-17 

18.  
To receive and approve the Trust’s changed approach to 
delivery of inpatient capacity 

B Kirton 

Chief Delivery Officer 
18/07/P-18 

Strategic Aim:  Partners: we will work with partners to deliver better, more integrated care 

19.  

To receive and review the monthly report from the Chairman 

 Correspondence received from NHS Blood Transfusion 
 

S Wragg 
Chairman 18/07/P-19 

20.  

To receive and review the monthly report from the Chief 
Executive 
 

Dr R Jenkins 
Chief Executive 18/07/P-20 

21.  To receive and review the latest Intelligence report 
E Parkes 

Director of Comms & 
Marketing 

18/07/P-21 

 

22. 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:   
- 23 August 2018, 9am  

 

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

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



  

REF: 18/06/P-03 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT  
 

 
MINUTES OF A MEETING OF THE 

BOARD OF DIRECTORS 
HELD ON 28th JUNE 2018  

IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL NHSFT 

PRESENT: 
  
Mrs K Firth Non Executive Director 
Mr P Hudson Non Executive Director                     
Dr R Jenkins Chief Executive 
Mr R Kirton Chief Delivery Officer 
Mr N Mapstone Non-Executive Director  
Mrs H McNair Director of Nursing & Quality 
Ms R Moore Non-Executive Director 
Mr F Patton Non Executive Director 
Mr S Wragg Chairman 
Mr M Wright Director of Finance  
  

IN ATTENDANCE: 
Dr J Bannister Deputy Medical Director 
Mr T Davidson Director of ICT 
Ms E Lavery Associate Director of HR 
Ms E Parkes Director of Communications 

Ms S Rudd Trust Secretary 
Prof. C Welsh Independent Director, Hospital Services Review (item 18/77 
 only) 
Mr Wiles Business Manager, Medical Directorate (item 18/77 only) 
 

OBSERVERS: 
Mr D Brannan Public Governor, Barnsley Constituency 
 

 
18/73 APOLOGIES & WELCOME 

Members and Governors were welcomed to the meeting. 

It was noted that apologies had been received from Mrs J Dean, Non 
Executive Director and Dr S Enright, Medical Director.  

 

 

18/74 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.  

   

 
 
 
 
 
 

 

18/75 MINUTES OF LAST MEETING (18/06/P-03) 

The Minutes of the meeting of the Board of Directors held in public on 24th 
May 2018 were reviewed and accepted as an accurate record. 
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18/76 ACTION LOG (18/05/P-04) 

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

 
 
 
 
 

18/77 HOSPITAL SERVICES REVIEW PRESENTATION AND BRIEFING PAPER  

                                                                                                         (18/06/P-05) 

Professor C Welsh, Independent Director, Hospital Services Review, attended 
the meeting to provide an update. 

Professor Welsh outlined the aims of the review, which are to ensure that 
acute hospital services in South Yorkshire and Bassetlaw are sustainable. 
Challenges to this include an ageing population, increasing demand, 
overstretched workforce, changing needs of people and the type of healthcare 
that can be provided is also changing. 

The review focused on some of the most challenged services, chosen 
following discussion with staff and the public. The main areas of challenge in 
each of the services are  

i)  Workforce – there are significant shortages of staff across the 
workforce which means that staff work long hours and patients 
comment on care feeling rushed 

ii)   Clinical variation - each trust has its own way of doing things, even 
when there are supposed to be national standards. This makes joint 
working difficult, and impacts on patients  

iii) Innovation - IT doesn’t work across organisations, and the system is 
not good at making the most of new technologies. Whilst there are 
some excellent new ideas emerging, these are usually in isolation of 
other trusts.  

The Review was guided by three main principles 

1. There will continue to be a hospital in every Place: no District General 
Hospitals will be closed; 

2. Most patients will receive most of their hospital-based care at their local 
DGH; 

3. The staff we have are needed – the Review is not expected to lead to 
any redundancies, although some staff might have to work differently. 

There are two types of solutions, hospitals working together or if that is not 
enough, change the way services are configured.  Shared working will be 
through hosted networks, one hosted by each trust, with different levels of 
networks with different degrees of shared working across the trusts. 

The review looked at A&E, Maternity, Acutely Ill Children, Stroke and 
Gastroenterology, and tested each against five criteria Workforce, Affordability, 
Access, Quality and Interdependencies and the outcomes have been reported 
in the HSR report published on 10th May 2018. 

The next steps are for the system to consider the report; commissioners will 
need (in discussion with providers and local authorities) to decide which 
elements they wish to take forward.  If further work on reconfiguration is 
agreed, this will require site-specific analysis and public consultation. 

Members agreed the importance of working through the governance issues 
relating to commissioning mechanisms and accountability and that a co-
ordinated approach is key. Organisations will still need the ability to recruit a 
workforce tailored to the needs of their population and working together will 
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provide recruitment and retention opportunities. 

There are already examples of working together in place e.g. a joint gastro 
service with Doncaster and Rotherham is in place. The HSR will provide 
normalisation of the plans that have been put in place. 

Members noted that public engagement will need to be co-ordinated and 
enquired if there are plans in place? The ICS development proposals include 
consistent and co-ordinated communication plans. 

It was agreed that the review provides an opportunity to improve areas e.g. 
clinical variation, staff and patient experience and that this is an important 
message. The challenges relating to culture change were acknowledged. 

The timetable was outlined with commissioners discussing the report during 
May to August, development of site specific options for configuration 
September to December. Development of draft pre consultation business case 
January to May 2019 and public consultation scheduled for June 2019 
onwards. 

The Board thank Professor Welsh for his attendance and presentation. 

South Yorkshire and Bassetlaw ICS Briefing Paper 

The report outlines the next steps for the review and the development of the 
Integrated Care System (ICS) in this region, following the publication of the 
HSR. 

The Trust has been asked to provide feedback on the report to support 
development of the Strategic Outline Case (SOC); in particular the 
reconfiguration options described in the review. These were: 

1.  A&E – maintain 6 consultant led A&E’s 

2.  Maternity – could replace 1 or 2 obstetric units with midwife-led units 

3.  Acutely Ill Children – explore focussing 24/7 paediatric cover on fewer 
sites; one or two could be replaced with assessment units. 

4.  Stroke – following reconfiguration of Hyper Acute Stroke Units (HASU), 
Consultants on sites which have HASU’s supporting sites which have 
Acute Stroke Units 

5.  Gastroenterology – consolidation of evening and weekend cover on 
three or four sites so all have access to 24/7 GI bleed cover, if 
necessary on another site. 

The reconfiguration options are being used to inform capital bids however the 
impact of the reconfiguration and their requirements are unknown at this stage. 

Two stakeholder groups will be established to inform and assess the 
reconfiguration options – a Travel and Transport Reference Group and a Data 
Stakeholder Group. 

Members discussed the feedback to be provided in detail and agreed that 
each of the five reconfiguration options would be considered in turn, bearing in 
mind the requirement for sustainable services for the population of Barnsley. 
The Trust supports the ‘hosted network’ model and the geography and 
deprivation within Barnsley will need to be considered alongside adjacencies 
and relationships. Trusts within the scope of the modelling require clarification 
e.g. status of Chesterfield NHS FT and Mid-Yorkshire FT.  

The presentation received from Professor Chris Welsh earlier in the meeting 
had provided clarity on aspects of the review with the main emphasis now to 
be the development of a Business Case in the form of a Strategic Outline 
Case. This would relate to the potential reconfiguration options and the need to 
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plan the capital implications of any reconfiguration. 

Dr Jenkins is to provide feedback to the Integrated Care System.  

 

 
RJ 

18/78 PATIENT STORY 
Ms J Phillips, Consultant Colorectal Surgeon attended the meeting and 
presented on HALO (Haemorrhoidal Artery Ligation Operation)  
Trilogy Procedure.  
 
Traditional methods of treatment have involved surgery that is associated with 
a number of complications, significant pain and unable to return to work for 2 
weeks.  
 
The HALO method is virtually pain free when compared to the traditional 
method and most patients are able to return to work within 1-3 days. The 
procedure also treats the cause of haemorrhoids rather than just the 
symptoms. The introduction of the procedure improves patient experience and 
was evidenced by patient stories. Since the introduction of the service the 
average length of stay has reduced from 27.5 hours to 9.07 hours. 
 
The Board thanked Ms Phillips for her presentation on this excellent service 
and the improvements for patients. 
 

 

18/79 QUALITY & GOVERNANCE COMMITTEE (Q&G) (18/06/P-07) 

The Chair’s Log from the Committee meeting held in June 2018 was received.   

The Committee had received a presentation regarding the Medical Examiner 
role within the Trust and the requirement that all deaths in hospital are 
investigated by medical examiners. The presentation had been well received 
and the importance of linking with existing governance structures and review of 
the requirements of the role and capacity were agreed. 

The Quarter 4 Falls report had been received and provided an overview of the 
work being undertaken to reduce the number of avoidable falls. The Trust is 
participating in the national Falls Collaborative. 

The Committee also received and approved the Health & Safety Annual 
Report, the Business Security Annual Report and the Annual Fire Statement. 

Nurse and midwifery staffing levels were reviewed, as they are each month, 
with work on going on substantive recruitment, a reduction in agency costs in 
month has been seen. 

Mr Mapstone noted the importance of  triangulating the information received, 
he has undertaken a quality and safety visit to Ward 21 and hear that the staff 
are unhappy when being asked to move to other wards as part of the 
pressures seen. He noted how good the team spirit was, that the ward was 
clean and that staff felt supported by HR and Occupational Health. The staff 
have some innovative ideas regarding the introduction of nurse-led therapeutic 
paracetesis which will be followed up. 

The Committee is to receive a bed reconfiguration proposal at its next meeting 
as part of the addressing winter pressures in an effective way. Engagement 
sessions are being held with staff to inform the final proposal which will then be 
presented to the Board.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

BK 

18/80 EXECUTIVE TEAM LOG  
Dr Jenkins noted that items to note are part of the meeting agenda and will be 
discussed throughout the meeting. 
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18/81 CELEBRATING OUR PEOPLE (18/06/P-09) 
The Director of Communications presented report noting another three worthy 
winners of awards. Work on a ‘Hall of Fame’ will commence next week and will 
be situated on the wall towards the maternity department. 
 

 

18/82 CHAIR’S LOG FINANCE & PERFORMANCE COMMITTEE (18/06/P-10) 

The Chair of the Finance & Performance Committee presented the Chair’s log 
from the meeting held in June 2018. 

In Month 2 the position is a deficit of £2.253m, which is £0.342m favourable to 
plan. The cash position is £1.788m, £0.588m ahead of plan. In terms of CIP, 
£0.586m was delivered against a plan of £0.449m, £0.136m ahead of plan. 
The forecast programme position has improved and continues to be ahead of 
last year. Further schemes continue to be worked up to maturity. 

With regard to performance, RTT delivery is 93.2%; 62 day cancer targets 
remain compliant. The 4-hour emergency access target continues to be a 
challenge with performance at 91.7% for the month. 

Sickness levels have reduced to 4.14%, mandatory training levels are at 
88.2% and the appraisal rate is being monitored to achieve 90% compliance 
by the end of June. 

The Committee reviewed the People Strategy, with suggested amendments 
and also the Equality and Diversity Annual Report. 

The Board Assurance Framework and Corporate Risk Register were also 
reviewed. 

A report was received on the use of NHS Professionals to help manage 
temporary and flexible workforce arrangements for nursing and administrative 
staff. The approach will support the Trust in the reduction of nursing agency 
usage and will also provide advantages for staff. The Board agreed the use of 
NHS Professionals following detailed discussion and committee level and 
engagement with staff. 
  
The Board received and noted the report.  
 

 
 
 

18/83 INTEGRATED PERFORMANCE REPORT (18/06/P-11) 

The Chief Delivery Officer presented the latest integrated performance report 
noting that it has been discussed in detail at Quality & Governance Committee 
and Finance & Performance Committee. 

The ED 4-hour target was again noted, with year to date performance currently 
92.84%, which is above trajectory. 

Challenges within the cancer pathway were noted with a number of actions in 
place to improve pathways and patient experience. Detailed reporting and 
monitoring takes place at committee level. 

Complaints response rates performance has reduced however this is expected 
to improve following a transition period. 

In terms of finance, performance is good but remains challenging with risks 
identified regarding achievement of CIP and a focus on reducing agency 
spend. It was noted that creditor days have reduced. 

Funding for the national pay increase was discussed and the process for 
payment and further clarity will be provided by NHSI over the coming weeks. 
The Trust continues to make preparations to ensure payments are made in 
line with the timetable. 
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18/84 REPORT OF THE CHAIRMAN                                                       (18/06/P-12) 

The Chairman’s report was received and noted and he drew particular 
attention to the Tiny Hearts Appeal and the excellent fundraising activities that 
are taking place.  

A meeting of the Charity Trustees has taken place and Dickie Bird has recently 
visited the developing Special Care Baby Unit. 

A meeting of the Governor’s Quality & Governance sub group has been held 
and a number of issues were discussed. Feedback on an investigation into 
issues reported by Governors was also provided to the Finance & 
Performance sub group. 

The Board noted the report. 
 

 

18/85 REPORT OF THE CHIEF EXECUTIVE                                           (18/06/P-13) 

Dr Jenkins’ highlighted the high numbers of Emergency Department 
attendances through June and that the Trust has coped well. The plans for 
reorganisation inpatient capacity will be discussed at governance committees 
and the Board over the next few weeks. 

The first Schwartz round has been held with the theme of ‘A patient I will never 
forget’ and was very well attended with extremely positive feedback from 
attendees. 
 
The Board noted the report. 
 

 

18/86 QUARTERLY COMMUNICATIONS UPDATE                                (18/06/P-14) 
The Director of Communications presented the quarterly report highlighting the 
communications and stakeholder engagement activity. 
 
The annual report and accounts for 2017/18 have been produced and 
approved and will now be laid before Parliament for approval prior to issue at 
the Trust’s Annual General Meeting in September. 
 
Plans have been drawn up to celebrate the NHS’s 70th birthday on 5 July and 
will include working with ITV and BBC on forward filming of footage to air as 
part of the birthday celebrations. 
 
International Nurses day has been supported as has the Trust-wide ‘Proud to 
be Good’ celebration event. 
 
The Trust has also held its annual Heart Awards and was very successful with 
275 people in attendance. Congratulations to all the award winners. 
 

 

18/87 INTELLIGENCE REPORT                                                    (18/06/P-15) 

The monthly Intelligence report was received and reviewed.  Ms Parkes drew 
attention to the latest postings on NHS Choices, with three ratings for June, all 
5 stars.  

National announcements regarding funding were noted as were the 
discussions being held by Ministers and NHS leaders to draw up a new offer to 
the NHS workforce to help staff retention. 

 

 

18/88 ANY OTHER BUSINESS & DATE OF NEXT MEETING.  

Comments from the governors 
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Mr Brannan commented on the HSR presentation and the desire for it to be 
positive for the Barnsley population. He enquired about recruitment and 
retention and heard that the Trust continues to attract high quality consultants 
as there is a lot work that goes into ensuring that the hospital is a good place 
to work. 

The meeting closed at 11.40am.  
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/07/P-04 

SUBJECT: BOARD ACTION LOG 

DATE:  JULY 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 

 
 



 

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

 

Subject: Board Action Log Ref: BoD 18/07/P-04 

 
 
ACTIONS ON AGENDA: Table 1  - N/A 
Minute 

ref 
Meeting 

date 
Item Action Owner Due date Done Date Progress report 

RAG 
status 

18/79 June 2018 
Approach to inpatient 
capacity 

Proposal to be discussed at 
Board 

Chief 
Delivery 
Officer 

July 2018 July 2018 Agenda item  

 
 
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 

18/77 June 2018 
Hospital Services 
Review –provision 
of feedback 

Feedback to be provided 
to the HSR following 
publication of report and 
next steps 

CEO July 2018 July 2018 
Feedback provided to 
HSR 

 

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

ref 
Meeting 

date 
Item Action Owner Due date Done Date Progress report 

RAG 
status 

18/65 May 2018 

Chair’s Log F&P -
General Data 
Protection 
Regulations (GDPR) 

Arrange Board workshop 
on GDPR 

Dir of ICT July 2019  
Arranged for July Board 
development session 

 

 
 



 

Key to RAG status  
 Action overdue or no update provided  
 Update Provided but action not complete  
 Update provided and action complete  
BoD June 2018 Action Log / 2  
 

 
 
 
 
 
 
 
 
 

 

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

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

  



 

  

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/07/P-06a 

 

SUBJECT: QUALITY & GOVERNANCE ASSURANCE REPORT   

DATE: JULY 2018  

PURPOSE: 

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  

For review   Governance  

For information   Strategy  

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

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

PRESENTED BY: Philip Hudson, Non Executive Director 

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 June, key issues highlighted 
included: 

 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 - see Log 

 Regular review of the Nursing & Midwifery staffing report  

 Review of the quarterly pressure ulcers update report 

 Review of the Board Assurance Framework and Corporate Risk Register 

 Annual Reports from a number of committees: 

 Patient Safety & Harm Group 

 Clinical Effectiveness Group 

 Patient Experience Group 

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: 20/6/18 Chair: Ros Moore 

 

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

Recommendation/ Assurance/ 
mandate to receiving body 

1 

A changed 
approach to 
delivery of 
inpatient 
capacity 

A proposed change to the way BHNFT delivers inpatient 
capacity was received and discussed, with the 
acknowledgement bridging the gap between summer and 
winter demand for non-elective capacity requires a changed 
approach all year round. The proposal seeks to match 
inpatient demand to capacity but to also maximise efficiency 
of the current workforce, improve staff satisfaction and 
improve patient experience. Reducing the necessity to move 
staff and patients between wards will improve each of the 
above. 
 
Staff engagement sessions on the proposal have been held, 
with good feedback, as there will be the ability to maintain 
staff plans on each ward on a more consistent and 
substantively staffed basis. 
 
The Committee endorsed the report for submission to the 
Board 

Board of Directors Report endorsed for discussion at Board 

2 
Organ Donation 
policy 

The Committee received the Policy for Management of 
Organ Donation containing clear objectives and processes to 
support organ donation activity.  The Committee were 
pleased to endorse the policy. 
  
A letter has been received from NHS Blood and Transplant 
outlining the contribution of the Trust to Organ Donation and 
is appended to this report. 

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 

3. 

Clinical audit 
annual report 
and NICE 
compliance 

Clinical Audit 
A verbal update from the Clinical Audit Annual Report was 
received. The clinical audit department facilitates the 
monitoring and delivery of the clinical audit programmes on 
behalf of the Clinical Business Units ensuring full 
participation in relevant national clinical audits, national 
confidential enquiries and service reviews. 146 projects were 
complete and closed during the year, 40% of which were 
local interest projects, the remainder being nationally 
mandated. There were 22 abandoned projects in year. 
 
The forward plan for 2018/19 was discussed and includes 
the delivery of Silvery Quality Improvement training and 
review of how clinical audit/improvement projects are 
‘championed’ within specialities.  
 
NICE Annual Report 
The National Institute of Health and Clinical Excellence 
(NICE) provides guidance on ‘best practice’ and the Trust is 
committed to ensuring there is a systematic process for 
introducing, implementing, monitoring and evaluating NICE 
guidance and quality standards issued. 
 
The report outlined the activity during the year, which is 
reported monthly through governance meetings. There has 
been continued improvement during the year in assessing 
and providing assurance of compliance with NICE guidance 
with good engagement by clinical staff. 

Board of Directors For Assurance 

4. 
Cancer Alliance 
update 

 The Committee received a six month update against each of 
the Cancer Alliance priorities and the improvement actions in 
area. 
 
There has been significant progress in fostering an Alliance 
approach to cancer performance and improvement, with a 
performance dashboard in place and site specific level data 
to drive improvement actions. 62 day ‘GP referral to 
treatment’ performance across the Alliance remains variable 
and a number of site specific pathways are under significant 
pressure. Remedial action plans are in place in 

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 

underperforming areas and the Trust continues to perform 
relatively well overall and has consistently achieved the 
target since June 2016. 
 
Health and wellbeing is a particular focus and a local group 
has been formed to ensure identification of available 
resources and better signposting for patients and carers. 
 

5. Falls report 

The Quarter 1 Falls report was received detailing the total 
number of inpatient falls for the quarter and year to date of 
238. This is an increase from the same period last year. The 
Trust is participating in NHS Improvement Falls Collaborative 
and undertaking rapid improvement work. The current focus 
is on falls between the hours 18.00 and 20.00 in participating 
wards as through analysis this is the time the highest number 
of falls occur. Actions include process mapping and walk 
round handover. The Trust has seen an increase in the 
number of falls reported as no or low harm compared to the 
previous year, however the number of falls reported as 
moderate harm or above has decreased and the two that 
have occurred this quarter were deemed unavoidable. 

Board of Directors For Assurance 

6. 
Nursing & 
Midwifery 
Staffing 

The monthly nurse staffing report shows that, for June 2018, 

the Trust has maintained the fill rate for registered 

nurse/midwife day shifts; for night duty registered 

nurses/midwives has increased by 1.4%. There are 6 wards 

where staffing levels fell below 80% for registered nurses on 

day shifts with no wards with a fill rate of less than 80% for 

the night shift. 

 

Agency spend continues to be high, a reflection of continuing 

pressures. Starters and leavers were noted with continuing 

recruitment taking place. 

Board of Directors To Note 
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MANAGEMENT OF ORGAN DONATION 

(A CLINICAL POLICY RECOMMENDED FOR USE) 
 

1. Background 

 

In 2006 the rates of organ donation and transplantation in the United Kingdom (UK) were 

amongst the lowest in the developed world resulting in 3 avoidable deaths per day. The 

commissioning of a governmental enquiry into organ donation in the UK was undertaken 

by a newly formed Organ Donation Task Force (ODTF). 14 specific recommendations 

were made when their report was published in 2008 (Organs for Transplant – Report of 

the Organ Donation Task Force) which were accepted in full by government and 

implemented across the country. The recommendations were focused on the need for 

organisational and strategic change at a national level and within hospitals to enable 

organ donation when appropriate from patients dying on ICU and in ED. In 2014 after 

implementation of the recommendations the set target of a 50% increase in organ 

donation activity was achieved.  

 

New targets and strategy have been set in the latest report [Organ Donation 2020] that 

include; 

 Increasing consent rates for organ donation to 80% from the current position of 

57% 

 Increasing deceased organ donation to 26 pmp from 19.1pmp 

 Increasing by 5% the number of organs transplanted from consented deceased 

donors 

 Increase the deceased donor transplant rate to 74 pmp from 49 pmp 

 

In late 2016 NHSBT recategorised hospitals according to the number of actual consents 

achieved in the preceding 2 years rather than their potential for donation. Barnsley 

Hospital NHS Foundation Trust (BH NH FT) was classed as a level 2 hospital having 

between 5 and 12 donors per year. Given the size of the population served and size of 

the ICU it is recognised that the significant advances that have been seen to date in 

achieving Level 2 status are the direct result of cooperation and collaboration between 

specialties and individuals and that the importance of strengthening working relationships 

between those areas most involved in the donation process is paramount. 

 

The key to a continued increase in organ donation rates in the UK is not financial but 

organisational and it requires leadership, focus and a willingness to change established 

practice. The focus for these changes were and will continue to be the work done by the 

embedded specialist nurses (SN-OD’s) for organ donation the Clinical Leads for Organ 

Donation (CL-OD’s) and the Hospital Organ Donation Committee (ODC) formed after the 

2008 report.  

 

2. Purpose and scope of policy 

 

This policy is designed to ensure that where appropriate every ventilated patient who 

dies in the care of BH NHS FT Intensive Care Unit (ICU) or Emergency Department (ED) 

is considered for organ and/or tissue donation and that an organisational process is in 
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place to support donation activity.  It should be standard practice that every effort will be 

undertaken to support organ donation, considering the individual needs and preferences 

of patients and their families.  

 

This document will clarify understanding across the Trust on issues surrounding practice 

in organ and tissue donation. 

 

3. Objectives 

 

 That the consideration of organ and tissue donation will become a normal part of 

end of life / bereavement care in the ICU and ED setting. 

 That all staff recognise their duty of care in relation to establishing the wishes of 

every patient regarding organ/tissue donation, whether by discussion with their 

family or via the NHS Organ Donor Register held by NHS Blood and Transplant 

(NHSBT) and accessed via the Specialist Nurses. 

 For Trust staff to recognise, identify and refer all potential organ donors to a 

Specialist Nurse for Organ Donation. To comply with the recommendations of the 

Organ Donation Taskforce and NICE Guideline 135, clinical staff are required to 

refer all patients who are mechanically ventilated and either demonstrate 

symptoms of actual or anticipated Brain Stem Death (BSD) or where there is a 

clinical plan to withdraw mechanical ventilation and death is the anticipated 

outcome. 

 Optimal clinical management of any potential donor in the most appropriate 

location, to ensure that organs and tissues remain viable for transplantation. 

 Ensure that patients reliably undergo brain stem death testing where appropriate. 

 All potential donor families to be approached and offered organ and tissue 

donation where there is no medical or social contraindication to such an approach. 

 Trust staff ensure that whenever possible a donation specialist is directly involved 

in any family approach regarding donation. 

 Where individuals are not suitable for donation and the next of kin or significant 

other raise the subject, they are made aware that donation cannot be facilitated 

through open and sensitive communication. 

 All communication with the next of kin / significant others is accurately 

documented in the potential donor’s case notes. 

 

4. Rationale 

 

Many people have made the decision to donate their organs or tissues after death to 

save or enhance the lives of others. Health care professionals caring for the dying and 

bereaved have an ethical, professional and moral duty of care to facilitate such decisions 

that have been made in life. Where a preference has not been expressed during the 

lifetime of the patient, it is lawful and appropriate for family members or those close to the 

individual to make this decision on their behalf. All appropriate cases should be referred 

to the Organ Donation Services Team and if suitable for donation on medical grounds the 

chance to establish and fulfil the wishes of the deceased (or their family) regarding organ 

and tissue donation should be accommodated. 
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5. Definitions of Terms Used 

 

Clinical Lead for Organ Donation (CL-OD) – A clinician with responsibilities for 

developing and championing donation within the Trust. 

 

Specialist Nurse – Organ Donation (SN-OD) – A senior nurse employed by NHS Blood 

and Transplant who is a specialist working with donor families, co-ordinating the donation 

process and is responsible for working with the CLOD to develop and champion donation 

within their hospital Trust. 

 

Organ Donation Services Team (ODST) – NHS BT staff providing 24/7 access for co-

ordination of donation co-ordination across the region and country. 

 

Brain stem Death (BSD) – Formal Testing for brain stem death 

 

Donation after Brain Stem Death (DBD) – donation of an organ or organs following the 

diagnosis of death using tests to confirm the absence of brain stem function (formerly 

defined as heart-beating donation). 

 

Donation after Circulatory Death (DCD) – donation of an organ or organs after death 

has been confirmed on the basis of permanent cardio-respiratory arrest (formerly defined 

as non- heart-beating donation). 

 

Organ Donation – For the purposes of this policy this will refer to the donation of solid 

organs after death has been diagnosed following brain stem death testing or cardio-

respiratory arrest. 

 

Potential organ donor – Any patient in the Accident and Emergency Department or 

Critical Care departments who meets the criteria laid down for potential solid organ 

donation as set out in the Trust Policy and NICE Guideline CG135. 

 

Organ Donation Committee (ODC) – Trust Organ Donation Committee tasked with 

ensuring best practice in all aspects of organ donation and promotion of organ donation 

within the Trust and local population. 

 

Potential tissue donor – Any in-patient BH NHS FT who dies during their stay in 

hospital.  

 

Tissue donation – The donation of tissues (such as skin, bone, eyes or heart valves) 

after death has been diagnosed following permanent cardio-respiratory arrest. 

 

NHSBT – National Health Service Blood and Transplant 

 

BH NHS FT – Barnsley Hospital NHS Foundation Trust 

 

WOLST - Withdrawal of Life Sustaining treatments 
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6. Clinical Triggers for Notification 

 

The specific clinical triggers (notification criteria) for referral to the SN-OD and Organ 

Donation Services Team as detailed in NICE Guideline 135 are: 

 

 The absence of one or more cranial nerve reflexes and a Glasgow Coma Score of 

4 or less that is not explained by sedation (unless there is a clear reason why this 

clinical trigger is not met) and /or a decision is made to perform brainstem death 

tests) in a patient who is mechanically ventilated. 

 The intention to withdraw life-sustaining treatment in patients who are 

mechanically ventilated and with a life threatening or life-limiting condition which 

will, or is expected to, result in circulatory death. 

 

7. Brain Stem Death Testing 

 

The Intensive Care Society Guideline (2004) recommends that brain stem death testing 

should be performed in all cases where neurological death is suspected and that this 

should be unrelated to organ donation. Reasonable and where necessary invasive 

clinical measures should be taken to stabilise such patients to allow testing to take place. 

Testing should be performed according to the strict guidelines laid down in the Diagnosis 

and Confirmation of Death Guidelines (Academy of Medical Royal Colleges 2008). 

 

8. Early Referral 

 

To allow full assessment of the suitability of any patient for donation and to facilitate the 

presence of a donation specialist in any family approach for organ donation, it is 

recommended that contact is made with the Organ Donation Services Team at the 

earliest possible opportunity (ie as soon as BSD is suspected/anticipated or when 

withdrawal of life sustaining treatment is provisionally discussed by clinical staff). There is 

no requirement to discuss donation or other end of life provision with the family before 

referring to the Organ Donation Services Team and it is recommended that such 

discussions are avoided until a SN-OD is involved. 

 

9. Clinical Stabilisation 

 

The patient should be cared for in an appropriate care setting (Intensive Therapy Unit, 

Emergency Department or Theatre Recovery) while the assessment for donation is 

performed. Life-sustaining treatments should not be withdrawn or limited until the 

patient’s wishes around organ donation have been explored and the clinical potential for 

the patient to donate has been assessed in accordance with legal and professional 

guidance. 
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10. Religious Perspectives 

 

All major religions support the principles of organ donation and transplantation. It is 

recognised that within each religion there are different schools of thought, which means 

that that the views of individuals may differ. Referral to the Organ Donation Services 

Team should be made regardless of the patients’ religion. It should not be assumed that 

because a patient or their family come from a specific religious background that referral 

for donation should not be made. 

 

11. Ethnicity 

 

The need for an organ transplant in the black and minority ethnic (BAME) community is 

more than three times higher than that of the general population. A transplant is much 

more likely to be successful if the donor and recipient have the same ethnic background. 

In accordance with equality and diversity requirements it is essential that potential donors 

from all ethnic backgrounds are referred to the Organ Donation Services Team. It should 

not be assumed that because a patient or their family come from a specific ethnic 

background that referral for donation should not be made. 

 

12. Contraindications and Restrictions 

 

To comply with audit requirements the Organ Donation Services Team (ODST) 

should be contacted to assess the suitability of every individual who fulfills 

notification criteria even if clinical staff suspect that donation will not be possible 

or will not proceed.  

 

The only absolute clinical contraindication to organ donation is confirmed 

Creutzfeldt–Jakob Disease (CJD). There are no formal age limitations to organ 

donation. The ODST will have rapid exclusion criteria that will be used as a 

guideline only in the context of the bigger picture. 

 

Likely contraindications to deceased donation may include: 

 

 Age >85 years (on or after their 85th birthday) 

 Primary intra-cerebral lymphoma 

 All secondary intracerebral tumours 

 Any active cancer with evidence of spread outside affected organ within 3 years of 

donation  

 Melanoma (except completely excised Stage 1 cancers) 

 Active (not in remission) haematological malignancy (myeloma, lymphoma, 

leukaemia) 

 Definite or possible case of human transmissible spongiform encephalopathy 

(TSE), including CJD and vCJD, individuals whose blood relatives have had 

familial CJD, other neurodegenerative diseases associated with infectious agents. 

 TB: active and untreated 

 West Nile Virus (WNV) infection 
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 HIV disease (but not HIV infection) 

 A history of infection with Ebola Virus 

 

13. Professional Guidance 

 

The General Medical Council specifically addresses issues relating to organ donation in 

the document “Treatment and Care towards the end of life” (2010). This document states 

that medical staff “should follow any national procedures for identifying potential organ 

donors” and “for notifying the local transplant coordinator”. 

 

 

14. The Organ Donor Register (ODR) 

 

The Organ Donor Register can be accessed by SN-OD’s 24 hours a day. Where an 

individual has joined the ODR, the registration will detail the date and mode of joining and 

any restrictions specified by the individual. If requested the SN-OD can provide a printed 

copy of the ODR registration for the donor family. A printed copy of the ODR registration 

will be included in the NHSBT file of any proceeding donor. After donation, the ODR 

cannot be consulted retrospectively as the details of any deceased individuals are 

removed. 

 

The ODR will not be consulted until a clinical “futility decision” has been taken and a clear 

plan regarding withdrawal of treatment or brain stem death testing has been recorded – 

as earlier knowledge of the ODR status may be perceived to have an influence on care 

or treatment decisions. All patients should be considered for donation regardless of ODR 

status. 

 

15. Approaching the Donor Family 

 

Coronial, legal and safeguarding issues should be clarified prior to raising the subject of 

donation.  

 

The option of donation should be given only when the family has understood that further 

active treatment is futile and that death is inevitable. 

 

Staff caring for a potential donor should not raise the topic of donation without agreeing 

this within the multidisciplinary team.  

 

Approaching a family member or significant other to consider donation is a normal part of 

bereavement or end of life care. If the question is not asked then the chance to consider 

donation has been denied by omission. The family should not be offered donation until a 

SN-OD has been contacted to establish potential suitability for organ donation and this 

has been confirmed. The Organ Donor Register should be consulted as should any 

Advance Statements or Lasting Power of Attorney for Health and Welfare. There is no 

requirement to inform the family or significant others that an organ donation referral has 

been made.  
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Where a patient has the capacity to make their own decisions, their views on organ 

donation should be sought directly as should their consent. 

 

Discussion relating to donation should be undertaken in a setting suitable for private and 

compassionate discussion at a time that best suits the family’s circumstances. 

 

Wherever possible referral to the SN-OD should be made early to ensure that the SN-OD 

is available to be involved in a joint planned family approach. The SN-OD should be 

involved at an early stage and supported in engaging in early and extended contact with 

the family. They will pace the information given and ensure that donation is not 

mentioned before the family indicates that they have fully understood futility and that they 

are ready to consider the option of donation. It is recognised that positive consent for 

organ donation is more likely if a SN-OD makes the approach. 

 

The healthcare professional that raises the subject of donation with the next of kin or 

significant other should have experience of working with bereaved families, have 

knowledge of organ and tissue donation and understand that donation is a positive option 

for many families. Donation should always be discussed using positive terms, avoiding 

the use of apologetic or negative language. 

 

For donation after brain stem death (DBD), an appropriate time to offer donation is after 

the family have been informed of and understand the significance of the brain stem death 

tests and the second set of tests have confirmed the diagnosis of neurological death. 

 

If the potential donor fulfills the criteria for donation after circulatory death (DCD), the 

appropriate time to introduce the subject of organ donation is when the decision to 

withdraw treatment has been made and communicated to the family and the family 

indicates that they understand that death is the expected outcome. 

The information that families / significant others are given should be culturally 

appropriate. It should also be accessible to people with additional needs such as 

physical, sensory or learning disabilities and to people who do not read or speak English. 

This may necessitate the use of a professional interpreter. 

 

Discussions with those close to potential donors should stress the following: 

 

 The rationale behind the decision to withdraw life-sustaining treatment. 

 The primary focus remains on the care and dignity of the patient whether donation 

occurs or not. 

 The standard of care will be the same whether they give consent for donation or 

not. 

 What interventions may be required between consent and organ retrieval. 

 The time scales involved in facilitating organ donation. 
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16. Donation after Brain Death (DBD) 

 

Where Brain Stem Death (BSD) is suspected, the patient should be actively managed 

and maintained for formal testing in accordance with the Intensive Care Society 

Guidelines. BSD testing should be unrelated to organ donation and the subject of 

donation should not be raised until BSD tests have been completed and BSD has been 

confirmed. (Appendix 1, 2 and 3) 

 

It is both lawful and ethically acceptable to take reasonable measures to clinically 

stabilise and maintain an individual while their wishes regarding organ donation are 

explored or fulfilled.  

 

Temperature should be normalised. BSD testing cannot be performed in individuals 

where the temperature is below 35 degrees centigrade. Where therapeutic hypothermia 

has been induced it is recommended that BSD tests should not be performed until 24 

hours after normothermia has been achieved. 

 

Blood pressure should be supported and central access should be sited to facilitate the 

administration of inotropic agents if required to maintain cardiovascular stability and a 

MAP above 60 mmHg during BSD tests or discussions regarding organ donation. 

 

Fluid balance should be maintained with output matched by fluid replacement. The 

administration of DDAVP (widely known as Desmopressin) should be considered to 

control diuresis if Diabetes Insipidus is suspected. 

 

Electrolytes should be maintained within normal limits as marked elevation or deficiency 

will preclude BSD testing. The acceptable range is detailed within the Diagnosis and 

Confirmation of Death Guidelines (Academy of Medical Royal Colleges – 2008). 

 

If consent for Cardithoracic donation is given the SN-OD will request permission to 

mobilise a Donor Management Scout Team after discussions with the Transplant 

Surgeons.  

 

17. Donation after Circulatory Death (DCD) 

 

A valid Do Not Attempt Cardiopulmonary Resuscitation (DNACPR) order, as per Trust 

policy should be included in the medical records, as should a documented intention to 

withdraw life sustaining treatment. 

 

It is both lawful and ethically acceptable to take reasonable measures to clinically 

stabilise and maintain an individual while their wishes regarding organ donation are 

explored or fulfilled. 

 

The comfort and care needs of the patient remain paramount throughout the donation 

process and it is essential that sedative drugs or analgesics are not withheld in patients 

who are to progress to donation after circulatory death. 
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Treatment should not be withdrawn or limited until a clear decision regarding organ 

donation has been agreed. The exception is a patient who is clearly deteriorating despite 

attempts to maintain stability. (Appendix 4) 

When consent and associated arrangements for organ donation are in place the surgical 

retrieval team will attend and prepare for surgery. Treatment should be continued until 

the SN-OD advises that the surgical team is ready to commence surgery. 

 

Withdrawal of treatment should not be undertaken until a suitable medical practitioner 

has been identified and is available to certify death 5 minutes after loss of circulation. To 

facilitate organ donation the patient will be transferred to theatre for the withdrawal of 

treatment so that after certification of death the surgery will proceed immediately. 

 

It is appropriate to diagnose death 5 minutes after loss of the central pulses, loss of 

arterial pressure and the loss of heart sounds.  

 

The family should be given the opportunity to remain with the patient who is a potential 

DCD donor up until the time that death has been declared, after which the donor is 

transferred in to theatre. If the donor family elects to be present at certification of death 

the ECG monitor should be removed and heart rate monitored via the arterial line trace. 

For the purpose of organ donation, the time of death should be documented as at loss of 

the arterial line trace for loss of cardiac output as opposed to the loss of agonal, electrical 

activity on the ECG trace. 

 

The family must be made aware that organ donation cannot proceed if death does not 

occur within four hours of withdrawal of life sustaining treatment. If the patient does not 

proceed to donation the patient should be transferred back to the ICU for end of life care.  

 

If the patient had not previously been under the care of a specified consultant or team, an 

appropriate clinical specialty will be identified and approached to take ongoing 

responsibility for the care of the patient. 

 

18. Organ Donation from the Emergency Department 

 

To ensure BH NHS FT compliance with NICE Guideline 135 every patient fulfilling 

notification criteria / clinical triggers (see section: Clinical Triggers) should be referred to 

the Organ Donation Services Team regardless of their location in the hospital. The 

exception is patients that are clearly deteriorating rapidly. (Appendix 1 and 4) 

 

In recognition of time restrictions, it is recommended that a provisional referral is made at 

the earliest indication of any un-survivable condition where the patient is intubated and 

mechanically ventilated. This will allow a SN-OD to initiate early mobilisation to BH NHS 

FT or to rule out the potential for organ donation in collaboration with transplant 

surgeons. Care should not be influenced by this referral. 

 

In the case of a provisional referral, all care and investigations should continue as they 

would in a case where organ donation had not been considered, including referral to 

Critical Care and Neurosurgery. 
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In the case of a Devastating Brain Injury the Consensus Statement 2018 “Management 

of Percieved Devastating Brain Injury after Hospital Admission” should be followed with 

admission to Criticale Care for a period of prognostication. 

 

Whilst in the Emergency Department life sustaining mechanical ventilation should not be 

withdrawn from any patient with spontaneous circulation unless a referral has been made 

to the Organ Donation Services Team and the patient has been deemed medically 

unsuitable for organ donation. 

 

Whilst referrals are welcomed from any member of clinical staff it is essential that the 

clinician responsible for the care of a patient is aware of any referral to the SN-OD team. 

Should the patient’s prognosis improve or if there is a subsequent plan to transfer the 

patient for neurosurgery care this should be escalated appropriately and the SN-OD 

should be informed of the change in clinical plan.  The SN-OD will then suspend the 

referral and “stand down”.  

 

If a SN-OD cannot attend within an appropriate time frame it may be necessary for Trust 

staff to make the approach for donation, remotely supported by the SN-OD. 

 

If following referral to the ODST a potential for donation is established the patient should 

be stabilised in an appropriate care setting (Intensive Therapy Unit - ideally, Emergency 

Department or Theatre Recovery) until the SN-OD is in attendance and full assessment 

for donation is undertaken. 

 

If the patient is not accepted for admission to Critical Care the responsibility for the care 

of the patient remains that of the Emergency Department and all decisions regarding the 

ongoing care of the patient should be made by an Emergency Department clinician. As 

the patient is ventilated there will be multidiciplinary care with Anaesthetics or Critical 

Care. 

 

In line with NICE guidance life sustaining treatment should not be limited or withdrawn 

until the potential for organ donation has been fully explored. 

 

There are no formal age limitations to organ donation. The only absolute clinical 

contraindication to organ donation is confirmed CJD. To comply with audit requirements 

the Organ Donation Services Team should be contacted to assess the suitability of every 

individual who fulfills notification criteria even if clinical staff suspect that donation will not 

be possible or will not proceed. 

 

19. Staffing and Capacity 

 

Admission to Critical Care should be facilitated for all patients where the potential for 

organ donation has been confirmed by a SN-OD. The only exception to this will be if the 

only available bed has already been allocated to an admission on a named patient basis. 

It is unacceptable to refuse admission because there is only one bed available unless 

this bed has been previously allocated to a named patient. 
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If a Critical Care bed cannot be identified or vacated the patient should remain in the 

Emergency Department and treatment maintained. 

 

If admission to any location is limited by staffing issues, all measures should be taken to 

identify and utilise a suitably trained nurse to be responsible for the provision of direct 

care to the potential donor. Any cost associated with additional bank, locum, agency or 

overtime staffing for medical or nursing staff will be met and reimbursed to the 

department affected by the Organ Donation Committee budget. 

 

It is professionally and ethically unacceptable for a SN-OD to be responsible for the 

provision of direct care for a potential donor prior to death, other than by assisting BH 

NHS FT staff in delivering basic nursing care. 

 

20. Elective Ventilation 

 

To be considered as a potential organ donor a patient must already be mechanically 

ventilated. The decision to ventilate should have been based only on clinical need and be 

for the purpose of full assessment and / or treatment. It is unacceptable and unlawful 

to ventilate a patient purely for the purpose of organ donation. 

 

Existing guidelines (United Kingdom Donor Ethics Committee, Legal issues relevant to 

non- heart beating organ donation 2009 Department of Health) state that “reasonable 

steps” can and should be taken to maintain clinical stability whilst the option of organ 

donation is explored.  Interpretation of such guidelines is at the discretion of individual 

clinicians. 

 

21. Non-Invasive Ventilation 

 

Where a patient is being treated with non-invasive ventilation (NIV) on the ICU or in the 

ED and there is an intention to withdraw this treatment with an expectation that death will 

occur – organ donation should be considered in accordance with NICE guidance135. 

A referral should be made to the SN-OD as soon as medical staff considers the 

withdrawal of life sustaining treatment. The patient should be given the same opportunity 

to consider donation as would be given where invasive ventilation is to be withdrawn. 

If a patient in these circumstances is assessed as medically suitable for donation, the 

SN-OD will be in attendance to support all parties through the process in accordance with 

the principles included within this policy. 

 

22. Investigations to support Organ Donation 

 

When consent to organ donation has been given, it may be necessary to complete 

additional investigations to facilitate the donation process. 

 

Organ Donation cannot be facilitated without a confirmed blood group and a “group and 

save” will be requested in every case unless a recent result is available via the ICE 

system. Intra-operative blood transfusion may be required and 4 units of cross matched 

blood may be requested. The SN-OD will ask a member of clinical staff to submit this 
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request according to Trust procedure. It is essential that the laboratory staff are aware 

that the transfusion is for an organ donor – a checking slip will then be issued to allow 

safe administration of the transfusion. The SN-OD will ensure that an appropriate 

prescription – signed by a Trust clinician is available prior to the administration of any 

intra-operative blood transfusion. If cross matched blood is not administered the SN-OD 

will advise the transfusion laboratory following donation and advise that the blood can be 

reissued for transfusion. 

 

In every case blood samples will be required to allow virology and tissue typing. Explicit 

consent for the collection of these samples will be sought and recorded. In individual 

cases of organ donation, specific blood tests may be requested by the SN-OD on behalf 

of the transplanting center’s in order to fully assess organ function. The SN-OD will 

request these investigations as urgent and such results should be facilitated accordingly. 

 

In cases where heart donation is anticipated a 12 lead ECG recorded after confirmation 

of Brain Stem Death is required. In addition where heart donation is anticipated a formal 

echocardiogram may be requested. This should be treated as an urgent investigation. 

The donation process will effectively be halted until the investigation has been performed 

and reported. This investigation may be done by the “Scout Team” out of hours. 

 

In every case of donation, a chest x-ray taken on the day of donation (or the most recent 

available) will be required. This imaging will need to be reviewed by a clinician for 

evidence of localised pathology which may contraindicate donation (such as malignancy). 

At this time, other radiology investigations performed in the past should be reviewed for 

contraindications to organ donation. (ie. CT / USS scan showing renal damage) 

 

In cases where transplant center’s request access to imaging results the SN-OD will 

liaise with the radiology department to facilitate the secure transmission of digital images. 

 

23. Theatre 

 

The responsible SN-OD will notify the theatre coordinator (Bleep 218) at the earliest 

possible stage of any potential organ retrieval. 

In conjunction with the theatre coordinator the SN-OD will coordinate the arrival of the 

surgical retrieval team(s) at an agreed time, when a theatre is expected to be available. 

Hospital Resiliance and Security can be  contacted to disable the theatre access security 

and facilitate retreival team access to the theatre suite.  

The theatre coordinator is responsible for ensuring that all cases of organ retrieval are 

booked via the trust electronic booking system. 

 

Organ retrieval should be treated as an urgent surgical case. Whilst it will not take 

precedence over any emergency case the Trust accepts that there will be rare 

circumstances where it is necessary to delay, relocate or cancel routine operating lists to 

accommodate retrieval. 

 

Where the theatre coordinator anticipates a lack of theatre capacity this should be 

discussed in the first instance with the duty ICU Consultant, Anaesthetic Consultant and 
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Theatre Duty Manager. The On Call Trust Executive should be informed of the 

circumstances if normal services are disrupted. 

 

DCD donation should be accommodated in Theatre 4 anaesthetic room for withdrawal of 

life sustaining treatment (WOLST) to eliminate transfer time from Critical Care. This will 

limit warm ischaemic time to retrieved organs and optimise retrieved organ condition and 

facilitate DCD heart donation. The Trust standard operating procedure (Appendix 5) 

should be followed in this circumstance. Members of the donor family will be given the 

option of being present in such cases. 

 

The donor will be cared for by a named ICU nurse for the duration of WOLST and 

through to death. An identified member of BH NHS FT medical staff MUST be 

immediately available to certify death prior to retrieval surgery. Out of hours the on call 

consultant anaesthetic staff may need to be on site to ensure this.  

 

BH NHS FT theatre personnel are expected to support the retrieval team(s) throughout 

the retrieval process. A minimum of one member of staff familiar with the theatre suite will 

be made available to assist the retrieval team. A member of the anaesthetic medical 

team will be available as required. The SN-OD is responsible for ensuring that all BH 

NHS FT staff who are to be present at organ retrieval have been briefed on what to 

expect and have had the opportunity to ask questions before surgery commences.  

 

The retrieval team(s) will include surgeons, a scrub nurse and a perfusionist, when 

cardio- thoracic retrieval is planned a Donor Care Practitioner may also attend. The 

team(s) will require a member of BH NHS FT theatre staff to act as circulator within 

theatre and to assist with locating equipment and advising on local procedures. 

 

For DCD retrieval surgery, there will be no requirement for anaesthetic provision unless 

specifically requested by the retrieval team as in the case of DCD Lung donation. 

(Appendix 6) 

 

A Surgical Safety Checklist will be undertaken by the SN-OD in all cases and a copy of 

this can be provided to BH NHS FT staff on request. 

 

In DBD retrieval BH NHS FT will be required to provide an anaesthetist and Operating 

Department Practitioner both of whom will be involved in the case until circulation ceases 

at the point of “cross clamp”. Such anaesthetic provision should be considered as an 

urgent case and should be covered by the appropriate clinician. Anaesthetic cover should 

be negotiated by the SN-OD in conjunction with the theatre coordinator and the senior 

on-call anaesthetist as soon as a theatre time is agreed.  

 

Funding is available to support overtime, locum or bank payments for nursing or medical 

staff of all grades from re-imbursement funds paid to the Trust by NHSBT. If it is 

necessary to mobilise additional theatre staff to support organ retrieval such payments 

will be authorised by the Clinical Lead for Organ Donation. 
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The retrieval team(s) will provide any specialist surgical equipment required including 

perfusion fluids, transport boxes and ice. The Trust will be asked to provide standard 

supplies such as gloves, gowns and suction equipment.  

 

Donated organs may be transported by the retrieval team(s) or by specialist couriers. 

Drivers should be given access to the theatre complex and asked to wait in an 

appropriate area until the donated organs are available for transit. The SN-OD should be 

informed that the driver is waiting. 

 

All staff in theatre during retrieval surgery should be mindful of the privacy, dignity 

and respect that should be accorded to the situation.  

 

It should be noted that NHSBT and BH NHS FT support staff interest in organ donation. 

Should staff wish to observe organ donation procedures this should be discussed and 

agreed with the Theatre Coordinator, SN-OD and lead surgeon prior to the beginning of 

the theatre process.  

 

After every donation process, follow up information will be sent to theatre staff within two 

weeks via the Senior Nurse Manager. This letter should include specific provision for trust 

staff to comment on their experience of the retrieval process. Should staff have any 

concerns or questions the embedded SN-OD is available to provide appropriate advice 

and support on request. If required a formal debrief for theatre staff is available via the 

embedded SN-OD on request. In all cases of organ donation, a SN-OD (employed by 

NHSBT) will be present throughout the entire organ donation process. 

 

24. Care after Death 

 

Appropriate standards of privacy, dignity and respect would be expected at all 

times. 

 

Following an organ retrieval operation, the donor would be moved to the theatre recovery 

area or if beds allow will return to the ICU for after death cares. The SN-OD assisted by 

members of the BH NHS FT theatre recovery team or ICU staff will perform care after 

death in accordance with Trust policy. (Appendix 5) 

 

In some cases, particular requests that have been made by the donor family will be 

followed. Examples of such requests may be the collection of handprints or locks of hair 

post operatively or the dressing of the patient in requested clothing during care after 

death. 

 

Should the donor family wish to view the patient post operatively the SN- OD team will be 

present to support the donor family at this visit. 

 

25. Time Frames 
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The donation process cannot begin until full written consent has been given by a person 

in an appropriate qualifying relationship. The early referral of potential donors is essential 

to ensure timely attendance of a SN-OD and to avoid any avoidable delay. 

 

Every effort will be made to ensure that the donation process is completed in a timely 

fashion. 

The process may be delayed by multiple factors, these include but are not limited to - the 

availability of retrieval surgeons, theatre capacity and family requests. 

 

The SN-OD is responsible for ensuring that any delay and the reason for the delay is 

effectively communicated to the family, the Consultant responsible for the patient and any 

other identified persons involved in the progress of the case. 

 

The reason for any time delay should be documented in the patient’s medical records to 

ensure that the information is available to all staff involved in the case. 

 

26. Coronial Involvement 

 

In cases where a death is reportable to the Coroner and where organ donation is 

considered, Her Majesties Coroner (HMC) or a designated representative will be 

contacted by the SN-OD or the Medical team and authorisation to proceed requested. 

Organ donation cannot proceed without the explicit agreement of the Coroner. In these 

cases it may be prudent to speak with the Coroner before approaching family for consent 

to donate organs so avoiding distress to the family. 

 

If the Coroner or a designated representative refuses permission for donation the 

process cannot proceed. It may however be possible for the SN-OD to negotiate 

restricted consent for specified organs and tissues only. All conversations with the 

Coroner or a designated representative must be recorded in the deceased’s medical 

records / NHSBT donor file. The SN-OD will ensure that Coroners consent for the 

removal of organs for transplant has been obtained and documented before retrieval 

surgery takes place. 

 

If coronial consent for organ donation is denied or restricted the SN-OD will report this via 

the NHS Blood and Transplant Clinical Governance process.  BH NHS FT will not be 

involved in the investigation of coroner’s decisions relating to organ donation, although 

the involvement of specific clinicians may be documented as part of the reporting 

process. 

 

The donor family cannot overrule the decision of the Coroner although the wishes of the 

family will be relayed to the Coroner and their wishes will be taken into account as part of 

the decision making process.  

 

Discussions between the SN-OD and HMC pertain only to permission for organ and 

tissue donation and do not replace nor supersede consultation between clinicians and 

the coroner’s office relating to the certification of death, inquest or further coronial 

requirements. 
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27. Consent 

 

Every case of organ and tissue donation will be coordinated by a SN-OD working 

collaboratively with BH NHS FT nursing and medical teams. 

 

The Human Tissue Act 2004 became law in April 2006. This legislation means that the 

’wishes’ of the deceased are paramount, although secondary consent must be sought 

from the next of kin or significant other in every case. 

 

Where a patient has the capacity to make their own decisions, staff should obtain their 

views on and their consent to organ and tissue donation. 

 

If a patient lacks the capacity to consent to organ donation staff have a responsibility to 

seek to establish the patient’s prior consent by: 

 

 Referring to any advance statement if available 

 Establish whether the patient has registered and recorded their consent to donate 

on the NHS Organ Donor Register. 

 Explore with those close to the patient whether the patient has expressed any 

views about organ donation. 

 

If the patients prior consent has not already been ascertained and in the absence of a 

person or persons having been appointed as nominated representative(s), consent for 

organ donation should be sought from those in a qualifying relationship with the patient. 

The table below details who is identified by the Human Tissue Authority as able to give 

consent in the absence of a person or persons having been appointed as a nominated 

representative.  Qualifying relationships are ranked in order in the table below. 

 

Spouse or partner 

Parent or child 

Brother or sister 

Grandparent or 

grandchild Niece or nephew 

Stepfather or 

stepmother Half brother or 

half sister Friend of 

longstanding  

Written consent for organ and tissue donation will be taken by the attending SN-OD and 

this process will be witnessed by a second healthcare professional. 

 

In specific cases it may be necessary to take formal consent for donation by telephone. 

In such a situation the SN-OD will ask for a second healthcare professional to act as a 

witness and will also record the call according to NHSBT requirements. 
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After donation, a copy of the completed consent form will be filed and retained in the 

medical notes of the patient. The donor family will be offered a copy of the completed 

consent form for their own information and reference. 

 

The SN-OD will ensure that patient details are correct, including name, address, date of 

birth, hospital number and National Health Service number (this will be checked with 

family members and against medical records) 

 

The SN-OD will request specific consent for each organ and tissue that may be donated. 

 

Where an organ or tissue cannot be donated for medical or other reasons the SN-OD will 

explain this to the family. 

 

The family will be assured that no organ or tissue will be retrieved unless specific consent 

has been given. 

 

The SN-OD will sensitively describe core minimum information relating to the retrieval 

surgery and the anticipated appearance of the patient after donation.  

 

Formal consent will be taken to collect, transport and analyse blood samples for virology 

and tissue typing. Although samples may be collected and dispatched after verbal 

consent has been obtained, the analysis will not be undertaken until formal written 

consent is in place.  

 

The donor family / person giving consent will be advised that after donation blood and 

tissue samples will be stored by the transplanting centers to facilitate any further analysis 

that may be required in the future. 

 

The donor family / person giving consent will be informed that tissues donated for 

transplant (such as skin, heart valves and corneas) may be stored for prolonged periods 

and will not be allocated for specific transplant recipients prior to retrieval. 

 

Consent will be requested for NHS Blood & Transplant to contact the General 

Practitioner of the donor to identify any previously unknown contraindications or risks to 

donation. The donor family / person giving consent will also be advised that the SN-OD 

will access the medical records of the donor and that any pertinent information will be 

shared with transplant centers. 

 

The donor family / person giving consent will be advised regarding the safe storage of 

their own contact details and the personal information of the donor by NHS Blood and 

Transplant. They will be assured that confidentiality will be maintained and follow up 

arrangements will be agreed and recorded on the consent form. 

 

The SN-OD will discuss with the donor family / person giving consent the circumstances 

that may arise leading to the non-transplant of donated organs and their options in such 

circumstances, including ethically approved disposal or ethically approved research 

projects. The wishes of the person giving consent will be recorded and adhered to.  
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When complete the consent form will be signed, dated and timed by the SN-OD, the 

suitably qualified witness and the person giving consent (donor family or nominated 

representative) any other involved individual will also be invited to counter-sign the 

consent form in support of the primary signatory. The original copy of this consent form 

will be retained by NHS Blood and Transplant.The donor family / person giving consent 

will be informed that they can withdraw consent at any time up until surgery commences. 

Although after surgery begins their consent cannot be formally withdrawn their wishes 

would be taken into account and any request to withdraw from the donation process 

would be discussed by the SN-OD with a member of the NHSBT management team and 

senior staff in the donating hospital. 

 

28. Research 

 

Only in accordance with formal documented consent and as stipulated in the regulation 

of the Human Tissue Authority, organs retrieved for the purpose of transplant and 

subsequently found unsuitable may be submitted for ethically approved research. 

 

The SN-OD will ensure that the appropriate consent is in place before submitting any 

donated organ for research. 

 

If an organ is submitted for research this information will be shared with the donor family / 

significant others / trust staff. Information regarding the purpose and scope of the specific 

research study will also be provided by the SN-OD as part of the post donation follow up. 

 

29. Positive Virology 

 

Blood samples for virology testing and tissue typing are taken from every potential donor 

to ascertain suitability as outlined above. These samples are tested on behalf of the 

transplant teams in Public Health laboratories outside the donating hospital. The results 

are made available to the transplant teams. If the results of any samples tested negate 

donation for reasons that could potentially impact on the health and well-being of the next 

of kin / significant others the senior clinician (within the Trust) has a duty of care to 

ensure they are made aware of this possibility. 

 

Any positive virology results will be managed collaboratively by BH NHS FT and NHSBT 

to ensure the safety of any transplant recipients or potential transplant recipients. 

 

30. Follow up  

 

Any correspondence following donation will observe the right of organ donors and 

transplant recipients to maintain confidentiality. Minimal information will be included to 

identify the date and circumstances of the donation and the history and progress of those 

who have received transplants. 

 

The SN-OD is available to support the family in the first days, weeks and months 

following donation. A follow up letter is also sent to the family one year after the death.  
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The SN-OD will ensure that the donation and transplantation outcome is communicated 

to the family of all donors, within 14 days of the donation, unless the family request 

otherwise. In cases of tissue only donation the tissue coordinator will contact the family to 

confirm which tissues have been retrieved.  

 

Donor families will be offered the opportunity to formally feedback on their experiences 

approximately three months after donation. These responses will be directed to the 

Managers of the Organ Donation Services Team. Any comments relating to the donating 

hospital or staff therein will be passed on to the Trust accordingly. 

 

Follow up from NHS Blood and Transplant will be in addition to any established process 

within the Trust and information will be shared with Trust staff as required (ie 

Bereavement Office). 

  

The SN-OD will ensure that outcome feedback is provided to staff within 14 days of the 

donation and will encourage service feedback evaluation from healthcare professionals 

involved in the donation process. In addition, the SN-OD will offer debriefing sessions / 

staff support to healthcare professionals involved in the donation process when deemed 

necessary or as requested.  

 

NHS Blood and Transplant retain a detailed record of each donation. This patient 

identifiable data is stored according to Information Governance Regulations and Human 

Tissue Authority Regulation. The Human Tissue Authority audit the storage and content 

of donation records. 

 

31. The Potential Donor Audit (PDA) 

 

The embedded SN-ODs are responsible for the collection and submission of data for the 

Potential Donor Audit.  

 

Under the terms of an authorised honorary contract, designated SN-OD’s will have 

access to trust Information Technology systems and the Health Records of patients to 

allow audit to be completed.  

 

Any written data will be stored within the Trust by the SN-OD and will be kept in a locked 

cabinet in accordance with information governance requirements. 

 

All deaths within the Critical Care Complex and the Emergency Department will be 

reviewed for audit purposes. The data collected will be submitted to NHSBT via the 

secure data entry Electronic Offering System (EOS). Patient confidentiality will be 

maintained and no patient identifiable details will be entered electronically as part of the 

audit process. 

 

The information submitted to NHSBT is used to assess and compare the performance of 

the BH NHS FT against set parameters in National Organ Donation. Reports are 
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compiled by NHSBT and cascaded to the BH NHS FT Chief Executive on a six-monthly 

basis. 

 

The CLOD and SN-OD will report on a regular basis to the Organ Donation Committee. 

 

The Organ Donation Committee will report to the Trust Performance and Governance 

Meeting. 

 

32. The Organ Donation Committee 

 

The ODC Chair is responsible for ensuring that a trust Organ Donation Committee exists 

and is representative.  

 

The committee should meet at least two times a year on formal basis with ad hoc 

meetings to suit developments and initiatives.  

 

NHSBT provide funding in the form of a payment for all positive consents for Organ 

Donation. This money is provided to support all aspects of Organ Donation within the 

Trust including activity of the ODC. 

 

The ODC is responsible for supporting and promoting Organ Donation within the Trust 

and local area, the development of the Organ Donation Service and for future planning of 

the service. This includes implementation of National and Regional initiatives. 

 

The ODC is responsible for supporting the SN-ODs and the CLOD in the development of 

the clinical delivery of the organ donation service. 

 

33. Finance 

 

The Human Tissue Act (2004) prohibits commercial dealing in organs including non- 

regenerative tissue. It is a criminal offence to make or receive payment in return for 

supplying an organ from a dead or living person intended for transplantation. It is also an 

offence to broker or negotiate an arrangement involving such payment or to advertise for 

donors who will be paid. 

 

Each formal consent for organ donation is supported by a fixed sum payment from 

NHSBT. This payment is made regardless of whether donation proceeds. The funding is 

held within the CBU 2 Critical Care finance structure. Monies can be accessed by the 

CLOD or SN-OD and are allocated to projects supported by the Organ Donation 

Committee. 

 

Any spend over £2000 will be considered and authorised by the ODC committee 

members in conjunction with the CLOD and SN-OD. 

 

34. Complaints 

Any formal complaints that are directed to BH NHS FT and which pertain solely to the 

organ donation process should be passed to the Managers of the South Yorkshire 
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Donation Services Team who will take appropriate action according to NHSBT policy, 

communicating appropriately with the Trust. 

 

The relevant SN-OD will respond to any request made for further information required to 

address a formal complaint but will be required to take advice from the NHSBT team or 

Regional Manager. 

 

Any informal complaints or issues arising will be addressed by the CLOD in conjunction 

with the SN-OD in an effort to achieve full and early resolution. 

 

35. Public Promotion of Organ Donation 

 

The SN-ODs are available to support the promotion of organ donation within the wider 

community although it will be necessary to ensure that such activities do not negatively 

impact on the availability of the SN-OD to support organ donation activity. 

 

A limited range of promotional literature and items are available free of charge from 

NHSBT. 

 

At the discretion of the Organ Donation Committee funds may be used to purchase 

bespoke promotional items or to promote organ donation within the local community. 

 

36. Education 

 

The SN-OD is available to provide educational sessions for all grades and disciplines of 

staff. 

 

Education relating to organ donation should be considered essential for all members of 

BH NHS FT staff who are involved in the care of potential organ or tissue donors. 

 

37. Clinical audit standards / monitoring compliance 

 

To ensure that this document is compliant with the above standards monitoring of 

processes will be undertaken. Monitoring effectiveness and compliance of the policy will 

be undertaken by the SN-OD during National PDA data collection and Analysis. The 

policy will be reviewed every 2 years and updated accordingly to reflect any changes in 

practice. 

 

The PDA results will be sent to (CEO by NHSBT and to Clinical Effectiveness Group 

twice a year) who will ensure that these are discussed at relevant governance meetings 

to review the results and make recommendations for further action. 
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Appendix: 1 

Pathway outline for potential DBD 

 

 

 

Intubated and Ventilated patient on ICU or in ED with a catastrophic brain 

injury 

  

BSD testing positive 
Inform family of result, implication and need for a second test to be done. 

Assess suitability for DBD 
Early referral to donor coordinator allows checking of ODR and discussion with Coroner. 

Patient identified as potential DBD donor 

Consent / Authorisation 
Approach family if suitable for donation when appropriate after first BSDT. 

Done as combined approach with SN-OD as proven enhanced consent rate. 

Decision to perform BSDT conveyed to family 
Test performed for confirmation of death regardless of organ donation. 

Any discussion of Organ Donation separated from futility discussion as far as possible. 

SN-OD present if possible. 

 

Positive consent for Organ Donation 
Treatment withdrawal delayed while donor and retrieval team prepared. 

Maintain stability until treatment withdrawal. 
Withdrawal of ventilation performed in theatre suite following instruction from 

retrieval team. 
 

The absence of one or more cranial nerve reflexes and a Glasgow Coma Score of 
4 or less, not explained by sedation, 

or a decision is made to perform brainstem death tests 

Confirmation of Brain Stem Death 
Perform and record second set BSDT to confirm diagnosis of BSD. 
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                       Drain Stem Death Testing and Recording                       Appendix 2 
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Heart Beating Donor Optimisation and Management            Appendix 3 
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Intubated and Ventilated patient or receiving NIV on ICU or in the ED 

Decision to withdraw treatment on futility grounds 

Assess suitability for DCD 
Early referral to donor coordinator allows checking of ODR and discussion with Coroner. 

Patient identified as potential DCD donor 

Consent / Authorisation 
Ideally done as second discussion with family separated from futility discussion. 

Done as combined approach with SN-OD as proven enhanced consent rate. 

Decision to withdraw treatment conveyed to family 
Any discussion of Organ Donation separated from futility discussion as far as possible. 

SN-OD present if possible. 

 

Positive consent for Organ Donation 
Treatment withdrawal delayed while donor and retrieval team prepared. 

Maintain haemodynamic stability until treatment withdrawal. 
WOLST performed in theatre suite following SOP. (Appendix 3) 

 

                          

Pathway outline for potential DCD                    Appendix 4 
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Standard Operating Procedure for WOLST in Theatre       Appendix 5 
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DCD Lung Retrieval Management                            Appendix 6  
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Confirmation that Organ Donation is to take place. 

Between the hours of 07:00 and 19:00 the ITU co-ordinator to contact the 

Catering Manager on 2603, 2754 or 2660 or discuss with ITU Catering 

Hostess. 

ITU co-ordinator to place request with the Catering Manager/ITU Hostess and 

confirm that the order is for the attending Organ Donation Team.  

Specify what meal packs are required (i.e. 4 vegetarian and 4 meat meal 

packs) 

ITU co-ordinator to complete non-stock requisition and send to the Catering 

Manager or give to the ITU Catering Hostess 

Not currently available via e-form. 

Catering team/ITU Catering Hostess to deliver the food/drink to the ITU staff 

fridge. 

ITU co-ordinator to ensure that food is labelled for the Organ Donation Team 

and inform the theatre team that the food and drinks are available. 

Appendix 7 

Process for arranging food/drink for attending Organ Donation Team 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

Equality Impact Assessment 

MANAGEMENT OF ORGAN 

DONATION



 
EQUALITY IMPACT ASSESSMENT TEMPLATE  

INITIAL ASSESSMENT STAGE 1 (part 1) 

 
Department:  

Critical Care 
 

Division:  
CBU 2 

Title of Person(s) 
completing this form: 

Dr A Bowry 
Consultant in 
Anaesthesia and 
Intensive Care.  
Clinical Lead for 
Organ Donation 

New or Existing 
Policy/Service 

Existing Service. 
New policy. 

Title of 
Policy/Service/Strategy 
being assessed: 

Management of 
Organ Donation 
Policy 

Implementation 
Date: 

As soon as approved 

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

Fulfil NICE Guidance CG 135.  
This policy is designed to ensure that where appropriate every ventilated patient 
who dies in the care of BH NHS FT Intensive Care Unit (ICU) or Emergency 
Department (ED) is considered for organ and/or tissue donation and that an 
organisational process is in place to support donation activity.   
  

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

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

 
All ICU and ED staff involved with a dying patient on ICU or in 
ED Resus. 

Patients Y  

Carers Y  

Public  N 

Staff Y  

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

Patients N  If yes, who did you engage with? Please state below: 
 
ICU staff; Theatre Staff; NHS BT OD Specialist 
Nurses 
 

Carers N  

Public N  

Staff  Y 

   

What consultation 
method(s) did you use? 

Discussion and presentation. 

 

DATA COLLECTION AND CONSULTATION 

 

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

following patient data? 

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

Age Y NHD BT PDA 

Sex Y NHD BT PDA 

Ethnicity Y NHD BT PDA 

Religion or Belief Y NHD BT PDA 

Disability Y NHD BT PDA 

Sexual Orientation Y Lorenzo 

Gender Re-assignment N  

Marriage & Civil Partnership Y Lorenzo 

Pregnancy & Maternity N  

Carer Status N  
Please indicate Yes or No 

 



 

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

 
There are no trends or inequalities. All ventilated patients dying on ICU or in ED are considered and 
referred for OD to NHS BT Organ Donation Services (ODS). There are no exclusions in this policy. 
 
As regards distribution of organs, this is not the role of Barnsley Hospital but that of the ODS run by 
NHS BT. They will do their own EIA on this aspect over which BH NHS FT has no remit. 
 
 
 
 
 
 
 
 
 
 
 
 

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

 
All statistics relating to OD are compiled by NHS BT and comparisons of outcomes made between 
Regions and Nations. 
 
BH NHS FT has 0-5 patients a year that go on to donate organs and so meaningful local statistics are not 
possible due to the small numbers. 
 
 
 
 
 
 
 
 
 
 

 

 
 



 

Equality Impact Assessment Stage 1 PART 3 

ACCESS TO SERVICES 

What are your standard methods of communication with service users? 

Please tick as appropriate. 

Communication Methods Yes No 

Face to Face Verbal Communication Y  

Telephone Y  

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

Written Correspondence (….after donation only by NHS BT staff )  N 

E-mail  N 

Other (Please specify)   

 

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

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

Please tick as appropriate. 

Yes No 

 X 
 

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

Interpreter & Translation Services Yes No 

Telephone Interpreters (Other Languages) Y  

Face to Face Interpreters (Other Languages) Y  

British Sign Language Interpreters Y  

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

Y  

 

ACCESS 

Please tick as appropriate 

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

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

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

N/A  

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

N/A  

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

N/A  

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

Y  

 

 

 

 



EQUALITY IMPACT ASSESSMENT – STAGE 1 (PART 4) 

Protected 
Characteristic 

Positive 
Impact 

 
 

High 
Low 

None 

Negative 
Impact 

 
 

High 
Low 

None 

Reason/comments for positive 
Impact 

 
 

Why it could benefit any/all of the 
protected characteristics 

Reason/Comments for Negative 
Impact 

 
Why it could disadvantage 

any/all of the protected 
characteristics 

Resource 
Implication 

 
Yes / No 

Men  
High 
 

none No evidence that women or 
men will be considered 
differently 

n/a  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

NO 

Women  
 
High 

none No evidence that women or 
men will be considered 
differently 

n/a 

Younger 
People (17 – 

25) and 
Children 

High low n/a There are some limits as to 
what can be donated 
depending on age. 

Older people 
(60+) 

 
 
 
High 

Low n/a There is a negative impact 
on a small minority due to 
the age limitations on 
organ and tissue donation. 
The upper age limit when 
considering organ donation 
is 85.  
 

Race or 
Ethnicity 

 
 
 
High 

Low The need for an organ 
transplant in the black and 
minority ethnic (BAME) 
community is more than three 
times higher than that of the 
general population. A 
transplant is much more likely 
to be successful if the donor 
and recipient have the same 
ethnic background. 
Translators/interpreters 
should be available to assist 
in discussions and 
information sharing.  
 

Some races might not be 
aware of the specific needs 
of their community for 
organs. 
 

Learning 
Disabilities 

 
 
High 
 

Low n/a People with learning 
difficulties might not fully 
understand the policy. 
Thought should be given to 
an easy read version.  
 

Hearing 
impairment 

 
 
 
High 

low  
n/a 

Relatives with impaired 
hearing or visual 
impairments will need the 
policy to be provided in 
accessible formats.  
 

Visual 
impairment 

 
 
 
high 

low n/a Relatives with impaired 
hearing or visual 
impairments will need the 
policy to be provided in 
accessible formats.  
 

Physical 
Disability 

 
 
 
high 

low n/a Specific medical 
contraindications may 
exclude certain individuals 
with varying disabling 
conditions from being 



organ and/or tissue 
donors; otherwise people 
with disabilities are not 
excluded from donating 
organs and/or tissues.  
 

Mental Health 
Need 

 
 
high 
 

low n/a It could present to be more 
difficult to ask for consent 
from people with mental 
health symptoms. 

Gay/Lesbian/Bi
sexual 

 
 
 
High 

low n/a Some LGB individuals 
could be excluded from 
being donors due to the 
presence of conditions as 
specified in the exclusion 
criteria,  
 

Trans  
 
 
high 

n/a There is no reason or 
contraindication that would 
prevent a person from being 
an organ and/or tissue donor 
due to them being 
transgender. Donors do not 
need to register their sex 

n/a 

Faith Groups 
(please specify) 

 
high 
 
 

low All major religions support the 
principles of organ donation 
and transplantation. It is 
recognised that within each 
religion there are different 
schools of thought, which 
means that that the views of 
individuals may differ 

Individuals might consider 
that faith/religion prevents 
them from agreeing to 
donation 

Marriage & 
Civil 

Partnership 

 
 
 
Hi 

n/a There is no evidence to 
suggest marriage or civil 
partnership will have any 
impact by this policy.  
The qualifying relationship 
hierarchy gives greater weight 
to spouse or partner.  
 
 

n/a 

Pregnancy & 
Maternity 

 
 
Hi 
 

 Pregnancy does not preclude 
organ and/or tissue donation  

n/a 

Carer Status  
Hi 
 
 

low Spouse or partner,parent or 
child, brother or sister, 
grandparent or niece or 
nephwy, stepfather or half 
brother or friend of. 

The carer relationship 
needs to be considered as 
it may not be on the list of 
nominated representatives. 

Other Group 
(please specify) 

 
n/a 
 

n.a  n/a 

Applies to ALL 
Groups 

High 
 
 

n/a All groups may be donors and 
all may be recipients of 
organs. 

n/a 

 
INITIAL ASSESSMENT (PART 5) 

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

impact on people from the following protected groups? 

 



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

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

 

 

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

NO 
 
 
 
 

 
 

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

N/A 
 
 
 
 
 
 
 
 

 

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

necessary? NO 

 
 
Assessment Completed By: …Dr A Bowry….. Date Completed: 05/ 04 /18…… 
 
Line Manager  Simon Enwright…..     Date…………………………….. 
 
Head of Department …Joanna Butterworth     Date…………………………….. 
 
 
When is the next review? Please note review should be immediately on any  
amendments to your policy/procedure/strategy/service. 

1 Year 2 year 3Year 

 
 



 

 

STAGE 2 – FULL ASSESSMENT & IMPROVEMENT PLAN 
MUST be completed if any negative issues have been identified at stage 1 

Protected 

Characteristic 
What adverse 

(negative) 

impacts were 

identified in 

Stage 1 and 

which groups 

were affected? 

What changes or actions 

do you recommend to 

improve the service to 

eradicate or minimise the 

negative impacts on the 

specific groups identified? 

Lead Time-scale 

Men 
Younger People (17-25) 

and Children 

 
Older People (50+) 

Race or Ethnicity 

 
Learning Disability 

 

Hearing Impairment 
 

Visual Impairment 

 
Physical Disability 

 

Mental Health Need 
 

Gay/Lesbian/Bisexual 

Transgender 
 

Faith Groups (please 

specify) 
 

Marriage & Civil 

Partnership 
 

Pregnancy & Maternity 

 
Carers 

 

Other Group (please specify) 
 

Applies to ALL Groups 

    

How will actions and proposals be 

monitored to ensure their success? 

Which Committee will you report to? (i.e. 

Divisional DQEC / Governance Meeting). 

 

Who will be responsible for monitoring 

these actions? 

 

 

 

 

 

 

 

Title of Service/Policy being assessed: Management of Organ Donation Policy 
 

Assessment Date: 05/ 04/ 18 
 

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

Yes 



  

REPORT TO THE  
BOARD, COMMITTEE OR GROUP NAME 

REF: BoD 18/07/P-07 

 

SUBJECT:   INFECTION PREVENTION AND CONTROL ANNUAL REPORT 

DATE:          JULY 2018 PRIVATE & CONFIDENTIAL 

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  

For review   Governance  

For information   Strategy  

PREPARED BY: 
Christine Fisher, Assistant Director of Infection Prevention and 
Control 

SPONSORED BY: Heather Mcnair, Executive lead for Infection Prevention and Control 

PRESENTED BY: Dr J. Rao, Director of Infection Prevention and Control 

STRATEGIC  CONTEXT 

This report provides an overview of the work of Infection Prevention and Control Group (IPCG).   
 
The overall purpose of the group is to monitor progress against the Trust IPC strategy; reviewing and monitoring the 
infection prevention and control arrangements and to meet and deliver the requirements of the Health and Social 
Care Act 2008 (Hygiene code DH 2015).  
 
The group works alongside the Clinical Effectiveness Group (CEG), Patient Experience Group (PEG), Health & 
Safety Group (H&S), and the Patient Safety and Harm Group (PSG) and plays a key role in the Trust’s governance 
structure, having operational responsibility for reporting into the Quality and Governance Committee (Q&G) on 
matters pertaining to Infection Prevention and Control.   
 
In addition, the Trust is legally required to produce and circulate publicly an Infection Prevention and Control annual 
report that identifies what has been achieved over the last year and what is proposed for the year ahead.   

EXECUTIVE SUMMARY 

Group Report  
The Infection Prevention and Control Group (IPCG) have delivered on its key duties and responsibilities as outlined 
in the terms of reference (Appendix 2). All scheduled meetings have taken place and have been chaired 
appropriately by the DIPC or Director of nursing and Quality (Deputy Chair).  
Each CBU has provided an exception report (see appendix 4); reporting on compliance with Saving Lives high 
impact interventions, hand hygiene, infection prevention and control mandatory training and overall compliance with 
the Hygiene Code. Actions associated with healthcare associated infections and blood culture contaminants have 
also been fed back through this report. The IPCG has reviewed these submissions against local surveillance and 
national requirements.   
 
The IPCG receive exception reports from 3 groups:  
 
1.Infection Prevention and Control Operational Group 
Attendance to this meeting has been poor, in main due to the clinical pressures facing members of the group. The 
function and feasibility of continuing the group has been reviewed by the members. All who participated in the review 
agreed that the meeting should continue. However, with continuing poor attendance, the group members are in the 
process of being consulted on how the group may maintain its key functions without meeting regularly.  
 
2. Decontamination Group 
The Decontamination Group has produced and monitored Trust adherence to decontamination standards and the 
Trust decontamination action plan and has reviewed strategic development of the service in line with national 
recommendations. It has received reports provided by the Trust’s authorised engineer and has ensured effective co 
ordination of decontamination issues across the Trust. 
3.Orthopaedic Surgical Site Infection Group 
The IPCG has continued to support the SSI group in addressing the infection rate in orthopaedics. The group 
continues to meet monthly. Attendance has not been a concern. A revised action plan has been produced based on 
the AfPP ‘One Together’ toolkit and significant progress has been made. CBU 2 presented at Q&G in April 2018.  



 
All issues for escalation from IPCG have been reported upwards to the Quality and Governance Committee through 
the regular exception report.  
 
The Group has also received and reviewed regular reports on progress against:    
Pest control   
Water safety   
Domestic exception and quarterly report   
Monthly Clostridium difficile toxin; MRSA, MSSA and E.coli bacteraemia and hospital acquired MRSA figures  
Surgical site infection surveillance feedback; orthopaedic, large bowel, breast and caesarean section.  Intensive care 
ventilator associated pneumonia records  
Blood culture contamination data   
RCA lessons learnt   
IPC programme update   
Audit results   
CBU exception reports   
Influenza  
Antibiotic reviews   
Policies  
Annual report/programme of work   
 
Any new alert organism of national priority e.g. Candida auris  
Ad hoc reports continued to be received and reviewed as and when required to ensure Trust-wide compliance and 
where necessary delivery of actions to address any gaps in compliance with recommendations derived from the 
findings of the review/inspection/national investigations.  
The IPCG has received new and revised policies procedures and guidelines relevant to the work of the Group and 
has ensured that they are fully reviewed and endorsed prior to approval. 
 

RECOMMENDATION(S) 

The IPCG has fulfilled its role in monitoring progress against the Trust Infection Prevention and Control Strategy and 
provides the Q&G Committee and subsequently the Board of assurances of controls to meet the Hygiene code. 
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ABBREVIATIONS 

ANTT   Aseptic Non-Touch Technique  
BHNFT   Barnsley Hospital NHS Foundation Trust   
C. difficile   Clostridium difficile 
C.difficile Antigen   Clostridium difficile Antigen 
CDT   Clostridium difficile Toxin 
CCG   Clinical Commissioning group  
CDAD   Clostridium difficile Associated Diarrhoea  
CE   Chief Executive  
COSHH   Control of Substances Hazardous to Health 
CPE   Carbapenemase-producing Enterobacteriacae  
CRE   Carbapanamase resistant enterobacteriaceae 
CQC   Care Quality Commission 
CQUIN   Commissioning for Quality and innovation   
CBU   Clinical Business Unit 
CVP    Central Venous Pressure 
DH   Department of Health 
DIPC   Director of Infection Prevention & Control 
ESBL   Extended Spectrum Beta Lactamases 
GDH   Glutamase dehydrogenase enzyme immunoassay 
HACCP   Hazard Analysis and Critical Control Point 
HBV   Hepatitis B Virus 
HCAI   Health Care Associated Infection 
ICD   Infection Control Doctor 
ICN   Infection Control Nurse 
IP&C   Infection Prevention & Control  
IPCG   Infection Prevention & Control Group  
IPCT   Infection Prevention & Control Team 
ITU   Intensive Care Unit 
MDT  Multi disciplinary team 
MRSA   Meticillin Resistant Staphylococcus aureus 
NHSLA   National Health Service Litigation Authority  
NNU   Neonatal Unit 
PAS   Patient Administration System 
PLACE   Patient Led Assessment of the Care Environment  
PGD   Patient Group Directive 
PPE   Personal Protective Equipment 
PPQ   Pre Purchase Questionnaire (for new equipment)  
RCA   Root Cause Analysis 
SHDU   Surgical High Dependency Unit 
SSD   Sterile Services Department   
SSI   Surgical site infection   
SWYPFT   South West Yorkshire Partnership Foundation Trust 
TB   Tuberculosis Bacilli 
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1.0 EXECUTIVE SUMMARY 
The Infection Prevention and Control (IP&C) Annual Report provides a summary of all the IP&C 
activities across the Hospital for the year of 2017/18.   The Health and Social Care Act of 2008 
and associated Hygiene Code (DH 2015) requires all NHS Boards to receive and acknowledge 
such annual reports prior to public release. 
 
Hospital attributed infections cause prolonged hospital stay, disability and economic burden and 
have a negative impact of patients quality of life.   
 
The infection prevention and control agenda continues to face many challenges particularly the 
ever increasing threat from antibiotic resistant micro-organisms. The use of antimicrobials has 
revolutionised modern medicines, not only in the context of managing and preventing infections, 
but also by supporting many surgical procedures and chemotherapy treatments.  However, global 
misuse and overuse has resulted in the development of multi-drug resistant organisms.  Antibiotic 
stewardship is of paramount importance in addressing the issue and work is on-going in reducing t 
unnecessary antibiotics and reviewing antibiotic therapies promptly to prevent over use. 

It is estimated that 300,000 patients each year in England acquire a health-care associated    
infection as a result of care within the NHS. Each one of these infections means additional use of 
NHS resources, greater patient discomfort and a decrease in patient safety.  The Trust continues 
to meet its target set for reducing Clostridium difficile associated infection however, the rate of 
improvement has slowed over recent years and some infections are consequences of factors 
outside the control of the Trust.  Changes to the CDI reporting algorithm for the financial year 
2019/20 from 3 or less days to 2 or less days following admissions and further reductions to the 
Trust‟s target in reducing Clostridium difficile associated infection will undoubtedly lead to 
challenges for the organisation.  
 
The annual PLACE inspection and bi-weekly PLACE light inspections indicate that the hospital 
continues to provide a clean and safe environment to deliver care.  The Infection Prevention and 
Control Team (IPCT) continue to work closely with BFS in relation to cleanliness, the environment 
and capital schemes. The Water Strategy Group continues to manage the prevention of Legionella 
and Pseudomonas aeruginosa control. The Decontamination Services department continues to 
monitor and maintain standards taking into account national and legal requirements and 
undergoes six monthly audits by the external auditor to maintain registration and compliance with 
the Medical Device Directive 93/42/EEC, ISO 9001:2008 and ISO 13485:2003. 
 
The IPCT continues to undertake surveillance of surgical wound infections as part of the Public 
Health England surveillance scheme (orthopaedic, large bowel and breast surgery) and local 
surveillance (caesarean section).  The Trust remains above the national average for orthopaedic 
surgery but has maintained the reduction rate of caesarean section surgical site infections. 
Considerable work has been undertaken and is continuing to address the infection rates. 

The Trust continues to support the Saving Lives program.  An awareness week has been held 
promoting infection prevention and control, hand hygiene awareness and sharps injury prevention 
awareness.  

Unfortunately the Trust failed to achieve its target of 0 MRSA bacteraemia.  However, following a 
detailed root cause analysis; one was considered to be a contaminant and no lapses in care were 
identified following the second case.   
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The clinical nurse specialists have continued conducting ward based practical observations of 
clinical practice. Working along side ward staff facilitates closer working between the IPCT and 
ward staff whilst allowing closer observation and sharing of good clinical practice.  

The Trust has not experienced any ward closures due to infection this year but has experienced 
some clusters of diarrhoea cases which were successfully managed by isolation in bays. 

The Director of Infection Prevention and Control (DIPC) meets regularly with the Director of 
Nursing and Quality and is Chair of the Trust‟s Infection Prevention and Control Group (IPCG). 
The DIPC attends the Quality and Governance Committee and the Trust board when required. 
The Assistant DIPC is a member of the patient Safety and Harm Group attends Senior Nurses 
forum and Health and Safety group as well as other subgroups. 
IP&C has been high on the agenda of the NHS in England in recent years and there have been 
many successes; not least in the reduction in MRSA blood stream infections and cases of 
Clostridium difficile infection.  However; similar reductions have not been as apparent in relation to 
other HCAI.  In March 2017, the secretary of state for Health launched an ambition to reduce 
Gram-negative blood stream infections by 50% by 2021.  Evidence has shown that these 
infections have contributed to approximately 5,500 NHS patient deaths in 2015. These are 
devastating infections and often result in admission to critical care an in some cases mortality.  
Although Gram-negative infections still can occur in hospitals it is also recognised that half of all 
community onset cases have had some healthcare interventions from either acute, primary of 
community care.  Although this reduction ambition is challenging; if it can be achieved the benefit 
of patients is immense.  These reductions can only be achieved by working across the whole 
health and social care sector and BHNFT have been working closely with colleagues in SWYPFT 
and BCCG to jointly develop an improvement plan to achieve a 50% reduction in GNBSI by March 
2021, with a focus on a 10% reduction of E.coli in 2018.   
 
The Health and Social Care Act 2008 and the related code of practice on the prevention and 
control of infections and related guidance (The Hygiene Code ,DH 2015) has ten criterion which 
form the basis of the trust hygiene code registration.  
 
The Trust is legally required to be registered with the CQC and legal action can be taken if Trusts 
are found to be breaching the requirement of their registration to protect patients, workers and 
others from infection. 
 
To help deliver the requirements of the Hygiene Code, the Trust has an Infection Prevention & 
Control strategy. The current strategy runs until 2019.  This provides the Trust with an overarching 
strategic framework not only encompassing the Hygiene Code requirements but seeks to ensure 
that the Trust will be recognised as being one of the top performing NHS organisations and seeks 
to be first choice for patients. 
 
Heather Mcnair 
Director of Nursing and Quality 
 
Dr Jyothi Rao 
Director of Infection Prevention and Control 
 
Christine Fisher 
Assistant Director of Infection Prevention and Control  
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2.0 INTRODUCTION 
The term Healthcare Associated Infection (HCAI) encompasses any infection acquired either as 
a direct result of healthcare interventions or contact with a healthcare setting.  The can occur in 
hospitals or in health and social care settings in the community and care affect both patients and 
healthcare workers.   
 
Infection Prevention and Control is a scientific approach and practical solution designed to 
prevent harm cause by infection to patients and healthcare workers and occupies a unique 
position in the field of patient safety and quality as it is relevant to healthcare workers and 
patients at every healthcare encounter.  It is an essential component of care and policy and 
guidance is constantly evolving as research helps to inform the evidence base of this speciality.  
It is fundamental in improving the safety and quality of care to patients and is everyone‟s 
responsibility.   
 
Infection Prevention and Control in the acute care environment is one of the most important 
issues in modern healthcare.  HCAI are a potential burden on patients in terms of increased 
morbidity and length of stay, long-term disability, increased antimicrobial resistance and an 
economic burden on the healthcare system.   
 
The IP&C agenda continues to face many challenges.  As medicine becomes more successful, 
in turn more of the population are immunocompromised.  This includes the number of older 
people, more neonates surviving pre-term, move people with lifestyle risks and more people on 
immunosuppressant drugs.  As the hospital gets busier, the ease with which infections can 
spread increases.  The increasing number of drug resistant pathogens is of particular concern; 
often requiring more complex, extended regimens, associated with increased side effects, 
treatment costs and poorer outcomes.   
 
IPC remains a priority and his report informs on the progress made on the objective set in the 
last years Annual Report and encompasses the annual programme for 2018/19 which reflects 
the Trusts strategic vision and commitment to the IPC agenda.   
 
BHNFT recognises the obligation placed upon it by the Health and Social Care Act 2008 
(updated 2015) to comply with the code of practice for health and adult social care on the 
prevention and control of infections and related guidance.   
 
The Trust supports the principle that infections should be prevented wherever possible, or where 
this is not possible, minimised to an irreducible level and that effective, systematic arrangements 
for the surveillance, prevention and control of infection are provided within the Trust.   

 
3.0 INFECTION PREVENTION & CONTROL ARRANGEMENTS 

The infection control service is provided by an IPCT the Consultant Microbiologists continue to 
support South West Yorkshire Partnership Foundation Trust (SWYPFT) Community Services Unit 
& the CCG as the Infection Control Doctor (ICD). The team currently consists of;  

 
1. Consultant Microbiologist/DIPC/ICD 37.5 hours weekly 
2. Consultant Microbiologist   37.5 hours weekly 
3. Assistant DIPC    37.5 hours weekly 
4. Specialist Infection Control Nurse  37.5 hours weekly 
5. Clinical Nurse, Specialists   45.0 hours weekly (From November 2017 75 hours) 
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6. Data Analyst     37.5 hours weekly  
7. Personal Assistant     37.5 hours weekly 
8. Apprentice     37.5 hours weekly 

 
Infection Control Resources 
The team has a separate budget which includes the provision of patient and public information, 
maintenance of the infection control software, training, and other supportive material.   
 
Reporting arrangements 

 The Trust Infection Prevention and Control Group (IPCG) meet bi monthly. 

 The Infection Control Operational Group meets three times per year. 

 The DIPC meets regularly with the CE, Chief Nurse and is Chair of the Trust Infection 
Prevention & Control Group. The DIPC/ Assistant DIPC also attend as required the Trust  
Board and are a member of the Quality & Governance Committee and the Patient Safety and 
Harm Group.  

 The Matron and Clinical Director have been nominated as infection control leads within each 
CBU. Their main role is to deliver the IP&C Strategy, assist in delivery of the annual infection 
control programme and saving lives programme. The CBU‟s are required to report and provide 
evidence of compliance with the Hygiene Code which is checked by the IPCG via exception 
reports  

 The infection control target figures are reported monthly as part of the  
Trust‟s Quality Account. 

 The Assistant DIPC is included in the senior nursing, health & safety structure and quality 
agenda. 

 The Decontamination Group meets quarterly and reports to the Infection Prevention & Control 
Group. 

 The Trust has a Water Safety Group which meets twice a year and reports to both IPCG and 
Health & Safety Group. 

 Cases of MRSA bacteraemia and C.difficile are internally scrutinised via RCA‟s and MDT 
meetings with the clinical team. These are then externally scrutinised via a review group with 
SWYPFT and the Clinical Commissioning Group (CCG) and finally by Public Health.  
 

Lines of accountability for infection prevention & control with the 2017/18 year are shown in  
appendix 1.  

 
4.0 SAVING LIVES: A DELIVERY PROGRAMME TO REDUCE HEALTHCARE ASSOCIATED 

INFECTION  
Implementing the Code of Practice for Prevention and Control of Healthcare Associated Infections 
is a legal requirement for acute hospitals and other care providers. The Code of Practice states 
that “effective prevention and control of HCAI has to be embedded into everyday practice and 
applied consistently to everyone”. Saving Lives: reducing infection, delivering clean and safe care 
provides the tools and resources for Trusts to achieve this. 

 
Saving Lives (Department of Health (DH), 2010) was launched in 2005, revised in 2007 and 2010, 
and was designed to support National Health Service (NHS) organisations to reduce healthcare 
associated infections. It provides evidence-based practice guidance for key clinical procedures 
where the risk of infection is reducible, in the form of high impact intervention (HII) care bundles. 
Standardising care by implementing, monitoring and evaluating these high-impact interventions 
has been shown to improve practice and reduce the risk of infection in hospital. 
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Apr - Jun 

17

Jul - Sept 

17

Oct - Dec 

17

Jan - Mar 

18

Insertion 100% 100% 100% 100%

Ongoing 100% 93% 100% 100%

Insertion 98% 99% 100% 94%

Ongoing 96% 93% 86% 87%

Pre-op 100% 100% 100% N/A

Intra-op 100% 100% 100% 100%

Post-op 100% 100% 100% 100%

100% 80% 100% 100%

Insertion 100% 100% 99% 100%

Ongoing 98% 100% 91% 93%

Suspected / 

Confirmed HCAI
100% N/A 100% 100%

Non Infected 100% 100% 100% 100%

80% 100% 100% 100%

Wound Care 20% 25% 100% 100%

Patient Management 80% 50% 90% 100%

Urinary Catheter

Care to Reduce Ventilation  - Association Pneumonia

Cleaning Equipment

Enteral Feeding

Reducung the Risk of Infection 

in Chronic Wounds

Intervention 

Central Venous Catheter

Peripheral Intravenous Catheter

Surgical Site Infection

 
Results of these audits are fed in to the Governance structure via the Infection Prevention and 
Control Group and back to the ward staff, matrons and clinical leads, with exception reporting to 
the Trust Board via the Quality and Governance Committee.  

 
Table 1: Saving Lives – Trust wide compliance results 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5.0 POLICIES AND PROCEDURES 

The team update the IP&C policies and procedures; these can be found on the Trust policy 
warehouse.  The following policies and procedures have been introduced, reviewed and updated: 

 

New & updated Policies, Procedures and Guidelines 
Decontamination policy 
Prevention and Control of Meningococcal Infection policy 
Standard Infection Control (universal) Precautions 
Group A strep policy 
CJD policy 
Cannula policy 
CPE/Candida auris guideline 
Antimicrobial policy 
Panton Valentine Leukocodin guideline 
Prophylaxis for catheter change guideline 
MRSA screening policy 
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6.0 VISITS, REPORTS AND PROJECTS 
The Clean Your Hand Campaign –eleventh year 
A staggering 80% of infections are transferred by hands, and effective hand hygiene is recognised 
as the single most effective method for preventing infections. In view of this, promotional hand 
washing activities are on-going within the Trust, with engagement from all clinical areas.  
 
The fundamental principle underpinning these activities is to focus on the hand hygiene practises 
of healthcare staff. Due to the nature of their work moving between different patients and different 
care activities with the same patient, healthcare staff have the greatest potential to spread the 
microbes that cause infection.   
 
Compliance with hand hygiene is monitored by direct weekly observation of health-care workers 
whilst delivering routine care. Matrons should conduct at least 10% of the observations. These are 
presented at the Infection Prevention and Control group meeting and hand hygiene statistics are 
displayed at ward and department level. 
 
Clean Your Hands champions continue to attend yearly update training with the Infection 
Prevention and Control team and deliver hand hygiene training at local level as well as monitoring 
practice through direct observation. Work with the champions this year has also focused on glove 
use with a view to decreasing unnecessary / inappropriate glove use, and increasing hand hygiene 
when PPE is required. 
 
The Trust continues to promote the “bare below the elbow” standard for all staff entering clinical 
environments which is facilitated by Clean Your Hands champions and through staff training. 
 
The importance of embedding efficient and effective hand hygiene into all elements of care 
delivery must be kept prominent within health care and will remain a priority for the Trust. 

 
Aseptic non touch technique (ANTT) 
Inefficient standards of aseptic technique are a significant cause of healthcare acquired infections, 
and issues have been highlighted during RCA investigations in several areas within the Trust. In 
view of this, Aseptic Non Touch Technique (ANTT) training has been re-launched. A new ANTT 
training package has been developed for all clinical staff using resources provided by the 
Association of Safe Aseptic Practice. This training is being delivered jointly by the Infection 
Prevention and Control team and the Clinical Skills Educator to all Clinical Skills Trainers. 
Compliance is being assessed using questioning and direct observation. Once the trainer is 
deemed competent, they can then deliver the training to other clinical members within their team. 
ANTT training must be completed annually, and the competency has been added to ESR as 
mandatory.  

 
Clinical practice 
The team have continued to work along side staff on the wards observing if the principles of 
infection control are integrated into practise.  Good practice is acknowledged and commended; any 
discrepancies are dealt with immediately and followed by a written report, which is sent to the lead 
nurse requesting a response, providing assurance that action has been taken to address identified 
issues.   
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Table 2: Observation of Clinical Practice 
 

Ward Date Visited Name of Nurse who undertook 
observation 

Pre-assessment 18/05/2017 Lynda Slater 

Ward 37 07/03/2018 Sharon Johnson 

Ward 33 30/08/2017 Sharon Johnson 

Ward 32 19/07/17 
(Revisited 31/01/2018) 

Lynda Slater 

Ward 31 27/09/2017 Sharon Johnson 

Neonatal Unit 29/06/2017 Lynda Slater 

Ward 14 25/10/2017 Lynda Slater 

Ward 23 (escalation) 13/12/2017 Lynda Slater 

Outpatients (OPD)/ 
Department 

Date Visited Name of Nurse who undertook 
observation 

Gynae OPD 28/09/2017 Lynda Slater 

Ophthalmic OPD 05/07/2017 Sharon Johnson 

Emergency Department 15/11/2017 Sharon Johnson 

Paediatric ED 25/05/2017 Lynda Slater 

Respiratory OPD 03/01/2018 Lynda Slater 

 
Infection Control Software System 
The system provides notifications of patients with positive alert organisms in order that appropriate 
patient care is initiated as quickly as possible thereby improving efficiency and reducing the risk of 
infection. The infection control patient record and documentation is completed on the system 
which is stored against the patient‟s unit number for easy access. 
  
The system is currently been used by the IPCT‟s based at Barnsley Hospital NHS Foundation 
Trust, South West Yorkshire Partnership Foundation Trust and the Barnsley CCG. 
 
Consultant Microbiologists, Matrons and Lead Nurses at Barnsley Hospital NHS Foundation Trust 
(BHNFT) also have access to the system. E-mail alerts advising system users of patients who 
have a positive result for MRSA or C. difficile Toxin within their ward areas can be actioned, 
documented and monitored. 
 
Further work still continues with the Data Surveillance Analyst and the Software provider regarding 
development issues to improve the functionality of the system.  
 

7.0 ANTIMICROBIAL STEWARDSHIP 
Antimicrobial resistance has risen alarmingly over the last 40 years. Antibiotic prescribing and 
antibiotic resistance are inextricably linked. Overuse and incorrect use of antibiotics are major 
drivers of resistance, which are of increasing global concern.  The number of new classes of 
antimicrobials coming to market has reduced during recent years and total antibiotic consumption 
has gone up considerably. For 2017-18 and 2018-19 NHS England has set out a two year CQUIN 
scheme. There are six mandated indicators in the scheme per year with each nationally mandated 
indicator having a minimum weighting of 0.25%. 
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Antimicrobial related CQUIN include:  
 

1. The percentage of patients who had suspected sepsis, received IV antibiotics within 1 hour. 
2. Percentage of antibiotic prescriptions documented and reviewed by a competent clinician 

within 24-72 hr of initiation in inpatients with sepsis who are still inpatients at 72 hr.  
3. Reduction in antibiotic consumption per 1,000 admissions.  

 
There are three components for the first of the CQUIN. 
 

 Total antibiotic consumption per 1,000 admissions; reduction of 1% or more in total antibiotic 
consumption against 2016/17 baseline. 

 Total consumption of carbapenem per 1,000 admissions; reduction of 1% or more in total 
antibiotic consumption against 2016/17 baseline. 

 Total consumption of piperacillin – tazobactum per 1000, admissions; reduction of 1% or 
more in total antibiotic consumption against 2016/17 baseline. 

 
Considerable work has been done to improve antimicrobial prescribing within the Trust.  The 
antimicrobial steering group has been re-instated with bimonthly meetings. The Consultant 
Microbiologist carries out twice weekly antimicrobial stewardship ward rounds with the help of 
pharmacists and infection control nurses. The current antibiotic guideline places restrictions on the 
use of broad spectrum antibiotics and use of cephalosporins. The microbiology department 
selectively report antibiotic susceptibility on clinical samples to guide appropriate choice of 
antibiotics.  
 
At the end of year The Trust met the entire CQUIN target except for the reduction in total 
consumption of Piperacillin –tazobactum. 
 
Table 3: Base line data being 2016/17:  

 

Indicator BHNFT 2017-18 performance 

Timely treatment for sepsis in emergency 
departments and acute inpatient settings 

Partial achievement 

Antibiotic review  Awaiting quarter 4 data but no known 
risks to achievement 

Reduction in antibiotic consumption per 1,000 
admissions 

Achieved in full 

 
8.0  AUDITS 

Whilst the saving lives audit tool is used to regularly monitor targeted clinical interventions the 
following audits have also been undertaken:   

 
Hand Hygiene 
The programme of hand hygiene observational audits of 10 per week per ward co-ordinated by the 
matrons continues. Those areas where compliance rate is less than 100% are placed on special 
measures requiring daily monitoring.  Results of these audits are disseminated by the matrons to 
the CBU‟s.  
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CBU 1 - 

Medicine

CBU 2 - 

Surgery

CBU 3 - 

Women's, 

Children's 

& Clinical 

Support 

Services

CBU 4 - 

Corporate
Total

Observed 610 520 520 200 1850

Effective 609 520 516 200 1845

Percentage 99.8% 100.0% 99.2% 100.0% 99.7%

Observed 660 640 650 250 2200

Effective 658 638 645 250 2191

Percentage 99.7% 99.7% 99.2% 100.0% 99.6%

Observed 620 500 440 200 1760

Effective 620 499 440 198 1757

Percentage 100.0% 99.8% 100.0% 99.0% 99.8%

Observed 600 520 480 200 1800

Effective 599 517 476 200 1792

Percentage 99.8% 99.4% 99.2% 100.0% 99.6%

Observed 730 680 570 200 2180

Effective 729 678 570 198 2175

Percentage 99.9% 99.7% 100.0% 99.0% 99.8%

Observed 540 550 360 150 1600

Effective 539 550 358 148 1595

Percentage 99.8% 100.0% 99.4% 98.7% 99.7%

Observed 550 549 410 160 1669

Effective 550 548 410 159 1667

Percentage 100.0% 99.8% 100.0% 99.4% 99.9%

Observed 760 676 630 160 2226

Effective 758 676 630 160 2224

Percentage 99.7% 100.0% 100.0% 100.0% 99.9%

Observed 510 550 440 120 1620

Effective 508 548 439 120 1615

Percentage 99.6% 99.6% 99.8% 100.0% 99.7%

Observed 730 690 495 200 2115

Effective 727 687 495 200 2109

Percentage 99.6% 99.6% 100.0% 100.0% 99.7%

Observed 490 580 320 160 1550

Effective 490 580 320 160 1550

Percentage 100.0% 100.0% 100.0% 100.0% 100.0%

Observed 520 500 380 130 1530

Effective 520 497 380 129 1526

Percentage 100.0% 99.4% 100.0% 99.2% 99.7%

Observed 7320 6955 5695 2130 22100

Effective 7307 6938 5679 2122 22046

Percentage 99.8% 99.8% 99.72% 99.6% 99.8%

Jul-17

Jun-17

May-17

Apr-17

Total 

2017/18

Jan-18

Dec-17

Oct-17

Sep-17

Mar-18

Feb-18

Nov-17

Aug-17

Table 4: Demonstrates hand washing compliance before and after procedures during April 
2017 – March 2018    
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Clostridium difficile toxin - April 17 to March 2018 
C. difficile infection is the most important cause of hospital acquired diarrhoea and ranges from 
mild to severe diarrhoea, to more unusually, severe inflammation of the bowel. Since January 
2004, C. difficile has been part of the mandatory surveillance program for healthcare associated 
infections and the IPCT reviews all positive patients on a daily basis; monitoring blood results, 
dietary and fluid intake, stool type and medications. 
 
This audit forms part of the Infection Prevention and Control annual work program and was 
undertaken on all inpatients that had tested positive for C.difficle toxin. 
 
There were a total of 24 C.difficile patients included in the audit. Overall the care and management 
of patients with Clostridium difficile was in accordance to Trust policies and procedures. However, 
5 patients were not isolated prior to receipt of the result. Not isolating patients with loose stools 
may lead to cross infection and environmental contamination. 
 
2 patients did not have an appropriate stool sample taken and sent for testing and 1 patient had 
not been referred to a dietician when it was appropriate to do so.  1 patient was identified as not 
being on a fluid balance chart but this was resolved at the time of identification with relevant staff.    
 
The use of Barrier nursing signage has improved in comparison to the previous audit in 2016/17 
where an increase of 9% had been noted; however, in 2 cases no signage was displayed. This 
was resolved at the time of identification with the relevant staff.  
 
The IPCT continue to educate staff, both informally and at mandatory training with regard to the 
care and management of patients positive for C. difficile.  Strong liaison also exists between the 
IPCT, Matrons and Lead Nurses to ensure patients are managed safely and correctly. 
 
Hydrex Audit – April 2017 
Those patients who are screened negative for MRSA or MSSA are provided with hydrex to be 
used for 5 days prior to surgery to reduce the risk of a surgical wound infection.  This audit was 
undertaken to demonstrate compliance to the use of hydrex as a pre operative wash for those 
patients receiving hip or knee joint surgery. 
 
41 patients were included in the audit, 16 elective patients and 25 trauma. 36 patients of the audit 
received hydrex and 5 had no documentation to evidence that they had received it.  34/36 patients 
that received the hydrex wash had documentation evidencing this either on Lorenzo, Enhanced 
Recovery Programme care plan or the Patient Group Directive.  There is evidence that all elective 
patients received written information regarding the use of hydrex and 18/22 trauma patients.  All 
patients had hydrex for the correct length of time.  Work has been undertaken to ensure that all 
patients have documentation relating to all the administration of hydrex, the audit will be repeated 
in 2018. 

 
MRSA screening and decolonisation audit - July 2017 
Transmission of meticillin resistant Staphylococcus aureus and the risk of MRSA infection can only 
be addressed effectively if measures are undertaken to identify MRSA carriers and then 
decolonise as required. The aim of this audit was to give assurance that BHNFT policies in relation 
to MRSA screening and the care and management of patients identified as having MRSA are 
adhered to, so ensuring a consistent approach to care based on Department of Heath 
recommendations. 
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Results 
There has been a decrease for the second year in the percentage of patients being screened 
within 24 hours of admission, 89% of patients were screened within 24 hours of admission in 
comparison to 95% of patients in the previous audit in July 2016.  
 
Overall, 78% of patients were screened according to Trust policy, an increase of 11% in 
comparison to the previous audit. This figure includes all aspects of screening e.g. weekly, post 
decolonisation.  
 
Thirteen patients audited required decolonisation; however 6 of these were not decolonised in 
accordance to Trust policy. Where PGDs were incomplete, these were audited as patients not 
receiving decolonisation according to policy, as the ward staff and the infection prevention and 
control team were unable to confirm whether decolonisation had been administered.  
 
In all instances there was poor adherence to signing for doses. This was escalated to the relevant 
lead nurse and matron and a Datix was initiated.  

 
Conclusion  
Comparisons between July 2016 and July 2017.  
 

 
 

Comparison to the audit undertaken in 2016 identifies that significant. Doses, particularly for 
bactroban were frequently not signed for and in some instances it could not be confirmed that 
octenisan skin wash had been applied. The infection prevention and control nurses review all 
patients undergoing decolonisation and poor completion of the PGD is escalated to the lead nurse 
and a Datix initiated as a medication error.  

 
Environmental Audits  
In addition to local PLACE light inspections, the IPCT and Matrons have undertaken local infection 
control audits and action plans formulated to improve areas of non compliance. Additionally the 
IPCT undertake audits by exception.  For example; increased cases of CDT, MRSA, hospital 
acquisition, cluster of cases of diarrhoea. 

 
Sharps Audit – January 2018 
This audit was undertaken by colleagues from Daniels Healthcare.  
  
The use and management of sharps containers was audited in January 2018. Eighty wards and 
departments were visited during the audit by a representative form Daniels Healthcare; who 
undertook the audit on behalf of the Trust. Five hundred and eighty (580) sharps containers were 
inspected. 
 
Overall the results were very good and improvements had been maintained and achieved in 
relation to the previous audit. The audit identified that there were no sharps containers with 
protruding sharps, being incorrectly assembled or more than three quarters full. This is an 
improvement on the audit conducted in 2017 which identified 4 sharps containers which had 
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contents above the fill line. However; of those container‟s audited, 42 were found to contain a 
significant amount of non-sharp contents compared to 38 in 2017 and 33 containers were 
unlabelled during use (this is compared to 22 in the previous audit). 
 
Forty nine (49) containers did not have the temporary closure in place when the container was left 
unattended or during movement. This poses a significant risk of sharps injury and the results have 
been cascaded Trust wide via the Safety Bulletin. 
 
The results from the audit were fed back to lead nurses, heads of department and matrons to act 
on and disseminate recommendations and learning. The audit will be repeated in January 2019. 
 
Audit of Staff Transporting Sharps Containers in Vehicles – January 2018 
Twenty-seven members of staff from the community midwifery team and community paediatric 
team were audited. The results were excellent; 100% compliance was demonstrated to all aspects 
of the audit. Improvement was seen in relation to staff  using transportation boxes to carry sharps 
containers in their vehicle (95% compliance in the previous audit) and staff checking their vehicle 
at the end of the shift to ensure sharps had not been dropped or spilled (87% compliance in the 
previous audit). 
 
The results from the audit were fed back to the matron, lead midwife and midwifery risk co-
ordinator to act on and disseminate recommendations and learning. The audit will be repeated in 
January 2019.  

 
9.0 SURVEILLANCE 

The IPCT continues to give a high priority to surveillance. In addition to the mandatory national 
surveillance scheme a regular cycle of other surgical intervention is monitored. The IPCT also 
undertake targeted and alert organism surveillance. 
 
MRSA 
Each new case of MRSA is followed up by IPCT who visit all new MRSA inpatients and those 
previous positives who are readmitted advising on decolonisation regimes and supporting the 
patients, relatives and staff.   
 
All patients (elective and emergency) admitted to the Trust continue to be screened for MRSA 
colonisation in line with the national initiative although this has been reviewed this year and minor 
changes to screening for certain procedures has been made. MRSA screening is monitored and 
non compliance fed back to clinical teams.  

 
Since 2001 it has been mandatory for Trusts to report MRSA bacteraemia figures to Department 
of Health. Results are published as MRSA bacteraemia per 100,000 occupied bed days. The Trust 
unfortunately did not achieve its MRSA bacteraemia target of zero.  Of the two MRSA bacteraemia 
identified in 2017 one was confirmed to be a contamination.  No lapses in care were identified 
following investigation of the second case.   
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Chart 1: Number of District figures for new cases of MRSA infection colonisation by location 
 
Please note that 2017/18 data for the below two graphs only includes April – January due to data 
not currently available as a result of an upgrade of laboratory system. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Chart 2: Number of new cases of MRSA infection colonisation: District figures 
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Table 5: MRSA bacteraemia rate per 100,000 bed days. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Chart 3: Total number of MRSA Bacteraemia District Figures 
 
 

 
 

 
 
 
 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 No of MRSA bacteraemia BHNFT Community Target Rate per 100,000 bed days 

2005/06 17 13 4 19 1.16 

2006/07 16 8 8 16 1.07 

2007/08 12 6 6 12 0.79 

2008/09 8 3 5 11 0.53 

2009/10 2 1 1 8 0.13 

2010/11 0 0 0 1 0.00 

2011/12 1 0 1 0 0.00 

2012/13 1 0 1 0 0.00 

2013/14 3 0 3 0 0.00 

2014/15 1 0 1 0 0.00 

2015/16 1 (contaminate) 1 (contaminate) 0 0 0.80 

201617 1 0 1 0 0.00 

2017/18 3 2 1 0 Not Available 
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Chart 4: Trust MRSA bacteraemia compared with regional data.   
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
Meticillin Sensitive Staphylococcus aureus (MSSA) Bacteraemia 
Since January 2010 it has been a requirement to report nationally all MSSA bacteraemias. Out of 
42 MSSA bacteraemias, 11 were hospital acquired table 5 & chart 5 (post 48 hour admission). The 
sources of these 11 bacteraemias are given in table 6.  
 
Table 6: Total MSSA bacteraemia surveillance  

Staphylococcus aureus Bacteraemia (MSSA) - Monthly 
Surveillance 2017/2018 

Month  Total No.  Hospital Community SWYPFT 

April 5 1 4 0 

May 0 0 0 0 

June 2 0 2 0 

July 6 2 4 0 

August 5 1 4 0 

September 4 1 3 0 

October 3 2 1 0 

November 4 2 2 0 

December 4 1 3 0 

January 2 0 2 0 

February 2 0 2 0 

March 5 1 4 0 

Total  42 11 31 0 

 

 Hospital = Hospital acquired (identified more than 48 hour. after admission.)  

 Community = Community acquired (identified within 48hours of admission and not been an 
inpatient in the last 8 weeks.)  
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Chart 5: Demonstrates the numbers of Staphylococcus aureus bacteraemia by Month 
 

 
 

Table 7: MSSA bacteraemia RCA findings  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Results of root cause analysis identified on-going issues with poor compliance relating to 
documentation on both the insertion and on-going management of invasive devices. It is intended 
that with the introduction onto Vitalpac of intravenous cannula and urinary catheter insertion and 
management this will improve. 
 
Peripherally inserted central catheters have been identified as the source of the blood stream 
infection in 5 instances and work is on-going to develop a robust pathway for all central venous 
devices. 
 
Clostridium difficile 
Since 2004 the reporting of C. difficile infection has been mandatory. All NHS Trusts are required 
to test diarrhoeal stool samples from patients over 65 years; reporting all positive results to Public 
Health England. Since 2007 this has been changed to report all positive C. difficile cases >2 years 
of age. Data is expressed as the rate per 100,000 bed days.  
 

Case Source 

1 Central line infection 

2 PICC line infection 

3 Cannula site infection 

4 Central line 

5 cellulitis of leg 

6 PICC line infection 

7 ? Skin infection 

8 PICC line infection 

9 PICC line infection 

10 unknown 

11 PICC line infection 
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The end of year 2017/18 position was 13 positive cases against a trajectory of 13 therefore targets 
were achieved. (Chart 6).  All in-patients testing positive for C. difficile antigen and are 
symptomatic, have a regular review undertaken by the IPCT. Blood results, dietary and fluid 
intake, stool type and medications are reviewed and relevant actions taken to improve the clinical 
care of the patient.  

 
Table 8: Clostridium difficile National Surveillance Figures (All age groups) 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
Chart 6: BHNFT Clostridium difficile Performance 2017 / 2018 Cumulative  

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
Number of Cases (Trust 

Apportioned) 
Rate per 100,000 bed days (Trust 

Apportioned cases) 

2007/08 148 96.9 

2008/09 105 67.5 

2009/10 52 33.5 

2010/11 49 33.2 

2011/12 28 17.6 

2012/13 22 14.6 

2013/14 20 13.5 

2014/15 13 9.7 

2015/16 13 10.2 

2016/17 11 8.8 

2017/18 13 N/A 
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Chart 7: Trust Clostridium difficile cases compared with Regional data.  
 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
RCA and multidisciplinary case review has been undertaken for all cases of C. difficile toxin by the 
IPCT or Matron and an exception report is produced mainly concentrating on environmental 
cleanliness, if 2 or more cases are identified in a particular ward within 28 days.  Antibiotic use is 
also monitored by the pharmacist.  Actions are taken based on the results of the RCA, exception 
reports and case review. 
 
A Post Infection Review Group has been established since September 2008 involving 
representatives from SWYPFT and Barnsley CCG.  The monthly meeting establishes if the 
infection was modifiable or not and what lessons can be learnt across the health economy.  
 
Glycopeptide Resistant Enterococci (GRE) 
The IPCT also monitor the number of cases of GRE. There were 32 cases of GRE 
colonisation/infection identified in 2017/18. These patients were cared for with appropriate 
infection prevention and control precautions  

 
Table 9: Total Numbers of GRE cases by year  
 

Year BHNFT Community MVH TOTAL 

2009/10 0 0 0 0 

2010/11 0 0 0 0 

2011/12 3 0 0 3 

2012/13 0 0 0 0 

2013/14 2 0 0 2 

2014/15 2 0 0 2 

2015/16 6 0 0 6 

2016/17 2 0 0 2 

2017/18 31 1 0 32 
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Surveillance of Escherichia coli Bacteraemia 
Since April 2011, it has become mandatory to report all cases of E.coli bacteraemia into the 
national database. There is no national benchmark available to compare the rate at the current 
time.  17 hospital acquired E.coli bacteraemia were identified during surveillance period April 2017 
to March 2018 (Table 11 Chart 10). 
 
Gram-negative blood stream infections 
As a result of the ambition to reduce healthcare associated Gram-negative blood stream infections 
by 50% by 2021, the infection control team has worked alongside colleagues from SWYPFT and 
BCCG to agree a reduction plan and develop an improvement plan. 
 
Enhanced root cause analysis of E.coli blood stream infections was undertaken and the results 
and recommendations produced in a report.  Initiatives regarding the promotion and prevention of 
urinary infections e.g. urinary catheter management within the Barnsley health community were 
identified. The „urinary catheter passport‟ has been updated and further joint work is planned. 
 
As a result of root cause analysis undertaken at BHNFT, antibiotic prophylaxis guidance has been 
produced in relation to urinary catheter manipulations, ERCP and TURP. 
 
Table 10: Total numbers Escherichia coli bacteraemia by Month 

 

Month Total No. Hospital Community SWYPFT ESBL

April 12 0 11 1 2

May 11 0 11 0 1

June 15 2 13 0 2

July 17 2 14 1 3

August 13 1 11 1 1

September 17 1 16 0 2

October 20 2 17 1 2

November 16 1 15 0 1

December 16 2 14 0 1

January 13 3 10 0 1

February 17 1 16 0 4

March 14 2 12 0 2

Total 181 17 160 4 22

E Coli Bacteraemia - Monthly Surveillance 2017/18.

 
 

 
 
 
 
 
 
 
 
 
 
 
 



23 

 

 
Chart 8: Demonstrates the numbers of Escherichia coli Bacteraemia by Month 

 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
Surveillance of blood culture contaminants 
The monthly surveillance of blood culture contaminants continues. Where possible, the person 
who has taken the culture is identified and the results of the contaminant discussed. Additional 
training on ANTT and taking blood cultures is offered where required. (Chart 9).  

 
Chart 9: Total blood culture contaminants by month 
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Surveillance of Carbapenemase- Producing Enterobacteriacae (CPE) 
Carbapenemases are enzymes which destroy the carbapenem group of antibiotics conferring 
resistance to this group of antibiotics. Enterobacteriaceae (coliforms) carrying these enzymes 
which are usually resistant to multiple other groups of antibiotics making it difficult to treat.  These 
organisms can cause outbreaks in institutional settings with a number of clusters and outbreaks 
being reported nationally and internationally. Trust guidance incorporates  recommendations made 
by DH for the early detection, management and control of CPE. 
 
All the CBU staff and bed managers are aware to inform the infection control team of any high risk 
transfer cases.  In addition to these, any organisms which are resistant for Carbapenem on routine 
testing are sent to the reference lab, to confirm the presence the carbapenemase gene.  

 
Table 11: Total numbers of Carbapenemase Producing Enterobacteriacae 
 

Period No of positive cases 

April 2013 to March 2014 2 (not BHNFT acquired) 

April 2014 to March 2015 0 

April 2015 to March 2016 0 

April 2016 to March 2017 1 (not BHNFT acquired) 

April 2017 to March 2018 1 (not BHNFT acquired) 

 
 

10.0 SURGICAL SITE INFECTIONS 
Orthopaedic surgical site infection surveillance: 
The Trust is participating in the mandatory Orthopaedic Surgical Site Infection Surveillance and 
has been since 2001. Even though Trusts are required only to collect data on one type of 
orthopaedic procedure for a 3 month period, BHNFT has elected to undertake consistent 
surveillance of hip, knee and hip hemi-arthroplasty.  The percentage of SSI for all periods of 
collection within 2017 are as follows: Hip replacement 1.0%, Knees 0.9% and Repair of neck of 
femur 1.2%. More detailed results of this surveillance are shown in appendix 3. We are above 
national average in both the Hip, Knee and Repair Neck of Femur categories. An orthopaedic 
surgical site infection group continues to meet and there is an on-going action plan with a number 
of initiatives already introduced.  
 
The Arthroplasty CNS role is a new development at BHNFT and aims to bridge communication 
between the patients and their consultants post-operatively. A helpline has been introduced and is 
used for patients who have any problems or questions pre-operatively. The Arthroplasty nurse 
also attends joint school; where together with the physiotherapist and occupational therapist 
concentrate on patient education and expectation.  
 
The Arthroplasty nurse will also run routine follow up clinics where they will see the post-operative 
patients routinely between eight weeks and twelve months up to discharge. There is a large 
element of SSI reduction within the job role, where the Arthroplasty nurse along with other 
members of the MDT are looking into areas where improvements can be made and the risk of SSI 
can be reduced whilst also looking at the reduction of length of stay.  
 
 
Post discharge surveillance continues for patients undergoing hip and knee replacement and hemi 
arthroplasty surgery. 
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Chart 10: Hip replacement trend analysis (inpatient / re-admission) 
 

Rolling annual infection rate – infections as a percentage of all hip operations 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Chart 11: Knee replacement trend analysis (inpatient / re-admission) 
 

Rolling annual infection rate – infections as a percentage of all knee operations 
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Chart 12: Repair neck of femur trend analysis (inpatient / re-admission) 
 

Rolling annual infection rate – infections as a percentage of all neck of femur operations 

 

 
 
Breast Surgery Surveillance  
Breast Surgery surveillance was completed for the period January – March 2018, The report is not 
available until June 2018. 

 
Large Bowel Surgery surveillance 
Large bowel surgical site surveillance was completed for the period October – December 2017 
which included post discharge surveillance. 1 SSI was identified during this period out of 33 
operations. There were 0 additional post discharge confirmed case identified. The infection rate 
for this period is 3.0% which is a decrease from 3.4% from the previous surveillance quarter 
October – December 2016. More detailed results of this surveillance are shown in appendix 3. 
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Chart 13: Large Bowel trend analysis 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
All clinicians have been made aware of these results. Patient notes have been reviewed by the 
IPCT and the colorectal nurse specialist and no obvious links found. A number of the patients 
were predisposed to infection by the nature of the urgent surgery required and presenting co-
morbidities. Post operative management has been observed by the IPCT and staff have been re 
trained on ANTT. Pre-operative body washing with a chlorhexidine solution (Hydrex) has been 
introduced. The CBU has considered the results and are aware. This surveillance will be repeated. 
 
Caesarean Section Surveillance  
Caesarean section wound surveillance (including post discharge surveillance) was carried out 
during April – June 2017.  
 
Results showed 13 Surgical Site Infections giving a percentage of 8%. All 13 cases were classed 
as superficial infections. This was an increase of 2% from the previous surveillance period of 
January – March 2016.  
 
Table 12: The number of section operations and infections in 2011 to 2017 
 

 
April – 

June 2011 
April – 

June 2012 
April – 

June 2013 
March – 

June 2014 

January – 
March 
2015 

April – June 
2015 

April – 
June 2016 

April – 
June 2017 

No. of operations 139 140 134 172 151 167 165 167 

No. of SSI 22 20 21 24 12 8 10 13 

% Operations infected 16% 14% 16% 14% 8% 5% 6% 8% 
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Chart 14: Demonstrates number of caesarean section wound infections  
 

Caesarean section surgical site infection surveillance 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Alert organism and alert conditions surveillance 
Chart 18 gives the number of alert organisms identified in the laboratory between April 2017 to 
March 2018 Alert organisms are those organisms that have infection prevention and control 
implications.  
 
Chart 15: Total number of alert organisms  
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11.0 CLUSTERS/OUTBREAKS 
 

Table 13: Clusters and outbreak during 01 April 2017 to 31 March 2018 
 

Date Ward 
No. of 
days 

closed 

No. of 
patients 
affected 

No. of staff 
affected 

Days 
monitored 

Disease Organism 

17.09.17 21 0 6 unconfirmed 3 
Diarrhoea 

and Vomiting 
unconfirmed 

October 
2017 

Ward 33 0 33 0 60 VRE VRE 

03.12.17 22 
1 bed 

blocked 
for 3 days 

14 unconfirmed 17 Diarrhoea unconfirmed 

28.12.17 
Transition 

unit 
0 8 1 7 

Diarrhoea 
and vomiting 

Norovirus 

26.02.18 18 0 7 0 2 Diarrhoea unconfirmed 

26.02.18 
Transition 

unit 
0 8 2 3 Diarrhoea Unconfirmed 

 
 
October 2017 
Following initial identification of 5 cases of VRE on ward 33, an outbreak investigation was 
initiated. Several actions were put in place including a deep clean of ward 33, twice daily 
cleaning with sochlor and weekly cleaning of toilets and sluice with ultra V; hand hygiene, 
commode and environmental audits and screening of current in-patients on ward 33. In total 
33 patients were tested/screened for VRE; 21 tested positive. Four different ribotypes and 3 
unique types were identified.  
 
On examination of the data, it was concluded that those patients who were screened were 
colonised with VRE and there was no evidence of cross infection. 

 
12.0 COMPLAINTS 

The department has not received any complaints throughout this financial year. 
 

13.0 SERIOUS INCIDENTS 

One MRSA bacteraemia case was identified as an SI and the action plan was managed and 
completed by CBU2.  

 

14.0 PATIENT ASSESSMENT 

The team continue to support patients with infections, providing on-going support for healthcare 
providers, carers, relatives and others.  The team aim to visit all patients with alert conditions or 
alert organisms, providing individual assessments on care management and control of infection 
as well as providing information to patients and relatives. If the patient is unable to 
communicate, the team leave a compliment slip advising of the visit and our availability to 
relatives. Additionally the team conduct daily C. difficile ward rounds visiting patients with C. 
difficile associated disease (CDAD) evaluating and monitoring their progress. The consultant 
microbiologists conduct significant micro-organism isolate ward rounds in addition to daily visits 
to ITU.  
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The control of infection relies on the prompt identification and management of infectious 
patients.  Therefore the response times of the Infection Control Team are a vital element in the 
process to controlling risks associated with the transmission of human pathogens. The IPCT 
have set the following 2 target indicators against which they are performance managed. 
 
Indicator 1 - Percentage of verbal advice within 30 minutes on notification of alert organism 
and alert conditions. (Target 99% of in-patients)  
 
Indicator 1- 3,767 in-patient episodes of alert organism have been notified by the IPCT to 
clinical staff and verbal advice has been given.  In 98 % of cases this was achieved within 30 
minutes. 
 
Indicator 2 – Percentage of visits to the area within 2 working days. (Target 98% of in-patients)   
 
Indicator 2- 2298 initial visits have been conducted, 100% of which were done within 2 working 
days.  The full report can be seen in appendix 4. 

 

15.0 EDUCATIONAL INITIATIVES 

The on-going education of all staff remains a high priority for the team however; problems 
releasing staff continue to be experienced. The team have explored different methods of 
providing training and have developed a bespoke programme of training in several areas.  It is 
vital that all staff have the necessary knowledge, understanding and skills in order to improve 
the overall safety and quality of patient care.  Trust wide infection prevention and control 
induction has been updated, as have clinical and non clinical mandatory training.  

 
The team participate in the induction programmes for new medical staff and medical students 
and have achieved 100% compliance with the provision of this service. The microbiologists 
continue to undertake targeted education of medical staff. Two consultants update sessions 
have been conducted as well as a targeted anaesthetic team session. 
 
The team participate in the mandatory training & induction programmes for all other staff and 
have achieved 100% compliance with provision of this service. Site specific mandatory training 
has also been delivered to assist in wards and departments reaching their respective training 
targets.  

 

 ANTT training continues 

 Bug of the month 

 Sharps injury prevention week. 

 HIV awareness month 

 FFP3 mask fit testing training continues. 

 Training on MRSA decolonisation and use of the PGD has been delivered. 

 The team have continued to train the clean your hands champions who in turn monitor and 
check the hand washing technique at clinical level.  

 Training on CPE has been delivered to key areas. 

 The team participate in the IV additives training days and have also recently participated in 
the PICC line study day. 

 Training delivered to the Intensive Clinical Experience (ICE) students. 

 Antimicrobial stewardship training for nurses and medical staff 
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 Food hygiene training, for volunteers and occupational therapists  

 Chinese delegate training 

 CPE training for bed managers 

 Student training, including; dental student, physician associate students, 

 ISS Hostess service IPC training 

 Prevention of sharps injury training event 

 Human factors and IP&C made available to all registered and non-registered nursing staff. 
(appendix 6)  

 Training on MRSA and CDT on the registered nurses preceptorship programme 

 TB awareness event 
 

16.0 HEALTH PROMOTION (PATIENT AND PUBLIC INVOLVEMENT /SPECIAL PROJECTS) 
The IPCT recognise the importance of working with the public to reduce healthcare associated 
infections and have encouraged the public to see this as a partnership. 

 
The team have promoted the principles of infection control to the general public by:  
 

 Items in the local press. 

 Infection Control week 

 Hand hygiene event targeting patients and the public 

 Updated patient information leaflets 

 Maintenance of a public display boards with seasonal related infection prevention health 
promotion advice e.g. Flu and Norovirus, preventing food poisoning, using antibiotics wisely, 
urinary tract infections etc.   

 

17.0 CAPITAL SCHEMES/ ESTATES/ EQUIPMENT 

The Infection Prevention & Control Team‟s advice must be sought by the Trust for all service 
development activity including capital/building schemes, including the provision of a minor 
operations suite in day surgery, primary care streaming project in the ED and on-going work in 
the women‟s and children‟s block, equipment procurement and contracting for services, which 
have implications for infection control.  

 

18.0 EXTERNAL VISITS 

The pathology department has retained CPA accreditation. SSD has retained all the required 
standards and has successfully added the endoscopy decontamination unit to ISO 13485 2003 
and is compliant with the medical devices directive 93/42/EEC.  An external verification of the 
department‟s data has confirmed the accuracy of our statistics.  

 

19.0 NATIONAL AND REGIONAL WORK 

The team continues to forge national links and has represented the Trust at other regional 
meetings.  
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Appendix 1 
 

Committee Structures Lines of Communication and Accountability as of March 2018 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Health Protection Board 
& CCG Health Board  

BHNFT Board of Directors 

Quality and 
Governance 
Committee 

CCG & 
Public Health England  

 

Infection Control 
Operational 

Group  

CBU‟s & Departments  

Infection Prevention & 
Control Group  

Decontamination 
Group 

Post Infection 
Review Group 

Antibiotic 
Stewardship 

Group 

SSI Group Water Safety 
Group 
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Appendix 2 
Infection Control Assurance Framework 
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Appendix 3 
Surgical Site Infection Surveillance 

 
HIP REPLACEMENT SURVEILLANCE 

2017 and Previous periods 
 

BHNFT All Hospitals 

 
Last Period 

October – December 2017 
Last 4 periods 

January – December 2017 
Last 5 Years 

Risk Index No. Operations 
No. 

SSI’s 
% Infected No. Operations 

No. 
SSI’s 

% Infected No. Operations 
No. 

SSI’s 
% Infected 

0 20 1 5.0% 101 2 2.0% 217696 659 0.3% 

1 42 0 0.0% 143 1 0.7% 64059 493 0.8% 

2 15 0 0.0% 42 0 0.0% 9217 163 1.8% 

3 0 0 0.0% 0 0 0.0% 50 0 0.0% 

Unknown 7 0 0.0% 23 0 0.0% 8952 44 0.5% 

Total 84 1 1.2% 309 3 1.0% 299974 1359 0.5% 

 

KNEE REPLACEMENT SURVEILLANCE 
2017 and Previous periods 

 
BHNFT All Hospitals 

 
Last Period 

October – December 2017 
Last 4 periods 

January – December 2017 
Last 5 Years 

Risk Index No. Operations 
No. 

SSI’s 
% Infected No. Operations 

No. 
SSI’s 

% Infected No. Operations 
No. 

SSI’s 
% Infected 

0 56 0 0.0% 285 1 0.4% 242781 660 0.3% 

1 26 0 0.0% 151 3 2.0% 64600 466 0.7% 

2 6 0 0.0% 22 0 0.0% 5891 87 1.5% 

3 0 0 0.0% 0 0 0.0% 25 0 0.0% 

Unknown 2 0 0.0% 17 0 0.0% 8054 41 0.5% 

Total 90 0 0.0% 475 4 0.8% 321351 1254 0.4% 

 

REPAIR OF NECK OF FEMUR SURVEILLANCE 
2017 and Previous periods 

 
BHNFT All Hospitals 

 
Last Period 

October – December 2017 
Last 4 periods 

January – December 2017 
Last 5 Years 

Risk Index No. Operations 
No. 

SSI’s 
% Infected No. Operations 

No. 
SSI’s 

% Infected No. Operations 
No. 

SSI’s 
% Infected 

0 5 0 0.0% 10 0 0.0% 20494 147 0.7% 

1 29 1 3.4% 81 2 2.5% 58039 611 1.1% 

2 25 0 0.0% 109 0 0.0% 11732 206 1.8% 

3 0 0 0.0% 0 0 0.0% 4 0 0.0% 

Unknown 11 1 9.1% 60 1 1.7% 5618 55 1.0% 

Total 70 2 2.9% 260 3 1.2% 95887 1019 1.1% 

 
 

LARGE BOWEL SURGERY 
2017 and Previous periods  

 
BHNFT All Hospitals 

 
Last Period 

October – December 2017 
Last 4 periods Last 5 Years 

Risk Index No. Operations 
No. 

SSI’s 
% Infected No. Operations 

No. 
SSI’s 

% Infected No. Operations 
No. 

SSI’s 
% Infected 

0 4 0 0.0% 24 2 8.3% 5242 322 6.1% 

1 21 1 4.8% 65 6 9.2% 8808 749 8.5% 

2 7 0 0.0% 21 2 9.5% 3756 452 12.0% 

3 0 0 0.0% 2 0 0.0% 490 90 18.4% 

Unknown 1 0 0.0% 27 1 3.7% 1108 88 7.9% 

Total 33 1 3.0% 139 11 7.9% 19404 1701 8.8% 
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Risk Index Definition 
 
A Risk Index comprising data obtained from three factors – ASA score, wound classification and 
duration of operation – is used to assign a risk score between 0 and 3 to each operation.  Operations 
with a risk index score of 3 have a higher risk of developing SSI than those with a score of 0.  This 
score is used to stratify operations and enable rates of SSI to be adjusted by these risk factors. 



38 

 

Month 
Number of 

Assessments 

Total Within 30 

Minutes 

Total Exceeding 

30 Minutes

Percentage 

Compliant

April 290 290 0 100.0%

May 218 215 3 98.6%

June 270 270 0 100.0%

July 191 190 1 99.5%

August 180 179 1 99.4%

September 191 191 0 100.0%

October 227 227 0 100.0%

November 206 205 1 99.5%

December 241 241 0 100.0%

January 285 285 0 100.0%

February 289 285 4 98.6%

March 261 258 3 98.9%

Total 2849 2836 13 99.5%

Month 
Number of 

Assessments 

Total Within 48 

Hours 

Total Exceeding 

48 Hours

Percentage 

Compliant

April 157 156 1 99%

May 166 166 0 100.0%

June 167 167 0 100.0%

July 165 165 0 100.0%

August 177 176 1 99.4%

September 189 189 0 100.0%

October 213 213 0 100.0%

November 221 221 0 100.0%

December 188 188 0 100.0%

January 231 231 0 100.0%

February 230 230 0 100.0%

March 194 194 0 100.0%

Total 2298 2296 2 100%

Month 
Number of 

Assessments 

Total Within 48 

Hours 

Total Exceeding 

48 Hours

Percentage 

Compliant

April 140 140 0 100.0%

May 104 104 0 100.0%

June 124 123 1 99.2%

July 103 103 0 100.0%

August 102 100 2 98.0%

September 115 115 0 100.0%

October 151 151 0 100.0%

November 140 136 4 97.1%

December 172 172 0 100.0%

January 183 183 0 100.0%

February 183 183 0 100.0%

March 152 148 4 97.4%

Total 1669 1658 11 99.3%

Appendix 4 
Performance Indicators  
 

PERFORMANCE INDICATOR 1 – achieved 98% 
Percentage of verbal advice given within 30 minutes on notification of alert organism and alert conditions 
(Target 99% of in-patients).  
 
Breakdown of Total No. of referrals seen by Infection Control at BHNFT (Please note the table relates to original 
referral criteria not necessarily confirmed cases). 
 
2017-18       2016-17 

 
The tables above show there was an increase of 918, in the number of assessments undertaken from 2016-17 
to 2018-19.  

 
PERFORMANCE INDICATOR 2 – achieved 100% 
Total number of referrals seen/not seen within 2 working days of notification by the Infection Prevention & 
Control. 
 
2017-18                        2016-17 

The tables above show there was an increase of 629, in the number of assessments undertaken from 2016-17 
to 2018-19 

Month 
Number of 

Assessments 

Total Within 30 

Minutes 

Total Exceeding 

30 Minutes

Percentage 

Compliant

April 258 249 9 97%

May 249 243 6 98%

June 263 262 1 99.6%

July 260 258 2 99.2%

August 271 264 7 97.4%

September 249 243 6 97.6%

October 295 289 6 98.0%

November 301 297 4 98.7%

December 342 338 4 98.8%

January 469 465 4 99.1%

February 424 416 8 98.1%

March 386 381 5 98.7%

Total 3767 3705 62 98%
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PERFORMANCE INDICATOR 2     
 
Type of Organism Related to referral  
 
2017-18    2016-17 

 
  

 

 

 

 

 

 
The tables above show there was an increase of 629, in the number of organisms related to referral.  
 

2017-18       2016-17 
 

 
The tabled above show there was an increase of 18 in the number of patients monitored with diarrhoea and 
increase of 2 in the number of Consultant lead diarrhoea ward rounds.  

 
 

Infection: BHNFT April 17 – March 18 

MRSA 1072 

Clostridium difficile Toxin 210 

Other 1016 

Total 2298 

Infection: BHNFT April 16 – March 17 

MRSA 502 

Clostridium difficile Toxin 25 

Other 1142 

Total 1669 

 
Additional Activity 

 
April 17 – March 18 

Number of patients monitored with 
Diarrhoea (this does not reflect the 
number of actual follow up reviews) 

217 

Number of Consultant lead Diarrhoea 
Ward Round 

34 

 
Additional Activity 

 
April 16 – March 17 

Number of patients monitored with 
Diarrhoea (this does not reflect the 
number of actual follow up reviews) 

199 

Number of Consultant lead Diarrhoea 
Ward Round 

32 
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Appendix 5 
Training data 

 
01.04.2017 – 31.03.2018 

 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

*Note in addition to the above training some staff will have undertaken mandatory training online. 
 
01.04.2016 – 31.03.2017 

 
 

 
 

 
  
 
 
 
 
 
 
 
 
 
 
 
 
 

 
The tables above show an increase of 39 in the total number of training sessions delivered by the Infection 
Prevention and Control team.  Paying particular attention to the increase in the number of patient contact 
updates from 59 in 2016-17 to 107 in 2017-18, making it an increase of 48 for this particular training type; 
however, there was only an increase 219 staff attending this.  

Course title Number of 
sessions 

Number of 
attendees 

Infection control patient contact update 113 1226 

Infection control patient contact update (clinical induction) 12 169 

Infection control non patient contact 12 200 

Hand hygiene (training by champions) 36 285 

Hand hygiene: train the trainers  5 35 

Mask fit testing 11 21 

Mask fit testing- train the trainer 7 1 

ANTT 0 0 

Food hygiene 4 51 

Infection control level 2 certificate 2 5 

Student Induction 17 173 

Other 13 9 

Totals 232 2175 

Type of session 
Number of 

sessions 
 

No of attendees 

Infection Control patient contact update 59 1007 

Infection control non patient contact 12 180 

Corporate Induction 8 106 

Medical Student Induction 13 160 

ANTT 2 17 

HIV update 1 2 

HIV day 1 3 

Clean your hands – update 4 13 

Hand hygiene – by Champions 67 248 

Contractors 7 16 

Mask fit testing 5 40 

Food hygiene 1 18 

Doctors induction 1 22 

C difficile preceptorship 1 26 

Other 5 39 

 

Total no of sessions:  187 
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Appendix 6 
 

Human Factors and Infection Prevention and Control (IP and C) 
 
“2013 has seen a continued recognition of the critical role that human factors play in safety science. 
But although aligned with the ‘safety agenda’, human factors offers so much more to an organisation: 
it’s about making it effective and efficient.” J.Storr, N Wigglesworth and C.Kilpatrick 2013. 
 
Introduction 
Principally, the human factor agenda is going to take some considerable time before the impact can be 
measured within the organisation. However, it needs to be acknowledged that headways are being 
made in BHNFT as human factor training is now being delivered and is a mandatory requirement and 
has been for the last two years. 
 
Human factors is an umbrella term for it encompasses so many  sub divisions and, even though 
human factors is now being incorporated into  the Trust‟s DNA, the practical side of embedding this 
into practice is still some way off. 
 
Jane Smith, Specialist Nurse in IP and C is responsible for delivering some of the human factor 
training and was interested in trying to establish if human factors were the main reason for   the 
repeated poor outcomes following IP and C audits. 
 
Therefore, based on these  audit findings and the fact that the results were very similar each time an 
separate IP and C audit was undertaken,  focus groups were  arranged  to determine if there was a 
“Knowledge, Performance gap”. The knowledge provided to the clinical teams during their mandatory 
training and the educational material that is circulated is extensive and thorough. According to Pfeffer. 
J and Sutton. R (1999) “Regardless of the quality of the content, the delivery, or the frequency of the 
repetition, management education is often ineffective in changing organisational practices.” The focus 
groups were arranged where a  cross section of clinical staff were invited to attend along with Jane 
Smith  who presented on aligned human factors with questions specific to a particular IP and C 
practice.  IP and C processes and practices included; 
 
The management of diarrhoea 
MRSA management 
Management of patient‟s with a multi drug resistance 
The prevention of Surgical Site Infection (SSI.) 
Following each presentation, questions focusing on the related management would then be discussed 
with particular reference to the human factors. 
 
Background 
The IP and C team are responsible for providing extensive information regarding infection prevention 
and control and in particular outlining the means for providing safe and effective care. This entails; 
 
Delivering mandatory training 
Promotions at various times throughout the year 
Enlightening staff during practice sharing sessions 
Bespoke educational sessions. 
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Despite all of the diverse methodologies for educating the clinical teams, the audits conducted against 
the IP and C standards are suggestive of gaps in the knowledge of Infection Prevention and Control 
throughout the organisation.   
 
The action plans that resulted following each audit clearly had been ineffective in producing a positive 
change in practice. Therefore, the IP and C team decided an alternative approach and that was to 
apply some human factor techniques and deduce the rationale for non-compliance with IP and C 
pathways, policies etc. 
 
Human Factors and Infection Prevention and Control focus groups. 
The focus groups were held on; 
 
Three consecutive dates for the management of diarrhoea, four consecutive dates for the 
management of patient‟s with MRSA, two further dates for Multi Drug Resistance and two for the 
prevention of Surgical Site Infection. However, the two focus groups that were arranged for discussing 
Human Factors and the prevention of surgical site infection, unfortunately no one attended. 
 
The attendance to all the aforementioned focus groups was variable and each focus group produced 
responses that were engaging, lively and truthful. Based on the openness and transparency that was 
established during each of these meetings, staff revealed a lot regarding their perceptions of IP and C 
principles on the wards and departments. The perceptions have obviously become embedded into 
ward cultures as these are still in existence despite the plethora of teaching and training that is 
delivered on Infection Prevention and Control. During each focus group meeting engagement was 
critical and effective. Discussions took place regarding what the correct standards are and the 
attendees were encouraged to share this correct information with the rest of their respective clinical 
teams. 
 
All of the misconceptions that were shared during each of the focus groups were discussed within the 
IP and C team. Advice was sought, from the senior nursing team, on how best to take forward the 
correct teaching and it was decided that the findings and the corrections should be shared at CBU 
level where the Lead Nurses are expected to attend.  
 
The points raised have now been presented at the respective CBU meeting where the Lead nurses 
representing each ward attend. 
 
The points raised were; 
 
Regarding the management of patient‟s presenting with loose stools 

 Staff expressed that they found it very difficult to know if a patient had been handed over as 
having loose stools particularly as in some clinical areas the unregistered staff were not 
included in any handover information about any particular patient-  
 

Regarding the management of patient‟s that were previously positive with MRSA or currently positive 

 Staff believed that registered nurses should sign PGD therefore those administering the 
decolonisation i.e. non registered staff do not sign the records. 

 The registered staff didn‟t think they should sign for something that they hadn‟t administered. 

 Different viewpoints existed re the MRSA swabbing procedure - some believed that one swab 
was to be used for each separate side or site. 
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 Different viewpoints re moistening swabs first, some believed that the swab should be dry and 
then immersed into a fluid medium. 

 Some staff didn‟t know that all patients with dentures should be screened via throat swabs 

 Some staff admitted to not being aware of the recommendations and reviews that are 
completed by the IP and C team. 

 During the focus group meeting it became apparent that some used the admission page on the 
MRSA pathway as a prompt some didn‟t use it at all. 

 Some staff were not aware that the cubicle door should be kept closed unless a risk 
assessment has been undertaken that would allow the door to remain open. 

 The term “full” MRSA swabs on the pathway was considered ambiguous and a suggestion was 
made that this should say “All” swabs. 

 Questions were raised regarding the term “unnecessary equipment” that is referenced on the 
MRSA pathway. 

 A discussion took place regarding the use of alginate bags for infected linen and whether this 
still was the standard. 

 Some staff queried whether Hydrex was still being used for patients previously positive for 
MSSA. 

 Expressions were voiced regarding washing the hair of bed bound patients who are positive 
with MRSA. 

 Some unregistered staff were unaware of the previous positive patient‟s as they were not 
included in handover meeting. 

 Some staff believed that if any patient who was previously positive was being nursed in a bay, 
as long as they were placed near an open window that was ok. 

  Staff were unaware that, so long as the admission screening was being acquired and sent to 
the laboratories and decolonisation commenced, that the patient could remain in a bay, as long 
as the patient was screened twice weekly. HOWEVER, a cubicle/ isolation still needed to be 
pursued and barrier nursing was still required. If the screening swabs were negative then they 
could remain in the bay as long as they were screened twice weekly. However, they still need to 
pursue isolation and barrier nursing. 

 Some attendees were not aware of the terminal clean of patients who had been previously 
positive. 
 

Regarding the patients presenting with Multi Drug Resistant Organism, unfortunately these sessions 
were poorly attended therefore; it was difficult to glean any pertinent pointers. However, some 
interesting facts have been realised through the front assessment that are conducted by members of 
the IP and C team, and that is that staff do not retain vital information regarding some of the MDRO‟s. 
All of the relevant information is included within the mandatory training, and is reiterated again at the 
time that the alert is telephoned through to the respective clinical area. 
 
Aligning human factors to the concept of preventing surgical site infections is a relatively new thought 
although scholars have written on the valuable contribution applying human factors into Infection 
Prevention and Control may have. At a recent residential course (2017) provided by the Association 
For Perioperative Practice a presentation was delivered by Sir George Youngson, an emeritus 
professor of paediatric surgery, University of Aberdeen, where he discussed the non-technical skills 
that took place within  the theatre environment that could impair the surgical performance. However, 
his talk was primarily aimed at the surgeon‟s performance but with emphasis on all of the other non-
technical factors that take place with the surgical team that could have a bearing on the surgeon‟s 
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operation. During his presentation he questioned whether or not sufficient effort was placed on 
enhancing non-technical skills within the perioperative field considering the number of events that 
have taken place that was a result of human factors. His entire message majored on “High technical 
proficiency cannot guarantee safety The Behavioural aspects of performance in the operating room 
which underpin medical expertise. These being the cognitive (for e.g. situational awareness, decision 
making), and social (for e.g. communication, teamwork and leadership) skills.” In other words the Non-
Technical Skills (NTS) “Yule et al (2006) Surgery 139, 140-149. Respectful. 
 
Following this aforementioned meeting, I met with Sir George Youngson where he gave permission for 
his slides to be used. The BHNFT presentation was prepared for the perioperative team although 
invites were circulated to a wider audience. The presentation consisted of a combination of Sir George 
Youngson‟s interpretation of the subject and the rest were taken from other material previously taught 
during the human factor training. The date and venue was organised, and cascaded to the relevant 
parties however, no one attended, a further session was arranged and again no one attended. 
However, the presentation was delivered to Mr Sharma and Mr Bhosale, who both expressed a need 
for the teaching to be heard. 
 
The non-technical factors that are purported that could contribute towards a negative effect on 
the surgeon’s performance are as follows; 
 
Self 
Experience 
Knowledge 
Personal issues 
Attitude 
Non-technical skills 
Confidence 
Risk Management 
Readiness 
Preparedness 
In addition to what the surgeon‟s hands may do during a surgical procedure there are all the other 
possible factors that could impact on the surgeon / surgical team i.e.  
 
Equipment  
Hardware 
Disposables 
Instrumentation 
 
Environment 
Temperature; 
Lighting 
Noise 
 
Patient factors 
Pathology 
Body habitus/ size 
Physiological state 
Operative technique 
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Team 
Familiarity 
Size 
Experience 
 
Organisation 
Safety culture 
Policies 
Targets 
Management style 
 
Wellbeing 
Stress 
Fatigue 
Fasting 
? Age 
 
And then there are all the other everyday occurrences that could affect the surgical focus for e.g. 
 
Interruptions 
Distractions 
Equipment not working 
Equipment not there 
Inexperienced staff 
Poor assistance 
Slow turn around 
Missing results 
Poor communication 
Unexpected findings 
Poor working relationships 
 
Which indicates that investment should be made into the surgical teams to ascertain if any of the 
aforementioned possibilities have been addressed and that the robust systems and processes in place 
do reduce the risks of these happenings taking place? 
 
The presentations were to discuss all of the above and also included recommendations and actions 
that would improve the team working and fundamentally enhance the surgical performance namely 
using the EAST acronym which stands for Easy, Attract, Social and Timely. 
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Appendix 7 

Barnsley Hospital 
NHS Foundation Trust 

 
BARNSLEY HOSPITAL NHS FOUNDATION TRUST  

18/19 YEARLY INFECTION CONTROL PROGRAMME/ACTION PLAN 
INCORPORATING CLOSTRIDIUM DIFFICILE AND MRSA ACTION PLANS 

These are in addition to core infection control activities 
 

OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

1.  Policies and Procedures to be updated or produced 

1.1  Policies and infection control 
procedures/guidelines will be 
reviewed. 

 Review & update policies as 
required Upload onto 
SharePoint 

 Raise awareness of contents  

IPCT  March 2019  

2. Audit of Policies and Procedures 

2.1 
 
 
 
 

 

 
Procedure:  Hand Washing 

 
Hand Washing Observational Audit  
 
All wards/clinical areas   

 Conduct weekly audits 

 Feedback results 

 Establish action plan to 
address non compliance  
 

Matrons/ 
IPCT/Heads 
of Dept. 

Quarterly 
reporting  

 

 - Red- Failing 

 - Amber – At Risk 

 - Green – Underway 

 - Blue – Completed  
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

2.2 
 
 

 
 
 

Policy: Decontamination, National 
cleaning standards 

 

Audit the clinical environment and 
equipment 

All equipment and environment will 
be thoroughly decontaminated and 
cleanliness maintained to the 
highest level in all clinical areas 
according to infection prevention 
and control policies and 
procedures 

 Organise and arrange audits  

 Conduct audits as part of an 
exception report. Collate 
results and feed back to 
CBUs. 

 Monitor cleanliness and 
conduct PLACE light 
inspections   

 Participate in the annual 
PLACE inspection. 
 

IPCT/ 
Matrons/ 
Facilities  

March 2019  

2.3  Policy: MRSA and MRSA 
Screening  
 

Audit compliance with MRSA 
decolonisation and screening  

 Conduct audit and feed back 
results  

 Ensure MRSA patients are 
managed in line with the policy  

 Promote awareness of correct 
procedure 

 CBU to integrate actions into 
practise as required in action 
plan 

 CBU to report to IPCG 
progress via exception report 
 

IPCT 
 
 
 
 
 
 
 
 
 

CBU‟s 

August 2018  

2.4 
 
 

 
Policy: Care of Clostridium difficile 
patients 

 

Audit care of Clostridium difficile 
patients including monitoring 
clinical care 

 Conduct c diff ward rounds 

 Collate information 

 Feedback to clinical teams 

 Identify and action any lapses 
in care 

 

IPCT/Matron 
 

March 2019  
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

2.5 
 

 Procedure: Cannulation 
 

Audit compliance with the correct 
use of cannula and maintenance of 
correct records 

 Continuous collection of data  

 Analyse results and feed back 
to clinical team  

 CBU to develop and initiate 
action plan to improve practise 
if required  

 CBU  to report to IPCG 
progress 

 Review Vitalpac as a means of 
monitoring compliance 

Matrons / 
IPCT 
 
 

March 2019  

2.6  Policy: Antibiotic  
Antibiotic stewardship/ Audit 
compliance with the policy 

 Conduct daily ward rounds on 
ITU 

 Review antibiotic use on 
patients with C.diff 

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

 Conduct antibiotic usage audit 
and feed back to clinical teams 
and IPCG quarterly 

 Undertake a point prevalence 
audit.   

Consultant 
microbiologist 
Antibiotic 
pharmacist   

March 2019 
 
 
 
 
 
 
 
 
 
 
 

 
 

 

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

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

 Conduct audit analyse results  

 Feed back to IPCG 

CBU 1  March  2019  

2.8  Policy: CPE and Candida auris 
Audit compliance with CPE policy 

 Device audit proforma 

 Conduct on-going audit on 
the care and management of 
patients 

 Provide prompt feedback to 
clinical area 

 
 
 

IPCT  March 2019 Quarterly 
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

3. Education 

3.1  Review training content & conduct 
sessions to comply with training 
plan 

 Review training packages 
Update as required   

 Conduct sessions, report to 
training  

 Retain records 

 Review evaluations and feed 
back to staff as appropriate  

 Develop electronic mandatory 
training for consultants. 

 Assist CBUs in achieving  
compliance with mandatory 
training target  

IPCT May 2018 
 

Quarterly 

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

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

 Display information around the 
Trust targeting the public   

 Review and update patient 
leaflets as required 

 Consult with staff and patients  

 Develop new leaflets if 
required 

IPCT January 2019  

4.  Projects 

4.1  Bare below the elbow re-launch  Audit compliance with bare 
below the elbow 

 Report results back to 
clinical areas 

 Re-launch „bare below the 
elbow‟  

 Re-audit compliance  
 

IPCT 
Matrons 

January 2019  
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

4.2 
 

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

 Continue to Incorporate High 
Impact interventions into 
appropriate procedures 

 Monitor and deliver  Saving 
Lives programme 

 Present and discuss results at 
IPCG and Individual CBU 
meetings – CBU‟s to identify 
action required and develop 
an action plan  

 Implement and monitor action 
plans arising from the audits 

 Matrons to provide exception 
reports for any areas not 
achieving targets  

 Review vitalpac as a means of 
monitoring compliance.  

 Update saving lives 
programme in line with 
national programme  

 
IPCT/ 
Matrons 
 
 
 
 
 
 
 
 
 
 

Monitor for 
two months 
reporting to 
IPCG 
Quarterly  

 
 
 
 
 
 
 
 
 

 

 

4.3  Promote Events 
 
 

 Develop programme of 
promotional events 

 Plan and execute programme 
of activity to raise awareness 

 
Hand hygiene – May 
IP&C week – October 
Antibiotic awareness – November  

IPCT/Matron 
senior 
professional 

March 2019  



51 

 

OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

4.4  Targeted Transitional unit 
infection prevention and control 
focus 

 Undertake practice sharing 3 
monthly or more frequently if 
required 

 Conduct IPC audits and 
feedback results 

 Ensure IPC training compliance 
target is achieved  

 Provide support to unit 
managers and staff  

IPCT March 2019  

4.5  Patient hand hygiene promotion  Review of perfect ward 
information 

 Conduct additional audit of 
patient opportunities for hand 
hygiene  

 Design patient information 
regarding hand hygiene  
 

IPCT 
Hand washing 
champions 

February 
2019 

 

4.6  Introduce influenza point of care 
testing 

 Ensure staff trained in the use 
of the equipment 

 Develop Standard Operating 
Procedure 

 Cascade relevant information 
to ward staff  

 Evaluate effectiveness 

IPCT 
Pathology 

December 
2018 
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

4.7  Explore more effective ways of 
working  

 Explore use of an electronic 
„smart board‟  

 Introduce digital dictation 

 Utilise „Envoy‟ wherever 
possible. 

 Explore application of 
electronic IPC audit  

 Explore IPC element of 
Vitalpac  

 
 
 
 
 

IPCT March 2019  

5.  Surveillance 

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

 Conduct surveillance daily 

 Report all significant 
organisms to clinicians. 

 Monitor trends and increase in 
incidence and take actions 
where appropriate 

IPCT Quarterly 
reporting to 
Board  

 

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

 Comply with mandatory 
surveillance and reporting 

 Conduct RCA and 
Implement shared learning 
and identify any lapses in 
care. 

 Feedback to clinical teams 
with a MDT meeting when 
appropriate 

 Monitor trends and take 
action where necessary. 

 Report via CBU exception 
report to IPCG. 

IPCT Quarterly 
reporting to 
Quality and 
Governance 
committee 
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

5.3 
 

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

 

 Comply with mandatory 
reporting arrangements. 

 Collate data collection 

 Use RCA surveillance form to 
robustly review cases ensuring 
compliance with reporting 
timescales and engagement of 
Consultants with the 
processes, escalating areas for 
action and lessons learnt. 

 Identify all MRSA‟s that were 
avoidable 

 Develop comprehensive action 
plans  

 Report to IP&CG PSQG + 
CCG 

 Review all RCA and monitor 
trends across the organisation 
To be reviewed and presented 
at the PIR group 

IPCT/ 
Matrons 
 
 
Matrons 
 
 
 
DIPC 
 
 
 
 
 
 
Matrons / 
Consultants 
 
 
 
DIPC 

Quarterly 
reporting to 
Quality and 
Governance 
committee 
 
 
 
 

 

5.4  Surveillance of multi drug 
resistant organisms. E.g. CPE 
and GRE 
 

 Comply with mandatory 
reporting arrangements. 

 Monitor the trend and 
investigate unusual trends 

IPCT Report as 
required  

 

5.5  Targeted surveillance of hips 
knees and neck of femur repair, 
including post discharge 
surveillance 

 Conduct surveillance in line 
with national requirements. 

 Conduct a RCA of each 
infection with clinical teams  

 Hold regular SSI meetings 

 Review action plan and report 
to IPCG 

IPCT/ 
CBU 1 

Yearly 
Programme 
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

5.6  
 

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

 Conduct surveillance and 
evaluate proforma 

 Discuss and organise post 
discharge surveillance with 
midwives 

 Feed back to clinical teams 

IPCT /Matron April  2017 
June 2017 

 

5.7  Conduct 3 months surveillance of 
Large Bowel surgery infections, 
including post discharge 
surveillance  

 Conduct surveillance in line 
with national requirements. 
Feedback to clinical teams 

IPCT October 
December 
2017 

 

5.8  Continue surveillance of E 
Coli/Gram negative bacteraemias 
and undertake RCA 

 Comply with mandatory 
surveillance and reporting 

 Conduct RCA, Implement 
shared learning and identify 
any lapses in care. 

 Feedback to clinical teams with 
a MDT meeting  

 Monitor trends and increases in 
incidence and take action 
where necessary. 

 Report via CBU exception 
report to IPCG 

 Work with colleagues in BCCG 
and  SWYPT to reduce Gram   
negative bacteraemia 

CBU/IPCT On-going  
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

5.10 
 
 

 The prevention and monitoring 
strategy for Clostridium difficile 
will continue  
 

 Comply with mandatory 
reporting arrangements 

 Monitor trends feeding back to 
clinical staff and local 
Governance structure 

 Continue to monitor patients 
with diarrhoea reviewing blood 
results etc. 

 A root cause analysis will be 
completed on all Clostridium 
difficile cases, including action 
during a period of increased 
incidence or same ribotype. 

 Review the RCA process and 
evaluate effectiveness.    
 

IPCT 
 
CBU‟s 

Continuous  

6. Environment 

6.1  Participate in new development 
and capital schemes 

 Review plans as required 

 Participate in programme 

 Agree equipment finishes etc. 

IPCT/Estates Respond as 
required 

 

7. Other 

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

 Keep abreast of national 
requirements 

 Review local policies and 
guidelines  

IPCT As required  
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OBJECTIVE ACTION LEAD 
TARGET 

DATE 

QUARTERLY UPDATE 
FOR INFECTION 

CONTROL GROUP 

 
 

8. Performance Management 

8.1 Ensure compliance with infection 
control Programme and Hygiene 
Code at CBU level  

 

 CBU‟s to compile and present 
their compliance to the core 
standards of the hygiene code 
via their exception reports 
presented to IPCG 

Clinical 
Directors 
Associate 
Directors of 
Nursing and 
Matrons   

Bi monthly at 
IPCG  

 

 
MRSA Meticillin Resistant Staphylococcus aureus  IPCT Infection Prevention and Control Team 
MSSA Meticillin Sensitive Staphylococcus aureus CD Clinical Director 

IPCG Infection Prevention & Control Group CBU Clinical Business Unit 
DIPC Director of Infection Prevention and Control PSQG Patient Safety and Quality Group 
CQUIN Commissioning for Quality & Innovation HCAI Health Care Associated Infection 
CPE Carbapenemase-producing Enterobacteriaceae MDT Multi Disciplinary Team  
CEO Chief Executive Officer ESBL Extended Spectrum Betalactamse 
RCA Root Cause Analysis GRE Glycopeptide Resistant Enterococci 
SSI Surgical Site Infection PLACE Patient Led Assessment of Care Environment 
BHNFT Barnsley Hospital NHS Foundation Trust PIR Post Infection Review 

 

 



BoD July 18: MD report 

  

REPORT TO THE BOARD OF DIRECTORS REF: BoD 26/07/P-08 

 

SUBJECT: MEDICAL DIRECTOR’S QUARTERLY REPORT 

DATE: JULY 2018 

PURPOSE: 

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  

For review   Governance  

For information   Strategy  

PREPARED BY: Andrew Wiles and Dr Simon Enright 

SPONSORED BY: Dr Simon Enright, Medical Director 

PRESENTED BY: Dr Simon Enright, Medical Director 

STRATEGIC CONTEXT  

To provide an overview on a number of the Medical Director‟s activities and to record particular events, 
meetings or publications that the Medical Director would like to bring to the Board of Directors‟ attention. 

EXECUTIVE SUMMARY  

 

This report provides an update on the following key issues within the Medical Director‟s portfolio:   

 

1 Strategic Context 

2 Patient Safety 

3 Appraisal and Revalidation 

4 Medical Education  

5 Clinical Audit, NICE and NCEPOD 

6 Medical Staffing 

7 Research and Development 

8 Projects 

 

The Directorate has continued to develop its people and processes over the last six months.  There have 
been a number of staff changes and developments within each of the teams.  There have been a number of 
successes within all teams, particularly patient safety.  The Directorate is developing a clear work plan and 
expects significant improvements in all the areas described over the next year. 

 

RECOMMENDATION(S)  

The Board of Directors is asked to receive, review and note the attached report. 
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Subject: MEDICAL DIRECTOR’S QUARTERLY REPORT Ref: BoD 26/07/P-08 

1. INTRODUCTION 

1.1 Strategic Context  

1.1.1 To provide a brief overview on the different areas and activities within the 
Medical Director‟s remit and to record particular events, meetings or 
publications that the Medical Director would like to bring to the Board of 
Directors attention. 

1.2 Team 

1.2.1 The Medical Directorate Team has continued to develop and diversify.  A new 
business manager started in April 2018 whose role is to coordinate the 
numerous departments within the Directorate. A number of other appointments 
have been made within the various teams that make up the Directorate.   

1.2.2 Appraisal – the directorate teams achieved 90% compliance for appraisal and 
mandatory training is within expected levels. 

2. PATIENT SAFETY 

2.1 Team 

2.1.1 The team were shortlisted for the patient safety award at the heart awards 
ceremony in June this year and although they were not winners, it does 
demonstrate how well the team has developed and progressed in such a short 
period of time.  

2.1.2 The patient safety clinical fellow, Dr Maddy Vass, is due to complete her 
fellowship at the end of July.  Dr Vass has been a key member of the team and 
has contributed to or led on a number safety initiatives while in post. 

2.1.3 The patient safety apprentice has recently been appointed to the newly 
established patient flow team. He has played a key part in refining the case 
notes process to support the mortality reviews as well as supporting the many 
VitalPAC rollouts that have taken place. 

2.1.4 Dr Susie Orme has been appointed substantively to the post of Associate 
Medical Director for Mortality. 

2.1.5 Jon Goodinson joins the team as senior resus officer and safety huddle coach. 
Jon is also the Resuscitation Officer Representative on the National 
Subcommittee for New-born Life Support (NLS), the sub committee ensures 
new-born life support training is fit for purpose and targeted to the needs of 
healthcare workers in the UK in order to resuscitate the new-born at birth and 
in the neonatal period before leaving hospital. 

2.1.6 Sr Donna Goddard joins the team as the patient safety clinical fellow from 
August. 

2.2 Patient safety work streams 

2.2.1 Work plans for the team are in place and are aligned to the Trust‟s governance 
structure. To date there are over 20 work streams identified for the team 
including: 

 Learning from deaths,  

 Medical devices,  

 Local safety standards for invasive procedures (LocSSIPs), 

 Introduction of new invasive procedures,  

 Safety huddles,  

 Quality improvement training,  

 Human factors  

 Resuscitation training 

2.3 Priorities: Sepsis and AKI 

2.3.1 Major safety priorities are Sepsis and AKI (acute kidney injury). Both are 
complex clinical conditions that can lead to life threatening organ dysfunction 
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and the team are keen to bring about improvements. Nationally the CQUIN for 
Sepsis is a challenge and although Q4 did not achieve the CQUIN indicator, 
BHNFT is not a regional or national outlier. 

2.3.2 A full review of the requirements for the Sepsis CQUIN 2018/19 has been 
undertaken and the challenges and restrictions of the current audit 
methodology explored. Electronic data capture was put in place in December 
2017 but data could not be extracted in time to influence the 17/18 audit 
methodology. Q1 data is not available at the time of this report but early 
indications are of an improved position compared to Q4. 

2.3.3 For 18/19 a multifaceted approach has been applied to each indicator. 
Engagement and education remain a high priority but the use of electronic 
solutions and the appointment of the antimicrobial pharmacist are key 
developments in meeting the CQUIN for 18/19.  

2.3.4 Actions to bring about further improvement for Sepsis and AKI were presented 
to ET last month and include: 

 Engagement and education 

 Raising awareness 

 Key stakeholder meetings with the acute response team, pharmacy and 
microbiology. 

 Improvements to Junior Doctor training 

 Vial Pac sepsis screening (implemented in June - includes ED) 

 Vital Pac Fluid Balance (implemented in July) 

 Attendance at regional meetings to ensure best practice 

 CBU representation at the Monthly Antimicrobial Steering group 

 Development of a virtual ward using information from VitalPAC and ICE to 
create real time management of patients 

 Moving towards NEWS2 to ensure compliance with the national 
standardised criteria for screening. 

 Disease specific HSMR monitoring for SEPSIS and AKI 

 Dissemination of Learning from Mortality Reviews specific to Sepsis and 
AKI 

 Alerting mechanism through vital PAC to the acute response team of any 
NEWS2 Scoring patients 

 Feedback on any omissions found through the audit process. 

 Clearer allocation of responsibility for delivery of the four indicators within 
the Sepsis CQUIN 

 Formal reporting structure (indicators 2a and 2 b through the deteriorating 
patient group and indicators 2c and 2d through the IPC group and 
medicines management group) 

2.4 Mortality 

2.4.1 The learning from deaths process is now an embedded process with good 
consultant engagement. The qualitative learning compliments the statistical 
reports and is now bringing about real change in clinical practice. An example 
of this is the change in the VTE policy as a result of escalation of findings from 
a mortality review. More detail is in the separate mortality paper which comes 
to Trust Board via Q&G. 

2.4.2 A national system of independent medical examiners will be introduced from 
April 2019. Pilot schemes have reported benefits such as reassurance to the 
next of kin, identified problems with care at an early stage, ensured the right 
referrals to the coroner, improved the accuracy of death certification and led to 
a reduction in cases of litigation against the NHS. The system that will be rolled 
out in 2019 will be limited to hospital deaths.  
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2.5 Medical Devices 

2.5.1 A process has been implemented to allow the reporting of CBU compliance 
against BHNFT medical Devices Policy at PSHG. Each CBU now reports 6 
monthly. In addition work is on-going to move the current paper based system 
to an electronic system which will compliment ESR and use the equipment list 
from the BFS medical engineering database to ensure a comprehensive list of 
devices in use in the organisation. Theatres have agreed to pilot the system as 
it is compiled by IT and test an e form to enable electronic recording of training 
and competency. If successful, this will give the organisation assurance and 
overview of compliance with medical device training. 

2.6 Local Safety Standards for Invasive Procedures (LocSSIPs) 

2.6.1 National Safety Standards for Invasive Procedures (NatSSIPs) was a high level 
document produced in 2015 by NHS England which set out the key steps 
necessary to deliver safe care for patients undergoing invasive procedures. 

2.6.2  Organisations are expected to have LocSSIPs in place based on the national 
ones. An example of this would be a local version of the WHO surgical safety 
checklist for use in a dermatology clinic where minor procedures or 
investigations may happen. 

2.6.3 In order for BHNFT to have assurance that Gossips are in place where they are 
needed, the Patient safety team have taken on the challenge of collating 
information based on HRG codes. Once this initial work is completed CBU‟s 
will be asked to report annually through the governance structure on 
compliance with safety standards against active HRG codes. 

2.7 VTE 

2.7.1 Assessment compliance has been sustained and the focus of the work is now 
on learning from RCA‟s and information giving to patients. VTE assessment 
has been consistently >96% for the last 6 months. 

2.8 Quality Improvement Training and Human Factors Training 

2.8.1 In line with the three year strategy to deliver training to 25% of key staff, further 
cohorts have been added into the „to be trained‟ numbers. Last year 
performance was above target with 50.65% for QI training and 37.5% for HF 
against the target of 25%. This year is predicted to again overachieve as HF 
training is fully booked up until November. 

2.8.2 Training Compliance – the following table provides some Key training and QI 
targets for the patients safety team: 

As of the end of → Apr-18 May-18 Jun-18 

BLS 79.75%  78.78%  79.88%  

ILS 81.70%  80.2%  82.9%  

pILS 74.31%  77.38%   79.09%  

Human Factors 24.20%  27.11%   29.2%  

VTE Training 39.82%  40.18%  40.16%  

QI Bronze 12.80%  21.02%   22.72%  

VitalPAC (obs and 

cannula) 
44.86%  56.37%  56.23%  

VTE Assessment 98.24%  97.9%  96.88  

HSMR 90.64 94.54 94.54 

HSMR : AKI 115 114 114 

HSMR : Septicaemia 84 88 88 
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3. APPRAISAL AND REVALIDATION 

3.1 Performance  

3.1.1 The Trust exited the 2017/2018 appraisal year on 31st March 2018 with 96.8% 
of Medical & Dental staff eligible for appraisal in date. Five doctors were 
overdue which is a high figure for us, 3 had acceptable reasons but 2 did not – 
these two have since appraised and had their appraisal dates bought forward 
for the next appraisal year. At 30th June 2018 we had increased to 98.5% in 
date. 

3.2 Governance 

3.2.1 All revalidations have been submitted to the GMC on time, usually early, as we 
commence review of the revalidations a couple of months before due to allow 
time for additional information to be requested and sourced if required. During 
2017/18 appraisal year 19 doctors successfully revalidated and 3 were 
deferred to allow them additional time to attain the required supporting 
information they needed but did not have as they joined us too close to their 
original revalidation date for this to be in place. 

3.2.2 Writing of the 2017/18 Annual Appraisal and Revalidation Board Report (NHS 
England Annex D) is underway and will be presented to the Board in 
September 2018 for the Statement of Compliance Sign-off (NHS England 
Annex E) to be signed by the Chair. 

3.2.3 Our Appraisal and Revalidation processes are continually evolving and in 
addition new GMC Guidance issued in May 2018 means a re-write of our 
Appraisal and Revalidation Policy is planned for the autumn. 

4. MEDICAL EDUCATION 

4.1 Undergraduate 

4.1.1 Dr Eltrafi has been awarded clinical tutor of the year for the 5th year running. He 
is attending the graduation ceremony at Sheffield Medical School in July to 
receive the award. 

4.1.2 Planning for the curriculum changes for the undergraduate students from 
Sheffield have been underway and we are confident that we will be prepared to 
deliver the new changes when the first placements commence in July. 

4.1.3 Physician associate placements are now well embedded in the organisation 
and feedback from students and supervisors is excellent.  

4.1.4 We have delivered 2 “Introduction to Medicine” courses to school leavers who 
are interested in pursuing a career in medicine. Feedbacks from these courses 
have been excellent and all of the students passed on their thanks to all 
professionals involved in delivering the sessions 

4.1.5 We have received excellent feedback recently from the Undergraduate Dean 
regarding medical student teaching and experience 

4.2 Cyprus Medical School 

4.2.1 The Medical Education Department is in the final stages of planning in 
collaboration with Cyprus Medical School in Nicosia.  The partnership will see a 
number of undergraduate students attend the Trust on placement for education 
and training.  The Trust will host a number of students in the first year, with 
numbers rising over the next five years.  

4.2.2 This is a key development for the Trust that will raise the status of Medical 
Education at Barnsley. 

4.3 Postgraduate 

4.3.1 We ran a successful MRCP PACES exam in June on behalf of the Royal 
College of Physicians in Glasgow. The College presented the trust with a 
plaque in thanks for our contribution as a MRCP examination centre. This is 
displayed in the education centre outside the lecture theatres. 
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4.3.2 Monthly Junior Doctor Forums have been introduced and are well attended. 
We receive extremely useful feedback and input from junior doctors into a 
number internal committees and working groups. 

4.3.3 A new college tutor for Emergency Medicine has been appointed Dr J Radnor, 
We would like to thank outgoing tutor, Dr Jones for his contribution as college 
tutor 

4.3.4 The simulation lab was officially opened in April and courses have been 
running weekly. 

4.3.5 The 2nd Medical Education update afternoon was run by Dr Beahan in April. 
Speakers from different specialities gave updates in regards to education in 
their areas. 

5. CLINICAL AUDIT 

5.1 Clinical audit activity and progress for January to June 2018 

5.1.1 Number of registered on-going/active projects (as of 16 July 2018) 

 
Priority  

 

CBU 
1 Nationally 

mandated 

2 Locally 

mandated 

3 Local high 

priority 

4 Low 

priority 
Total 

1 19 23 19 18 79 

2 20 16 15 38 89 

3 9 1 21 27 58 

Corporate 23 12 7 - 42 

 71 52 62 83 268 

5.1.2 Number of projects completed/closed/removed from programme: 

 
Priority  

 

CBU 
1 Nationally 

mandated 

2 Locally 

mandated 

3 Local high 

priority 

4 Low 

priority 
Total 

1 3 20 6 9 38 

2 7 13 8 21 49 

3 1 1 6 10 18 

Corporate - - 2 2 4 

 11 34 22 42 109 

5.1.3 There were 109 clinical audits completed during Q4 (17/18) and Q1 (18/19).  
All P1 to P3 audits 67/109 (61.5%) have been presented and have action plans 
registered with the clinical audit department.  The remaining 42 P4 audits are 
managed at a CBU level. 

5.1.4 National audits completed in this six month period: Sentinel stroke (SSNAP) 
Aug-Nov 2017, National Diabetes audit 2016/17, National Emergency 
Laparotomy audit (NELA) Year 3, NELA organisational audit 2016, National 
Oesophageal Cancer audit 2014/15, National Ophthalmology audit Year 1, 
National Joint Registry (NJR) 14th series, National Hip Fracture Database 
(NHFD) Jan 16 to Dec 16, NHFD Facilities audit 2017, National Maternity and 
Perinatal audit 2017. 
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5.2 NICE update 

5.2.1 During Q4 (17/18 and Q1 (18/19), 78 pieces of NICE guidance were published 
or updated. 

Not applicable to Trust 38 

Applicable and full compliance achieved 30 

Applicable and assessment on-going 10 

5.2.2 There continues to be positive engagement and support from Clinical Directors 
and leads within the CBUs and from the NICE and Clinical Guidelines Group 
(NCGG). Escalation procedures have recently been amended where 
responses have not been received within the timeframes expected. This has 
improved communication in these areas. 

5.3 NCEPOD update 

5.3.1 The Trust is participating in all relevant NCEPOD studies. 

5.3.2 The Trust has now appointed an NCEPOD Ambassador.  This is Dr Susie 
Orme, Associate Medical Director. 

6. MEDICAL STAFFING 

6.1 Contract for Junior Doctors in Training 

6.1.1 The Trust will be the lead unit for GP trainees in Barnsley from 1st August 2018. 
This is expected to have a positive impact on trainees experience as they will 
have one employer for the 3 years, opposed to multiple.  

6.2 Medical Agency Spend 

6.2.1 Despite intense effort in this area our spend to the end of June was £907,456 
against the NHSI target of £525,000. This target was stretched based on last 
year‟s spend. The main reason for the overspend can be attributed to the 
difficult winter with continued opening of escalation wards which require 
medical staffing. The national visa crisis has meant that short term recruitment 
to these posts has been impossible.  

6.2.2  We continue to have a strong focus on reduction on agency spend with weekly 
meetings with CBU teams, chaired by the Medical Director and attended by 
Director of finance. In these meetings, every locum doctor request is examined 
and justified, and all other possible alternatives to agency are explored. The 
process for any agency booking involves signoff at executive level. Agency 
spend is balanced against the safe staffing of our medical wards 

6.2.3 We are developing a number of longer term strategies that will have a 
significant impact on agency spend, including appointment of “F 3” doctors, 
Physicians Associates and agile recruitment processes.  It is hoped that the 
impact of some of this work will begin to take effect towards the end of quarter 
two and begin to make significant reductions on agency spend. 

6.2.4 We have developed and host the Regional South Yorkshire Medical Bank and 
helped to standardise an approach to pay rates for bank doctors  

6.3 Consultant Appointments 

6.3.1 We have made excellent recent consultant appointments in the following areas: 
Anaesthetics, Radiology, Acute Medicine and Diabetes, Public Health, 
Respiratory Medicine, Gastroenterology and Obstetrics and Gynaecology. We 
have made a recent appointment in Stroke Medicine where there has been no 
substantive consultant for more than 2 years.  

6.3.2 We have been running a “New Consultants Group” since the end of 2017. This 
involves a cohort of consultants who were appointed within the last year who 
meet on a monthly basis and have workshops which are delivered and 
facilitated by internal and external experts. Subjects have included medical 
leadership and the role of the Coroner. This group is now developing into a 
self-supportive cross-specialty cohort and feedback has been very good 
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6.4 Consultant Job Planning 

6.4.1 Our aim is for all Consultants and SAS doctors will have an up-to-date and 
valid electronic job plan, agreed by the CBU management teams.  A Consultant 
and SAS job plan „round‟ began at the end of 2017 and we are actively 
engaging with the few remaining clinicians that have yet to agree a job plan. 
There are a number of challenging issues related to different work patterns 
across specialties which standardised and streamlined during this process 

6.4.2 Job planning status is monitored through monthly meetings and CBU 
performance confirm and challenge sessions 

6.4.3 The job planning status for the CBU‟s as at 11th July 2018 is provided in the 
table below: 

  

 Total 

Jobs 

Plans 

JP's not 

sent or not 

on system   

Discussio

n / 

Awaiting 

1st sign 

off 

Awaiting 

2nd sign 

off 

Awaiting 

3rd sign 

off 

Complete  & in 

date for 1st April 

2018 

CBU 1 69 7 19 0 0 43 

CBU 2 77 2 12 0 0 63 

CBU 3 37 0 11 0 0 26 

Total: 183 9 42 0 0 132 

TOTAL as % 100% 5% 23% 0% 0% 72% 

7. RESEARCH AND DEVELOPMENT 

7.1 Review 

7.1.1 The Research and development department continues to expand its research 
portfolio   across the Trust.  As a result, more of our patients are having the 
opportunity to participate in high quality research relevant to their health care 
needs.  In quarter one there were 52 ongoing studies. 44 non commercial 
recruiting portfolio studies and 8 recruiting commercial portfolio studies.  In 
addition to this there are 13 studies in set up and of these 10 are commercial 
contracts. 

7.2 Recruitment 

7.2.1 To date, our recruitment to time and target currently stands at 432 participants 
who have been recruited against a target of 692.  392 participants were 
recruited during quarter one. 

7.2.2 Study Activity – the table below describes the activity associated with each 
specialty: 
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7.3 Expression of Interest (EOI) 

7.3.1 We continue to increase the number of expressions of interest that are being 
submitted to sponsor companies in order to grow our commercial research 
portfolio.  Our focus is to increase research in clinical areas that have had little 
commercial research activity in the past. 

7.4 Research 

7.4.1 Commercial - we are continuing to grow our commercial clinical trial portfolio 
and we are pleased to report an increase in the number of commercial clinical 
trials. In the first quarter of 2018/19 the R&D team have secured over £150,000 
in commercial income and we are confident that this will increase throughout 
the year.  This is almost three times the total value of income received in the 
entirety of 2017/18. 

7.4.2 Since April we have secured contracts with the following pharmaceutical 
companies: 

 Janssen Biologics B.V. 

 Abbvie Ltd 

 Boehringer Ingelheim Limited 

 Firstkind Ltd 

7.4.3 This is in addition to the contracts that already have open studies with: 

 AstraZeneca UK 

 Novo Nordisk 

 Merck Sharpe and Dohme 

 Smith & Nephew 

7.4.4 Clinical Research Network - the Trust received a slight increase in the CRN 
funding allocation for 2018-19.  This demonstrates confidence from the CRN 
that we are a Trust that performs and delivers well.  We continue to receive 
CRN Research Nurse Cohort support however we are unsure how long this 
this support will last for.  

7.4.5 Gastroenterology and Dermatology Research - we have seen a significant 
increase in research activity in both these clinical areas, especially in Q1.  
There has been a 250% increase in activity in Gastroenterology and a 150% 
increase in Dermatology research.  This demonstrates that clinical teams are 
committed in offering their patients the opportunity to take part research and 
working in collaboration with the research team. 

7.5 Research Nurse Recruitment 

7.5.1 We are pleased to report that we have recruited two Research Sisters in to the 
team who join us with a wealth of knowledge and experience.  This will allow 
the team to continue to drive the research agenda forward and allow us to 
continue to grow our research portfolio. 

7.6 Service Evaluation 

7.6.1 Alongside our clinical research we have had success in our Emergency 
Department service evaluation research project.  Following funding from the 
General Nursing Council (GNC) to undertake a service evaluation around the 
informational needs of patients and their families attending the ED a poster was 
presented at the International Research Nurse Conference in Birmingham.  In 
addition to this an article has been accepted for publication in the International 
Emergency Nursing Journal. 

7.7 Future 

7.7.1 A business case for the future of the Research and Development Department 
is currently being developed.  It is hoped that with further investment the 
department will deliver a greater benefit to the Trust through development of 
commercial income.  The development of this service also allows improved 
clinical processes and better access to the local population to treatment that 
would not normally be offered by commissioners in the local area. 
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8. PROJECTS 

8.1 D1 – Discharge Summaries 

8.1.1 Our Trust has struggled over the past few years to deliver electronic D1 
discharge summaries following discharge (GPs should receive this within 24 
hours of discharge).  In November 2017 a task and finish group was set up to 
look at this long standing issue.  At that time the Trust was delivering c 70% of 
D1 forms within 24 hours. 

8.1.2 The key aim of the task and finish group was to deliver an accurate, complete 
and properly formatted D1 form within 24 hours of discharge.  To do this it was 
important to understand the current processes and identify areas for 
improvement. 

8.1.3 A number of improvements have been made in streamlining the D1 process 
and forms. We have learned from the processes of units where there is good 
practice (e.g. Discharge Unit). Junior doctor input has been vital in these 
developments.  The delivery of a complete and accurate D1 form within 24 
hours is very dependent on the capacity of the wards, departments and staff‟s 
ability to complete the form in a timely way.  This will be impacted upon by the 
demand of services throughout the year, as seasonality has a significant effect 
on D1 compliance and performance. 

8.1.4 The last quarter has seen a significant improvement in D1 compliance which is 
now consistently at just below 90%.  The intention is to improve and maintain 
compliance above 90% and this is expected during the next three months. 

8.2 ICE Filing 

8.2.1 Users within the trust currently use a system called Sunquest Integrated 
Clinical Environment (ICE) to request and view reports for both radiology and 
pathology. The current process involves paper reports being printed off, 
reviewed, signed and then filed into medical notes, with the potential of failure 
at each step 

8.2.2 ICE has functionality whereby it allows users to file reports electronically once 
reviewed; this removes the need for printing paper reports and allows for full 
auditability. The fundamental principle that governs ICE filing is that reports can 
only be filed when they have been actioned. As a result, ICE effectively 
becomes a task manager, allowing the identification of reports that need to be 
actioned immediately (for example, a histology report that has demonstrated 
malignancy), and those reports that can be actioned at a later date.  

8.2.3 In January 2018 a project was setup to deliver a fully paperless system that 
would allow a fully traceable and auditable process using the ICE system.  The 
project began with a pilot study to assess the requirements of the system and 
the needs of the services that use it.  Dermatology and Gastroenterology 
agreed to be part of the pilot, and a six month process was setup to deliver the 
changes required 

8.2.4 This project aims to ensure that all users within each speciality that are 
deemed competent to file are not only trained to use the system to its full 
potential, but understand the importance of reviewing and actioning results in a 
timely manner once received.  

8.2.5 The pilot stage is now concluded and both Gastroenterology and Dermatology 
will go fully paperless on ICE by the end of July 2018. Both services are now 
achieving greater than  85% compliance in filing reports within the required 
time period.  The intention is now to extend the project to all services within a 
12-18 month period.  When complete the Trust will be one of the first in the 
country to deliver paperless ICE filing 

9. Conclusion 

9.1 The Directorate has continued to develop its people and processes. There have been 
a number of staff changes and developments within each of the teams.  There have 
been a number of successes within all teams, particularly patient safety.  The 
Directorate is developing a clear work plan and expects significant improvements in all 
the areas described above over the next six months. 
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STRATEGIC CONTEXT  

The Trust has a 2018/19 goal of reducing mortality rates to below 100. 

 

EXECUTIVE SUMMARY   

The report provides a range of statistics that together provide a rich picture of mortality rates in 
the Trust. 
 
Crude mortality: Latest analysed data is to the end of May 2018 and is 21.68 in month and 
25.40 year to date.  
 
SHMI: The latest available period is April 2017 – September 2017 (Q2) and was 101.  
(Due to technical issues at NHS Digital affecting the supply of death registrations data from 
ONS, the publication has been delayed from June 2018, and it is possible that there may be 
further delays.)  
 
HSMR: Latest data from CHKS is to March 2018 and reports 94.54 for the preceding 12 month 
period.  
 
Disease-specific mortality: AKI 114,  Sepsis HSMR: 88,  
 
Learning From Deaths:  Rolling 6 month period 01/12/2017 – 31/05/2018 
 
Summary: Overall, the HSMR remains below 100 ahead of the national average.  
 

RECOMMENDATIONS  

The Board is recommended to review and receive the report. 
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1a: MORTALITY STATISTICS 
 
Crude Mortality (Latest Month May 2018) 
 
Financial Year No. of Deaths No. of Discharges* Crude Mortality 

Rate per 1000 

Discharges* 

Weekend Crude 

Mortality Rate per 

1000 Admissions** 

2013/14 1021 42551 23.99 31.10 

2014/15  967 41948 23.05 29.12 

2015/16 982 43062 22.80 27.84 

2016/17  946 41497 22.54 27.06 

2017/18  1060 43141 24.57 21.19 

2018/19 (YTD) 187 7363 25.40 23.94 

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

 
 
Crude Mortality Statistical Process Control (SPC) Chart  
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1b: SUMMARY HOSPITAL-BASED MORTALITY INDICATOR (SHMI) 

Applies to non-specialist Acute Trusts, (all in-hospital deaths and deaths 30 days after discharge). 

The latest data published in March 2018 was for the period (Q2) July 17 – September 17 (101).    

In our latest period July 17 to Sept 17 the lower control limit is 0.89 (89) and upper is 1.12 (112). We are therefore 

categorised by NHS Digital as having a SHMI banding of ‘2’ which means ‘as expected’. The risk model would have 

expected us to have 1470.83 deaths for the period and we had 1486. (The non-elective deaths increased by 16 

and deaths occurring out of hospital dropped by 14). The number of provider spells is recorded as 42236 

This compares to the last period July 16 – Jun 17 where our lower control limit was 0.88 (88) and upper was 1.12 

(112). We were categorised by NHS Digital as having a SHMI banding of ‘2’ which means ‘as expected’. The risk 

model would have expected us to have 1471.5 deaths for the period and we had 1470. The number of provider 

spells 41934 
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1c: HOSPITAL STANDARDISED MORTALITY RATIO (HSMR) 
 
Applies to in-hospital mortality (excluding palliative care).  Includes around 85% of mortality of deaths 

 
The 12 month rolling to March 18 is 94.54.  

 
 
 
The latest Rolling 12 Months HSMR for Yorkshire and Humber Non Specialist Trusts are presented below. 
BHNFT figures are highlighted in peach. 
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1d: AKI HSMR 

AKI Mortality: HSMR 114 (March 18) 

 

   
    
 
 
 
 
 

 



Q&G July2018: Mortality 

1e: Septicaemia Mortality  
 
Septicaemia mortality: HSMR 88 (March 18) 
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2: LEARNING FROM DEATHS  

2a: Mortality Screening and Structured Judgement Reviews 

(There is a 20 day turnaround for Mortality Screening forms and Structured Judgement Reviews therefore the 

numbers and feedback reported are subject to change for this time period) 

 

 
2b: Structured Judgement Review Learning  
 

 
 

 
 
 
 
 
 
 

Mortality Screening Compliance Rolling 6 month period 01/12/2017-31/05/2018 TRUST

Number of reviews been returned 334

Number of returned that have been reviewed 333

Number of reviews awaiting return 311

SJR Compliance Rolling 6 month period 01/12/2017 - 31/05/2018 TRUST

Number of SJR's sent out 64

Number of SJR's Returned 70

Rolling 6 Month Period 01/12/2017- 31/05/2018 Admisson and 

initial 

management 

Ongoing Care Care during a 

procedure 

(excluding IV 

cannulation)

Perioperative 

Care

End of life 

Care

Overall 

Assessment

Quality of 

Patient Record

Very Poor Care 1 1 0 0 0 2 1

Poor Care 14 15 2 0 14 12 5

Adequate Care 18 22 2 1 13 26 25

Good Care 28 18 4 2 18 21 21

Excellent Care 2 0 2 0 5 1 1

Not Applicable 7 14 60 67 20 8 17
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2c: Structured Judgement Review Learning Points May 2018 
 

Please note that general learning points from SJR's are fed back via the learning bulletin and through CBU governance 
meetings. Where appropriate specific feedback is given to consultant teams, heads of departments and individuals 
 

1. Good improvement and documentation around sepsis 6 

2. Many comments about appropriate and early escalation decisions and when care was well received     
by patient and family  

3. VTE prophylaxis appropriately withheld on a patient with clotting problems but was monitored daily 
and reinstated as soon as it was required 

4. Recurrent themes of absence of time of review in case notes and was unclear of what grade and the 
name of the reviewing doctor. 

Coroner’s Court 

On the 8th March 2018 at Sheffield Coroner’s Court, an inquest was held in relation to a patient who 
sustained three inpatient falls on a Care of the Elderly ward in October 2016. 

The falls were not witnessed falls by staff. The timeliness and quality of the risk assessments were 
scrutinised by the Coroner. The first two falls did not result in moderate harm to the patient. The patient 
was frail, confused and diagnosed with vascular dementia. A staff nurse took measures to maximise 
observation by moving the mobile workstation to position outside the bay of beds where the patient 
was cared for.  

Unfortunately a third fall occurred, again unwitnessed, in the night at a time where staff were occupied 
with other patients. The patient left their bed and very quickly fell to the fall and suffered a broken neck 
of femur. The injury compounded her existing illnesses, multi-organ failure, old age & frailty which led to 
her passing nine days later. This injury was a factor in the death although not a prime and immediate 
cause- which was long standing natural disease.  

In the summation, the Coroner said there were lessons to learnt from the case. Although there is no 
single gross failure bringing about the death, the coroner stated that no hospital or nursing home will 
ever prevent every fall by a patient. What society is entitled to expect however is a robust assessment of 
the risk, recognition of the potential consequences and reasonable steps to prevent an incident – 
especially a repetition of incidents. The Coroner later added, there will be many occasions when one to 
one supervision is not possible, however the making the routes by which this could be accomplished 
clearer to nursing staff might be a good thing. 

2d: Management of Identified Themes: 

1. Template for feedback of good care to consultants with reference to Caldecott to allow reflection on 
translating good practice into care of others. 

2. Feedback into AKI/VTE has lead to a change in VTE Policy to make it clearer around dosing schedules 
after identification of risk 

3. Will be monitoring the effect of the actions in place for 18/19 to meet the Sepsis CQUIN on the Sepsis 
and AKI HSMR and will be providing learning from SJR’s to support change 
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4. Limited SJR reviews with reference to possible missed opportunities in Palliative care haven't 
identified any avoidable themes as yet. (Factors include out of hours care, family expectations, lack of 
advance care planning) 
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APPENDIX: STATISICAL PROCESSES BEHIND MORTALITY STATISTICS. A SUMMARY 

THE CRUDE MORTALITY RATE: 

A hospital’s crude mortality rate looks at the number of deaths that occur in a hospital in any 
given year and then compares that against the amount of people admitted for care in that 
hospital for the same time period. The crude mortality rate can then be set as the number of 
deaths for every 100 patients admitted. 

What it tells you is how a hospital or Trust’s mortality rate changes over time. The rate is 
influenced by the number of deaths (the numerator) and the number of patients admitted 
(denominator) 

THE WEEKEND MORTALITY RATE: 

This is calculated by comparing the number of deaths occurring at the weekend by the number 
of patients admitted at the weekend I.e. an increase in hospital admissions over the weekend 
with the same number of weekend deaths would give you a reduced weekend mortality rate. It 
is used to plot trends upwards and downwards to raise concerns or to monitor improvements in 
care 

HSMR 

The HSMR is influenced by three elements; 

1. Case mix: there is an adjustment for social deprivation and higher death rates are observed 
in socially deprived areas 

 2. Coding: recognition of palliative care coding can reduce the specific HSMR significantly. So 
can an adjustment for age related frailty. 

3. Care: This is a part of the HSMR but firm conclusions on this cannot be taken from the 
HSMR. The key is to measure Trends and to respond to early warnings. 

HSMR for each hospital is set within an upper and lower limit control limits. Data points falling 
within the control limits are consistent with random or chance variation. Data points outside the 
control limits indicate a concern and should be used as an indicator to investigate care. The 
HSMR should be interpreted with the control limits as reference. Future reports will include 
these control limits. A hospital may have a lower HSMR but this doesn't necessarily mean better 
care. Comparison with other Trusts should also be done in reference to their set control limits. 

SHMI 

This measures the ratio between the ACTUAL of patients who die in hospital and within thirty 
days of hospital admission compared to EXPECTED number of deaths compared to the 
NATIONAL average. 

The SHMI can be used by hospital trusts to compare their mortality outcomes to the national 
baseline. Regulators (for example, the Care Quality Commission) and commissioning 
organisations can also use the SHMI to investigate outcomes for trusts. However, it should not 
be used to directly compare mortality outcomes between trusts and it is inappropriate to rank 
trusts according to their SHMI. 
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A SHMI is calculated for each trust and the baseline (national average) SHMI has a value of 
one. A trust will only have a SHMI which is equal to one if the number of patients who die 
following hospitalisation there is exactly the same as the number of patients expected to die 
based on the SHMI methodology5. 

To help users of the data understand the SHMI, trusts have been categorised into one of the 
following three bandings: 

 Where the trust’s SHMI is ‘higher than expected’  

 Where the trust’s SHMI is ‘as expected’  

 Where the trust’s SHMI is ‘lower than expected’  

We should be reporting your SHMI with reference to these bandings and not in comparison to 
other trusts going forwards.  It is reported every quarter next publication date is 21st June 2018 

Sources 

SCHARR 

Dr Foster 

NHSE 

National Office for Statistics via NHS digital 

  

Susie Orme 

6th June 2018 
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CHKS HSMR Coefficients and Rebasing 

What they represent and how often do they need recalculating? 

Coefficients 

The coefficients which underpin CHKS HSMR need to be based on as many observations as 
possible. Deaths are relatively infrequent occurrences and many are needed before a rate can 
be accurately ascertained. For example, even to calculate a death rate to within 10% accuracy 
requires around 1,000 observed deaths. To do so for 1,000 clinically different groups of patients 
(note all risk adjusted mortality models use more than this) requires an absolute minimum of 1 
million observed deaths even if all equally sized. 

Reference period 

For this reason we use as long a period as we are able (5 years, limited by our access to HES 
data), and include all acute NHS trusts in England. There are 0.9m deaths in our current 
reference data which we used to calculate our set of coefficients for HSMR. 

Drift 

The coefficients change over time because administrative data contains more and more detail 
of patients’ conditions, generally suggesting greater risk. HSMR attempts to include this 
average drift in its estimates by including the year of admission as one of its starting point input 
variables. Nevertheless substantial downward drift persists (amounting to 10 percentage points 
in the last 12 months, possibly because of a change in national policy towards sepsis coding 
introduced in April 2017). 

Average HSMR less than 100% 

Using a long 5-year reference period means that whilst coefficients are as accurate as possible, 
they are also on average at least 2.5 years old. In practice this means that the average 
observed HSMR measured over a shorter, more recent time period will be different from the 
100% reference period. Typically we find it is lower. 

Forcing the average to be 100% 

We could force observed deaths to be equal to expected deaths so that HSMR would appear to 
always average 100%. The forced uplift, based on a fixed peer, could be calculated each 
month, quarter, or year. 

However, even though it would appear to produce the ‘right’ result (a 100% average), this 
approach would be inaccurate because it would wrongly assume that the coefficients in all 
clinical groups have moved in the same direction and by the same amount. We do not think this 
assumption is justified, and therefore we do not adjust/manipulate the coefficients in this way. 

Re-basing 

Each year we re-calculate all of the coefficients from scratch for the latest 5-year reference 
period. This is called re-basing. When we re-base, we check that expected deaths in all groups 
reconciles to the actual number of deaths in the reference data. 
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Note that rebasing does not eliminate drift. Nor does it make average HSMR 100%. Even 
immediately after rebasing, observed HSMR for the final year of the 5-year reference period will 
be different from 100% because the final year’s data is on average 2 years more recent than the 
reference data. 

Importance of clarity 

To be as useful as possible, we believe that mortality measurement needs to be as clear as 
possible. Our calculation of expected deaths on which HSMR is based is set out in ‘CHKS 
HSMR description’ document. In summary it is determined by: 

 Observed rates of death adjusted for a range of input variables including age, admission, 
sex, and diagnosis. 

 

 Reference period latest 5 financial years across English providers of acute NHS inpatient 
care. 

 

 Deaths in 56 high mortality CCS conditions only. These constitute about 83% of hospital 
deaths. 

 

 HSMR is sensitive to palliative care coding. 

What this means for users of HSMR 

In using HSMR well, users need to be aware that: 

 The expected number of deaths calculated within HSMR is based on the risks at the time 
of our reference period. This is always historic. 

 

 Coefficients change over time, and may result in differences of up to 10% per year. 

 

 Average HSMR values for periods more recent than our reference period should 
therefore be expected to be different from 100% overall. 

 

 The best analytical approach is always to choose your own peer group carefully and then 
to benchmark your own performance against the peer. 

Frequency of rebasing 

We rebase each year. 
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Rebasing more frequently, for example every quarter or every month would not solve the time-
lag problem. This is because no matter how frequently we rebase, HSMR, like all risk adjusted 
measures, is a measure of performance which is typically recent, measured against a reference 
period which is always historic. Even with daily rebasing, inherent the time lag in any recent 
HSMR analysis would typically be two and a half years or more. 

True ‘real-time’ benchmarking, where both the reference period and performance period are the 
same, is a great concept but it is one which fails in practice. This is because limiting the 
reference data to the latest month or quarter only yields too few reference deaths for accurate 
coefficient calculation. There is no solution to this problem: measurement theory means that we 
can have good accuracy, or perfect timeliness, but never both. 



  

REPORT TO THE BOARD OF DIRECTORS REF: BoD 18/07/10 

 

SUBJECT:   BOARD ASSURANCE FRAMEWORK  

DATE:          JULY 2018  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  

For review   Governance  

For information   Strategy  

PREPARED BY: Susan Rudd, Trust Secretary 

SPONSORED BY: Heather McNair, Director of Nursing & Quality 

PRESENTED BY: Susan Rudd, Trust Secretary 

STRATEGIC CONTEXT 

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

EXECUTIVE SUMMARY 

 
The quarter four BAF update was presented to the Board in April 2018, amended to reflect the revised 
strategic objectives for 2018/19. Since the last report to the Board the following changes have been made.   
 
Risks removed:  
One risk has been removed from strategic objective 1 
One risk has been removed from strategic objective 4 
 
Risks reduced:  
One risk has been reduced in strategic objective 1  
 
Risks added: 
One risk has been added to strategic objective 3 
One risks has been added to strategic objective 4 
 
For month four, further updates have been received and presented to the Quality & Governance (Q&G) 
Committee and the Finance & Performance (F&P) Committee. There was a request by the Finance & 
Performance Committee to review the score of Risk 1943 – this was subsequently reviewed and has been 
increased to 16 (4x4) from 12 (3x4). No further changes to the risk rating of any of other risks have been 
made. 
 

RECOMMENDATIONS 

 
The Board is asked to review and endorse the latest BAF for month four 2018/19 

 
 



 

Subject: 
BOARD ASSURANCE FRAMEWORK   
- Board update (July 2018) 

Ref: AC 18/07/6.4 

 

1. STRATEGIC CONTEXT 
 
1.1 The BAF enables the Board of the Trust to monitor how the internal governance 

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

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

 
2. INTRODUCTION 

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

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

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

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

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

 
2.4 During Quarter one of 2018/19  and since the last report to the Committee the 

following changes to note have been made: 
 

June 2018 
 
Risk Score Reduced 
 
Strategic Objective 1 

Risk 1866 - risk reduced to moderate by Medical Director as D1 compliance is above 
83% and no complaints from the CCG in the last three months. 
 
Risk Closed 
 
Strategic Objective 1  
Risk 1922 – risk closed as 97% compliance achieved for over 6 months relating to 
DVT screening compliance. 
 
Strategic Objective 4 
Risk 1842 – risk relating to intersystem messaging closed by Director of ICT as last 
remaining issues from Winpath being solved with ICE version 7. 
 
Risks Added 
 
Strategic Objective 3 



Risk 2104 – new risk added by Associate Director of HR regarding lack of substantive 
Director of HR & OD 

 
Strategic Objective 4 

 
Risk 2098 – risk added to BAF relating to Lorenzo replacement, Medway causing 
operational/financial/ reputational and clinical safety risks during replacement. 
 

July 2018 
 
All risks reviewed an updated to reflect current position – no changes to risk scoring 
recommended. 
 

3. CONCLUSION 
 
3.1 The BAF has been reviewed and updated over the quarter in accordance with agreed 

process and has been received by the Quality & Governance Committee and Finance 
& Performance Committee with quarterly reporting to the Board of the Trust next due 
in July 2018. 
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Barnsley Hospital NHS Foundation Trust 

Board Assurance Framework 2018/19 

 

 

Keys to Risk Rating 

Scored Likelihood x Consequence  

Consequence 

Likelihood Negligible (1) Minor (2) Moderate (3) Major (4) Catastrophic (5) 

Almost Certain (5) 
     

Likely (4) 
     

Possible (3) 
     

Unlikely (2) 
     

Rare (1) 
     

 

 

 

 

Key to Assurance Rating 

H Risk controls in place are rated as providing high assurance  

M Risk controls in place are rated as providing medium assurance  

L Risk controls in place are rated as providing low assurance  
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Strategic Objective 1 

 
Patients: will experience outstanding care 

Director 
Lead 

Medical Director & 
Director Nursing & Quality 

Board 

Committee 
Quality & Governance 

 

Impact of failing to achieve the strategic objective 

Patients may have a poor experience of care and may be at risk of avoidable harm 

 

 

 

CRR 
Ref 

 

 

Description of Risk 

 

 

Director 
Lead 

 
A

lig
n

m
en

t 
to

 

C
o

m
m

it
te

e 

May 
18 

June 
18 

July 
18 

1498 

There are a number of vacancies which 
have not been filled for middle grade 
doctors in women’s services. Hence on the 
rotation we will have a shortage of 30% 
Registrars. This will impact on the quality of 
patient care and the CBU ability to maintain 
standards of service. 

Medical 
Director Q&G 3x2 3x2 3x2 

1866 

Concerns had been raised by GPs and the 
CCG with regards to the standard and 
timings of D1s received from the hospital. 
 
 

Medical 
Director 

Q&G 3x3 3x2 3x2 

1868 
Risk identified regarding consultant 
provision for the Stroke Service due to 
vacancies. 

Medical 
Director 

Q&G 3x3 3x3 3x3 

1935 

Risk identified regarding opening of 
additional bed capacity to provide in patient 
beds for patients requiring in patient 
medical care. 
 

Director of 
Nursing & 

Quality 
Q&G 4x3 4x3 4x3 

 

Risk controls in place Assurance rating 

CRR 
Ref 

Description of Risk Control May 
18 

June 
18 

July 
18 

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

M M M 

1866 D1 improvement work on-going. M M M 

1868 New stroke medical model in place using Locums  M M M 

1935 
Acuity of patients and skill mix are reviewed at every bed meeting by a 
senior nurse to ensure patient safety across all clinical areas. Core teams 
are now established on all extra capacity areas. 

M H H 

1935 

An assessment of acuity across clinical areas is undertaken on a regular 
basis using validated tools such as Safer Nursing Care Tool (SNCT) and 
Birthrate+ to enable triangulation with establishments in order to make 
adjustments as required. This is monitored via the 6 monthly board paper re 
nurse staffing. Acuity work has now been completed across all inpatient 
clinical areas. 

M H H 

 

Gaps in Risk Control 

CRR 
Ref 

Description of Gap Action to Address Gap in Risk Control Date 

1498 Gaps in the middle grade rota Locum meetings As required 

1866 D1s timeliness and accuracy not at desired level 
D1 compliance group introduced by the Medical 
Director in November 17. Group meets 2 weekly 
to montor reasons for low compliance. 

November  
17 

1868 Service reliant on Locums, substantive appointment August 2018 
Service Manager working with the Clinical Lead 
to look at the service moving forward. 

Ongoing 

 

Source of Assurance 

CRR 
Ref 

Description of Assurance Date Received Positive or 

Negative 

Internal or 

External 

1498 Performance Review Report May 2018 Positive Internal 
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1866 Performance Review Report May 2018 Positive Internal 
1868 Regular review at ET May 2018 Positive Internal 
1935 Nurse Staffing Report May 2018 Positive Internal 
1935 CQC Review and rating of ‘Good’ April 2018 Positive External 

 
Narrative to support exception reporting 
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Strategic Objective 2 

 
Partners: we will work with partners to deliver better, more 

integrated care 

Director 

Lead 

Chief Delivery Officer & 
the Medical Director 

Board 

Committee 
Finance & Performance 

 

Impact of failing to achieve the strategic objective 

BHNFT will be unable to provide sustainable health and care services for the local population due to ineffective partnership working. 

 
 

 

CRR 
Ref 

 

 

Description of Risk 

 

 

Director 
Lead 

 A
lig

n
m

en
t 

to
 

C
o

m
m

it
te

e 

May 
18 

June 
18 

July 
18 

1966 

There is a proposal for Accountable Care 
Organisation - ICO (for out of hospital care) 
which will impact on the services 
themselves and contract arrangements with 
all local providers. The risk is more services 
will be delivered outside of the hospital 
environment potentially impacting on the 
Trust's current financial model. 

Chief Delivery 
Officer 

F&P 4x3 4x3 4x3 

1967 

The ICS plan is to reduce acute activity by 
15% in 5 years. This necessitates significant 
change in the current design of services and 
associated funding. The challenge is that 
BHFT responds positively to these changes 
to enable the ICS to deliver timely benefits to 
Barnsley people, and that BHFT's financial 
position remains stable. 

Chief Delivery 
Officer 

F&P 3x4 3x4 3x4 

1693 

Risk identified surrounding adverse 
publicity to the Trust. Possible adverse 
publicity and reputational damage through 
different routes of exposure to the Trust. 
Impacting on patient choice and potential 
financial income and regulatory action. 

Director of 
Communications 

F&P 3x2 3x2 3x2 

 
 

Risk controls in place Assurance rating 

CRR 
Ref 

Description of Risk Control May 
18 

June 
18 

July 
18 

1966 

Information and progress for the intended work is reported through the 

Executive Team meeting and Trust Board. The Trust is signed up to the 

alliance contract and will ensure they are working closely with partners to 

improve care and maintain service sustainability. 

M M M 

1967 

The Trust is fully engaged in the ICS process and ensures managers and 

clinicians are present at all key meetings. All reports and information are 

shared with the Executive Team and Trust board to ensure all impacts are 

considered. 

 

The Trust is working with all system partners to ensure sustainable local 

services for the future 

The Trust is working with all system partners to ensure sustainable local 

services for the future 

M M M 

1693 

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

Reactive statements prepared in advance for high risk matters 
Proactive positive stories placed to counter negative publicity 
Stakeholder briefings produced to inform of negative publicity 

(internal and external) 

H H H 

 

Gaps in Risk Control 

CRR 
Ref 

Description of Gap Action to Address Gap in Risk Control Date 

1966 Further clarity regarding the ICO hosting 
Paper being prepared by the CCG to outline 

how this will work 
on-going 

1966 
Further clarity around alliance contracting model. We are  seeking  further 

assurance 
Briefing to follow  to the board on-going 

1967 There is a need for further clarity on future models 
Working with all system partners to have 

representation 
on-going 

 

Source of Assurance 

CRR 
Ref 

Description of Assurance Date Received Positive or 

Negative 

Internal or 

External 

1966 Report to the Executive Team meeting and Trust Board May 2018 Positive Internal 

1967 
Externally facilitated Board workshop being organised to further understand 

Trust strategic options  
June  2018 Positive Internal/external 

1693 Monthly Communications Planner presented to the Executive Team May 2018 Positive Internal 
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Strategic Objective 3 

 
People: will be proud to work for us 

Director  

Lead 
Chief Executive 

Board 

Committee 
Finance & Performance 

 

 
 

 

 

CRR 
Ref 

 

 

Description of Risk 

 

 

Director 
Lead 

 
A

lig
n

m
en

t 
to

 

C
o

m
m

it
te

e 

May 
18 

June 
18 

July 
18 

1201 

Risk of non recruitment to vacancies and 
development of staff in post; Inability to recruit to 
vacancies within the Trust and non development 
of staff may lead to insufficient staffing/skill mix. 

Director of HR 
& OD 

F&P 3x4 3x4 3x4 

1200 

Risk identified regarding the partnership working 
with staff; the details and impact are as follows: 
Lack of engagement with the workforce will lead 
to a failure to deliver cultural and behavioural 
change to support the 5 year plan. 

Director of 
 HR & OD F&P  3x4  3x4  3x4 

1199 

Risk identified regarding workforce costs; the 
details and impact are as follows: Controlling 
staffing costs to meet the 5 year strategy and 
meet business objectives. These include 
sickness absence, agency spends and staff pay 
bill. 

Director of  
HR & OD F&P  3x2  3x2  3x2 

2104 

Risk identified of lack of substantive Director of 
HR & OD could result in failure to dleiver new 
People Strategy and People Strategic Objectives 
2018-19 

Director of  
HR & OD 

F&P  3x3 3x3 

 
 

Risk controls in place Assurance rating 

CRR 
Ref 

Description of Risk Control May 
18 

June 
18 

July 
18 

1201 Executive vacancy/agency control panel M M M 

1200 
Revised People &  Engagement Group set up. Chaired by the CEO. Refreshed 
People Strategy to be developed. 

M M M 

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

M M M 

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

2104 Recruitment plan being led by CEO is underway M M M 

 
Gaps in Risk Control 

CRR 
Ref 

Description of Gap Action to Address Gap in Risk Control Date 

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

2104 No substantive Director of HR & OD Recruitment plan March 19 

 

Source of Assurance 

CRR 
Ref 

Description of Assurance Date Received Positive or 

Negative 

Internal or 

External 

1201 Nurse Staffing Report May 2018 Positive Internal 

Impact of failing to achieve the strategic objective 

People may choose to work at other local provider Organisations. 
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1200 Staff Engagement Plan May 2018 Positive Internal 

1199 CBU Insight report May 2018 Positive Internal 

1199 Workforce Report May 2018 Positive Internal 

2104 Recruitment plan June 2018 Positive Internal 
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Strategic Objective 4 
i) Operational 

 
Performance: We will achieve our goals sustainably 

Director  

Lead 

Director of Finance & 
Chief Delivery Officer 

Board 

Committee 
Finance & Performance 

 

Impact of failing to achieve the strategic objective i) Operational 

BHNFT will be unable to deliver all access standards. 

 
 

 

 

CRR 
Ref 

 

 

Description of Risk 

 

 

Director 
Lead 

 
A

lig
n

m
en

t 
to

 

C
o

m
m

it
te

e 

May 
18 

June 
18 

July 
18 

1025 

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

Director of Nursing & 
Quality 

F&P 4x3 4x3 4x3 

1434 

Risk identified of National shortage of qualified 
AMU Consultants. Risk of gaps in cover. 
Details and impact as follows; The AMU has 
lost 2 consultant staff. There is a national 
shortage of qualified AMU Consultants. 
Impacting on patient experience and possible 
adverse publicity. 

Medical  
Director 

F&P 3x3 3x3 3x3 

1935 

Risk identified regarding opening of additional 
bed capacity to provide in patient beds for 
patients requiring in patient medical care. 
 

Director of Nursing & 
Quality 

Q&G 4x3 4x3 4x3 

1835 

Risk identified regarding the on-going Lorenzo 
performance issues impact on the following: 1. 
Patient Safety as it takes longer to input data 
into the systems that are critical for the patient 
flow through the organisation. 2. Organisational 
reputation - Increased negative media as 
appointments are missed. 3. Missed Activity 
and reduced income - Due to missed 
appointments and increased DNAs. 

Director  
ICT 

F&P 3x4 3x4 3x4 

1865 

Risk identified regarding zero-day (also known 
as zero-hour or 0-day) vulnerability; this is a 
disclosed computer-software vulnerability that 
hackers can exploit to adversely affect 
computer programs, data, additional computers 
or a network. It is known as a "zero-day" 
because once the flaw becomes known, the 
software's author has zero days in which to 
plan and advise any mitigation against its 
exploitation. 

Director  
ICT 

F&P 3x3 3x3 3x3 

2098 
Lorenzo replacement Medway causes 
operational/financial/reputational and clinical 
safety risks during replacement. 

Director  
ICT 

F&P  2x5 2x5 

 
 
 

Risk controls in place Assurance rating 

CRR 
Ref 

Description of Risk Control May 
18 

June 
18 

July 
18 

1025 
Additional bed capacity and locums to support patient flow and single sex 
demands. Escalation areas remain open but now have established core staff. 

M M M 

1434 
Gaps in the weekday rotas have been covered by Acute Physicians 

undertaking additional paid clinical sessions to ensure service continuity 
M M M 
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1935 
Acuity of patients and skill mix are reviewed at every bed meeting by a senior 
nurse to ensure patient safety across all clinical areas 

H H H 

1935 

An assessment of acuity across clinical areas is undertaken on a regular basis 
using validated tools such as Safer Nursing Care Tool (SNCT) and Birthrate+ 
to enable triangulation with establishments in order to make adjustments as 
required. This is monitored via the 6 monthly board paper re nurse staffing. 

H H H 

1835 
To support all on-going integration projects and this key piece of functionality 
going forwards an integration expert has been employed. 

M M M 

1865 

Ensure subscription to international standard antivirus software. 
Ensure subscription and follow-up of any CARECERT warnings and 
notifications. 
Ensure system patching of any security patches for operating systems. 
Patching plan in place. 360 Assurance audit to be completed August 17 

M M M 

2098 
Full governance/project initiation document process with clinical leadership to 
ensure effective delivery and engagement 

M M M 

 

Gaps in Risk Control 

CRR 
Ref 

Description of Gap Action to Address Gap in Risk Control Date 

1835 On-going Lorenzo performance issues 
Post Lorenzo contract business case in 
Development 

October  

2017 

1865 Cyber Security Ransomeware  Cyber Security Ransomeware plan August 17 

 

Source of Assurance 

CRR 
Ref 

Description of Assurance Date Received Positive or 

Negative 

Internal or 

External 

 
1025 

 

 Performance Review meetings May 2018 Positive Internal 

1025  Weekly ED Delivery Board meeting May 2018 Positive Internal 

1025  Patient Flow Improvement Plan 
Introduced through 
the year to autumn 

2018 

Positive Internal 

1434 Integrated Performance Report May 2018 Positive Internal 

1935   Nurse Staffing Report May 2018 Positive Internal 

1835 Lorenzo Optimisation Programme May 2018 Positive Internal 

1835 
1865 ICT report  to Finance and Performance Committee May 2018 Positive Internal 

1835 Lorenzo user group issue log May 2018 Positive Internal 

1835 Barnsley Digital Roadmap Board May 2018 Positive External 

1835 Barnsley ICT Strategy Group May 2018 Positive Internal 

1865 Penetration test scheduled for April 2018 May 2018 Positive Internal 

1865 Cyberscore solution penetration testing with positive results May 2018 Positive Internal 

2098 Business case and contract monitoring – ETTF funding May 2018 Positive External 

 

 

  



 

9 

 

 
Strategic Objective 4  

ii) Finance 

 
Performance: We will achieve our goals sustainably 

Director  

Lead 

Director of Finance & 
Chief Delivery Officer 

Board 

Committee 
Finance & Performance 

 

Impact of failing to achieve the strategic objective ii) Finance 

BHNFT will fail to achieve the financial plan which has been set.  

 
 

 

CRR 
Ref 

 

 

Description of Risk 

 

 

Director 
Lead 

 
A

lig
n

m
en

t 
to

 

C
o

m
m

it
te

e 

May 
18 

June 
18 

July 
18 

1943 

Failure to develop recurrent CIP schemes for 
the 18/19 programme impacting on ability to 
deliver the overall Trust financial plan for 18/19. 
Non-delivery of recurrent CIPs in 18/19 will 
adversely impact the 19/20 financial plan. 

Director of  
Finance 

F&P 2x3 3x4 4x4 

1791 
Insufficient cash funds to meet the operational 
requirement of the Trust. 

Director of  
Finance 

F&P 2x4 2x4 2x4 

1713 

Failure to deliver the 18/19 financial plan 
including CIP programme and clinical activity in 
accordance with contractual agreements.  
Failure would adversely impact on the financial 
stability of the Trust, resulting in the need for 
further borrowing to support the continuity of 
services and failure to achieve STF funding 
(cross ref to Risks: 1025, 1832, 1849). 

Director of  
Finance F&P 3x4 3x4 3x4 

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

Director of 
 Finance F&P 2x3 2x3 2x3 

1846 
Risk identified regarding the mandatory 
Apprenticeship levy  introduced April 2017 
causing a significant cost pressure to the Trust. 

Director of  
Finance F&P 3x3 3x3 3x3 

 
Risk controls in place Assurance rating 

CRR 
Ref 

Description of Risk Control May 
18 

June 
18 

July 
18 

 
1943 

 
 
 

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

M M M 

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

L L L 

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

H H H 

1844 Monthly meeting of Carter working group M M M 

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

M M M 

 
Gaps in Risk Control 

CRR 
Ref 

Description of Gap Action to Address Gap in Risk Control Date 

1943 
   Risk of  number of non recurrent CIP schemes 
 
 

Reviewing non-recurrent CIP to assess if 

they can be classed as recurrent. 
April 18 

1791    Availability of distressed funding Financial recovery plan April 18 

1713 
Failure to deliver the 18/19 financial plan including CIP programme and 

clinical activity in accordance with contractual agreements 
Monthly monitoring April 18 
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Source of Assurance 

CRR 
Ref 

Description of Assurance Date Received Positive or 

Negative 

Internal or 

External 

1943 

 

1791 

Integrated Performance Report /Finance Report May 2018 Positive Internal 

1943 CIP report May 2018 Positive Internal 

1713 Monitoring Progress Report & Meetings May 2018 Positive Internal 

1844 Carter working group updates and dashboard May 2018 Positive Internal 

1846 Workforce Report May 2018 Positive Internal 

1943 Cost Improvement Plans (CIPs) Follow-Up Internal Audit April 2017 Positive External 
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EXECUTIVE SUMMARY 

STRATEGIC CONTEXT 

  

REPORT TO THE BOARD OF DIRECTORS REF: BoD 18/07/11 

 

SUBJECT:   CORPORATE RISK REGISTER 

DATE:          JULY 2018  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  

For review √  Governance √ 

For information   Strategy  

PREPARED BY: Susan Rudd, Trust Secretary 

SPONSORED BY: Heather McNair, Director of Nursing & Quality  

PRESENTED BY: Susan Rudd, Trust Secretary 

 
The Board of Directors delegated monthly review of the Corporate Risk Register to the Quality & 
Governance Committee as part of the strategic approach to assurance. The Finance & Performance 
Committee receive the Corporate Risk Register on a monthly basis for information and in support of 
review of the Board Assurance Framework. The Audit Committee also receives the Corporate Risk 
Register at each meeting for review. 
 

 
The appendix provides an overview of the current extreme risks on the Corporate Risk Register as 
at 09 July 2018. Work has been undertaken with all relevant Directors to update the Corporate Risk 
Register accordingly bringing together the strategic and high level risks which if not addressed 
would compromise the Trusts ability to achieve its corporate objectives.  
 
During the July 2018 review of the Corporate Risk Register the following changes are  to note: 
 
One risk has been increased by the Director of Finance 
Risk 1857 – Risk relating to the agency control target for 18/19 - current risk rating increased to 12 
from 9 as the Trust will spend more than the £4.2m cap. 
 
One risk has been reduced by the Director of Finance 
 
Risk 2062 – Financial risk to Medical Records department following implementation of the General 
Data Protection Regulations (GDPR) - current risk rating reduced from 6 to 4 as gap analysis and 
action plans in place and reporting through governance committees.  
 
One risk has been reduced by the Medical Director 
 
Risk 2049 – National shortage of IV normal immunoglobulins – risk reduced from 12 to 9 as limited 
stock is available in the Trust and no incidents have occurred due to non-availability. 
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One risk has been closed by the Director of ICT 
 
Risk 2030 – No contracted EPR system for the organisation post contract end in October 2020 – 
risk closed as contract awarded and contract change notification delegated to Executive Team, to 
be agreed July 2018. 
 

RECOMMENDATIONS 
 
The Board is asked to review and endorse this update of the Corporate Risk Register. 
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Subject: CORPORATE RISK REGISTER Ref: BoD 18/07/11 

 
1. STRATEGIC CONTEXT 

 
1.1 The Board of Directors have delegated the monthly review of the Corporate Risk Register 

to the Quality & Governance Committee as part of the strategic approach to assurance. 
 

2. INTRODUCTION 
 
2.1 Work has been undertaken with all relevant Executive and Associate Directors to update 

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

2.2 There are 50 risks currently recorded on the Corporate Risk Register of which one is 
graded as Extreme Risk (15+) and 31 graded as High Risk (8-12). 
 

2.3 All extreme risks (15+) are reported to the Quality & Governance Committee and Finance 
& Performance Committee on a monthly basis. 

 
2.4 The Corporate Risk Register has been reviewed in order to provide an update as of 09 

July 2018.  

2.5 This review considered: 

 The need to re-score the current risks following an assessment of the controls in 
operation for the year to date and the operational delivery achieved as of the 09 July 
2018. 

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

 Identification of any known new risks. 

 Identification of any strategic risks that may impact on the risk to achieving the 
Trust’s objectives. 

 
2.6 During the July 2018 review of the Corporate Risk Register the following changes are  to 

note: 
 

One risk has been increased by the Director of Finance 
Risk 1857 – Risk relating to the agency control target for 18/19 - current risk rating 
increased to 12 from 9 as the Trust will spend more than the £4.2m cap. 
 
One risk has been reduced by the Director of Finance 
 
Risk 2062 – Financial risk to Medical Records department following implementation of 
the General Data Protection Regulations (GDPR) - current risk rating reduced from 6 to 4 
as gap analysis and action plans in place and reporting through governance committees.  
 
One risk has been reduced by the Medical Director 
Risk 2049 – National shortage of IV normal immunoglobulins – risk reduced from 12 to 9 
as limited stock is available in the Trust and no incidents have occurred due to non-
availability. 
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One risk has been closed by the Director of ICT 
 
Risk 2030 – No contracted EPR system for the organisation post contract end in October 
2020 – risk closed as contract awarded and contract change notification delegated to 
Executive Team, to be agreed July 2018. 
 

3. CONCLUSION 
 
3.1 Each month all risks will be reviewed by the risk owner and re-scored appropriately. 
 
Where concerns exist regarding the mitigations in place for any high risks these will be brought to 
the attention of the Board by exception when reporting on the extreme risks. 
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ID
 

Description Mitigation Lead/Owner 
Consequence 
(current) 

Likelihood 
(current) 

Rating 
(current) 

Risk level 
(current) 

Risk level 
(Target) 

Progress Notes 

2
0

3
3 

There is a Risk of: 
 
Loss of functionality of Pathology equipment 
which may lead to a delay in the production of 
patient pathology reports to support diagnosis 
and treatment with possible detrimental effect 
upon the patient in terms of clinical outcomes. 
 
Increased costs to support ageing equipment. 
Some equipment remaining outside of the 
existing MSC, with no support or replacement 
plan 
Increase pressure on staff  
 
Caused by: 
Inability to replace ageing equipment – Pause on 
MSC due to NHSI pathology directive  
Breakdown of ageing equipment. 
Increased downtime following breakdown - 
Equipment no longer being produced resulting in 
reduced availability of spare parts.  
Historically some equipment was not part of MSC 
(e.g. Immunology) 
Increased  time spent on maintenance, 
responding to phone calls from users when 
testing delayed  
 
Resulting in: 
Inability to provide robust and timely test results 
which will impact on patient management and 
Trust targets.  
Additional cost of sending work to external sites 
for analysis where no in house back up is available 
Loss of reputation of the department resulting in 
issues recruiting and retaining staff 
Unable to develop service in line with new 
technologies.  
Increased sickness and difficulty retaining  staff 

MSC tender process has begun, 
however has been delayed due to 
NHSI pathology directive 

WRIGHT,  
MICHAEL - 
Director of 
Finance 

Catastrophic Possible  15 
Extreme 
Risk (15-25) 

Moderate 
Risk (4-6) 

Reviewed HDC & ADG 
11/06/2018 Discussed at 
Pathology Board 07/06/2018. 
NHSi need further clarification 
on the rationale why we are 
unable to delay the MSC 
tender. This is still formally on 
hold. Risk remains 15. 
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/07P-/13  

 

SUBJECT:   CELEBRATING OUR PEOPLE 

DATE:          JULY 2018  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  

For review   Governance  

For information   Strategy  

PREPARED BY: Emma Parkes, Director of Marketing & Communications 

SPONSORED BY: Richard Jenkins, Chief Executive 

PRESENTED BY: Emma Parkes, Director of Marketing & Communications 

 
To provide an update to the Board on the Trust’s Brilliant Award winners as part of the reward and 
recognition process for celebrating the excellent work within the hospital.  
 
 

 
The Trust employs over 3,000 people, each of whom play an integral role in the hospital’s overall 
performance and successful achievement of strategy and objectives.  
 
Each month, the Trust recognises staff who are nominated by colleagues and the public by presenting 
three Brilliant Staff Awards as part of a monthly award scheme which recognises individuals or teams that 
have gone above and beyond their role. 
 
There are three award categories: 
 
- Individual Brilliant Award (nominated by any member of staff) 
- Team Brilliant Award (nominated by any member of staff) 
- Public Brilliant Award (taken from feedback received by members of the public) 

Each month the Chairman and Chief Executive jointly agree the winners, who are then presented with a 
certificate by the Chairman at a surprise presentation which is then promoted throughout the Trust. The 
Brilliant Staff Awards are sponsored by ISS who provide food and hospitality services for the Trust. 

This paper will highlight the winners and nominees within each award for the previous month.  

 
The Board is asked to review the content of this report.  
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Subject: CELEBRATING OUR PEOPLE REPORT Ref: BoD 18/07/P-13 

 

1. STRATEGIC CONTEXT 
 

This report provides the Board with an understanding of the Trust’s winners and nominees for 
the monthly Brilliant Staff Awards. The Brilliant Awards are a key part of the Trust’s 
recognition of our people. Winners are celebrated across the Trust in a variety of 
communications media, including online on the Hub and, from December, on display in the 
main Reception area.  Winners are also celebrated externally via social media.  
 

. 

1. INDIVIDUAL BRILLIANT AWARD 
 
1.1 Winner: Lynn Clay – Health Care Assistant 

 
Lynn is a valued member of the wellbeing team and goes above and beyond for the women 
who fall under our remit.  She offers one to one smoke stop advice and support and provides 
prescriptions for nicotine replacement. Lynn carries a caseload in smoke stop and achieved 
fabulous results in supporting women to stop smoking which improves health outcomes for 
the woman, unborn and family. Lynn also works with women with drug and alcohol 
dependencies and Teenage Pregnancies, again has proved invaluable in providing support, 
one to one parenting advice and support. 
 
Lynn is published in the RCM magazine, held stands at the midwifery support workers 
conference where she has presented to the CEO of the RCM. Lynn always goes above and 
beyond and we feel as a team she should be recognised for her care and compassion. She is 
an ambassador for the Trust as we should recognise her achievements. 

 
1.2 Nominees- 

 

 Louise Smith 
Louise has been instrumental in the effective organisation of admission to hospital for a 
patient and their family with very complex care needs.  Louise undertook a home visit to 
understand the patient’s needs and tailored a plan of care to address all care needs, also 
ensuring the family were supported. Louise is always positive, responsive and has a can do 
attitude to anything required. No issue was too big or too small and Louise consistently 
thought through solutions for the patient and family.  Louise was also integral in the planning 
stage and working with other teams across the Trust. I feel Louise's commitment to patient 
and family care should be acknowledged. She is a role model for other nurses and leaders. 
 

 Lesley Korsak 
Lesley always goes above and beyond, not only for her patients but her staff member as 
well. She's constantly looking for the next job to do and always available to offer a helping 
hand. Nothing is to much trouble, Lesley looks after us all and always covers shifts to help 
her colleagues. She 100% deserves this award, whilst on shift she never stops. 
 

 Dr Rana 
Dr Rana is one of the most hardworking consultants in Barnsley Hospital. He is an 
experienced consultant and inspirational team leader. Over the course of last few years, he 
has mentored countless junior doctors in AMU and enabled them to develop professionally 
and personally. His presence always makes a positive impact on AMU. During the 7 day 
audit in May 2018, Dr Rana supported the case for improved patient outcomes with more 
number of hours of consultant presence in AMU. He has helped cut down the waiting times 
for patients before seeing non-consultant doctors in AMU and before seeing consultants. He 
has worked with CBU1 service managerial team to improve AMU take list and to encourage 
change in culture amongst medical personnel with regards to compliance of CQC targets. 
He has high work ethics and deserves this award. 
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 Emma Lavery 
Last year had been an incredible difficult year for me for personal reasons and Emma was 
absolutely amazing through all that time. Emma was always there to listen. She recognised 
how important my work is and helped me balance this with my emotional needs too. As 
deserving this is for a brilliant award and more, that's only one of the reasons I would like to 
nominate Emma. Emma is just there all the time. She picks everything up and runs with it. 
People come and go and Emma seems to pick up the work then and get it done. 
Sometimes when we work with people we only see the role that they undertake. I wouldn't 
have considered applying for my new role if it hadn't been for Emma. Her support and 
nurturing ability are two precious talents. She has an incredible passion for Equality and 
inclusiveness. A couple of times she has given me a great idea to run with but by the time it 
came to making these initiatives known to everyone, Emma communicated it as if it's been 
my idea. That is complete selflessness. Emma is inspirational and has a fantastic ability to 
pick out all the relevant points in a conversation and reflect back. Emma makes me want to 
do my absolute best for the organisation. There has been a lot of focus on what we want as 
a Trust from managers. Look no further than Emma's behaviours and values.  
 

 Laura Limb 
I was moved from another ward to Ward 29 where i met the brilliant nurse Laura. Laura is 
very welcoming and her office is open to everyone and is willing to help at anytime. Several 
times Laura has turned on to me to check whether I was ok or i need anything. It made me 
feel at home and being part of team. Laura is goes above brilliant an i know i will continue to 
be a good nurse under her leadership .Keep it up Laura .Keep on smiling. 
 

 Joanne Shepherd 
Joanne is such an asset to the team. She keeps spirits high and smiles on staff’s faces 
through trying times. Every international nurse’s day Joanne makes staff gift bags with 
sweets and treasures which is just a small thing for her but a massive moral booster for 
staff. She does not ask for a penny just a donation towards ward funds if anyone wishes to 
give a little something. At Easter again she brings in Easter gifts for all the patients and staff 
members without asking for a single penny and the amount of time she puts in for these out 
of work must be hours. All in the name of the love for her job and colleagues. I think Jo 
deserves this award for being one thoughtful nurse and colleague. 
 

 Gail Dove 
Happy friendly housekeeper, hard working, works to high standard looks after us and goes 
above and beyond her duties. Loves her work and that clearly shows. 
 

 Nichola Davies 
Due to unforeseen circumstances the department have been extremely short staffed 
recently but Nichola has gone the extra mile and more to make sure work has been 
completed in a timely manner.  In what has been a very stressful time she has been 
determined to stay positive and focused on the job in hand. She is also determined to 
continue her achievement of never having a days sickness absence - ever! I have great 
admiration for her steely determination and her concern for others. 
 

 Lindsey Storey 
Lindsey works extremely hard to deliver an excellent medical staffing service, she has 
recently turned around some consultant recruitment in a matter of days, which is excellent. 
Lindsey has also done a great job of inducting the new Medical Staffing Officer into the 
team. She always manages to be cheery and upbeat, which is really appreciated. 

 

2. TEAM BRILLIANT AWARD 

2.1 Winner: DDH Ultrasound Screening Service (Baby Hips) 
Developmental Dysplasia of the Hip (DDH) refers to a wide range of hip disorders including a 
dislocating, dislocated hip or abnormal acetabular development. DDH Screening is a national 
requirement for infants with high risk factors to enable early diagnosis and conservative 
treatment. 
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Prior to June 2017, Barnsley Hospital (BHNFT) was the only hospital in the region that did not 
offer this service and screening for Barnsley babies was provided by Sheffield Children’s 
Hospital. There were a number of problems associated with this including long waiting times 
and inconvenience for parents having to travel to Sheffield with a young baby for a routine 
screening test. 
 
Following a successful business case submission, our new service started on 5 June 2017. 
As a result, waiting times for US scans have reduced from over 3 months to less than 6 
weeks and babies no longer have to travel to Sheffield. In addition, the Trust received almost 
£64,000 in additional income for the service in 2017/18. 
  
Many people were involved in the development of the business case and the implementation 
of the service but I'd like recognition for the people actually involved in delivering this new 
service over the last 12 months.  There have been a number of problems to overcome since 
June 2017 but the team have worked together to resolve them and we now have an excellent 
service. The DDH ultrasound service is a fantastic example of team-working and 
determination to make something work to the benefit of patients and their families as well as 
staff and the wider Trust. 

 
 

2.2 Nominees – 
 

 ED Consultants 
The ED Consultants for their continued amazing support in my role as ANP in the 
Emergency Department. All incredibly supportive and appreciated despite an incredibly 
busy environment. 

 

 Dr Siddiqui and the ITU team 
Continued commitment to VAP interventions and reduction. Interventions to prevent VAP 
were introduced in 2011; in 2011 our VAP rates were 12.5/1000 ventilated bed days. A 
specific endotracheal tube was introduced as standard practice, regular documented 
suction of secretions; cuff pressure monitoring and a strict 4 hourly mouth care regime were 
introduced. These research based interventions had a positive impact on patient care and 
helped reduce our VAP rate to about 3.0/1000 ventilated bed days. Seven years later, this 
practice is still embedded into practice and Dr Siddiqui and the nursing staff still maintain 
the same level of intervention and enthusiasm for the prevention of VAP. Dr Siddiqui 
ensures that we are compliant with current research and guidelines and we will be 
implementing further changes to practice based upon current research (changes to the 
mouth care regime and the implementation of a cuff management system) to ensure that we 
maintain the highest level of prevention for our critically ill ventilated patients. 
 

 Ward 23 
We have come together as a small number of people and made this ward run very smoothly 
 

 Midwifery Team 
I am so proud to work with such a supportive team within maternity services. The support I 
have been given and the team work is outstanding at all times. I really feel that the team 
deserve to be recognised for there hard work by receiving a Brilliant Award. I am part of 
preceptorship which I feel fully supported and feel ready to move forward. This is all down to 
the support and confidence given by other maternity colleagues. Feed back and comments 
from patients and families are positive and can be seen around labour ward. 
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3. PUBLIC BRILLIANT AWARD 

4.1     Winner – Ellie Brown 
          This woman deserves an award, I've never met such a bubbly kind caring genuine person, 

and bare in mind I gave birth to my 3rd baby 8 weeks ago and I would have never even 
thought about doing this - I wish I had her for all 3! I didn't have the best labour being treated 
for sepsis and dilating quite quickly. Fortunately what could have been a potential fatal 
experience was handled and over with within 3 seconds. She stood by my bedside while the 
room flooded with over 10 doctor’s nurses and midwives (who were all absolutely amazing!) 
she spoke with me my partner through absolutely everything, she was so calm and collected 

.  
I remember talking to Ellie on the way to labour suite telling her I didn't want an epidural if I 
could get away with it, she got me through without!  Now here's the best bit, as you can 
imagine lots of tears - of course happy tears my 3rd baby girl here safe and sound -  for what 
should have been the most traumatic time in my life, it was filled with laughter, her dry sense 
of humour!  Nothing was too much for her she sat and spoke to me whenever I needed it, 
even though I'm sure she was mad busy with paper work.  The best thing about Ellie, she 
listened, even after all that trauma she still helped me breast feed my baby! Something which 
I never did with my previous two daughters.  So natural at her job! I will never ever ever forget 
what she did for me. 

  
Some tines a good laugh is just what you need whether your having a baby or working in an 
office, you can tell she absolutely loves her job and she is a natural at it!  Being the massive 
drama queen I was, she had her hands full. Amazing! 

 
 
4.2 Nominees - 
 

 Ward 20 
The doctors and nurses and also the discharge staff on ward 20 were absolutely brilliant 
with my granddad during his recent stay he was treat with dignity and the staff were 
fantastic at relaying information to us because my granddad suffers with memory loss the 
doctor remembered who I was which means a lot he didn't get given good news 
unfortunately but still he was looked after fantastically. His doctor was Dr Alexander and she 
had a male doctor who was lovely too. One nurse was called Louise and I can't remember 
the other names sorry! The discharge staff kept me informed about him coming home and 
put everything into place so it was an easy transfer for him so a big thank you to everyone 
on ward 20 it's still going to be hard but you all made things easier 

 

 Portering Team 
I nominate the portering department because they work so hard behind the scenes, doing 
the things we all take for granted. Not just transporting patients with patience and care but 
also, for providing us with clean linen, empty bins, oxygen cylinders, equipment and beds, 
and disposing of all our waste to name just a few. They often have to deal with difficult 
situations but they greet and transfer our patients all day every day with efficiency and a 
smile. They have to transfer patients to the mortuary of all ages from babies up to to the 
elderly which we don't appreciate, as it can be upsetting just as much for them as it is for us.  
The Porter's deserve an award for all their hard work and dedication for all the services they 
provide. 
 

 Sam Cook  
Sam was always super friendly and put me at ease. She was extremely knowledgeable and 
explained everything she was doing very clearly. She was passionate about her role and her 
dedication and encouragement means I now have use of my hand again. She was a breath 
of fresh air during a difficult time. Thank you Sam! 
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 Dr Soliman, Mr Whitfield and the IBD Team 
My husband has Crohn’s disease and has been under Dr S’s care for nearly 10 years. In 
that time, he has had multiple surgeries and lots of medications. We have always found the 
care and compassion of the team to beyond excellent. Always sympathetic and striving to 
get him symptom free, despite being classified as having severe disease. We have also just 
adopted a daughter and Dr Solimon was extremely supportive through out the process. We 
are glad to say that my husband currently appears to be in remission, which coincided with 
the arrival of our daughter. Just want to thank the IBD team for being awesome. 
 

 Ward 14 
I would like to nominate ward 14 and the early pregnancy unit as i had a haematoma and 
had to have 14 blood transfusions as a result of this on my womb they was really good and 
brilliant and they saved my life because with out them treating this I could not have been 
here today. 
 

 Gary James 
I am nominating Gary James, lead nurse on the discharge unit as well as the team on 
discharge unit. They have all gone above and beyond what is expected from hospital staff 
they are good at supporting me when I am unwell or when I am well. 
 

 Dr Gupta and Ward 37 
I nominate Dr Gupta and ward 37 they saved my baby's life. They discovered a rare disease 
called Scid that usually is diagnosed when it is already too late. My baby was diagnosed 
when she was just 5-6 weeks old and thanks to them I had the chance for gene therapy at 
Gosh in London and my baby had a chance to live. Thank you Barnsley Hospital. 
 

 Labour Ward 
I just want to say a huge thank you to the maternity and labour ward. They helped me 
deliver my baby last night and the women involved were incredible. The midwife Jess was 
so reassuring and knowledgeable. I wouldn’t have been able to do it without her. The doctor 
who was brought in to asses my situation was called Tina and she was the most wonderfully 
calming woman. I had been experiencing panic attacks upstairs and she put me right at 
ease. I trusted her completely. I hope that this could be passed on to them and their 
managers as they are incredible professionals. I never take the time out (although should) to 
write emails regarding my experiences but I just feel I couldn’t not say anything about this 
wonderful experience they gave me. Thank you from the bottom of my heart. 
 

 Dr Isla Wormald 
I wanted to pass on my thanks to Dr Isla Wormald and the nurses who saw me today in 
A+E. As a secondary school head teacher I recognise how busy people are and although it 
may not have seen much to the colleagues there, I really appreciated the reassuring and 
professional approach throughout. Please pass on my thanks. 
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/07/P-14 

 

SUBJECT:   2018-19 TRUST OBJECTIVES Q1 REPORT 

DATE:          JULY 2018  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval √  Assurance √ 

For review   Governance √ 

For information   Strategy √ 

PREPARED BY: Katherine Sowden, Associate Director of Strategy and Planning 

SPONSORED BY: Bob Kirton, Chief Delivery Officer and Deputy CEO 

PRESENTED BY: Bob Kirton, Chief Delivery Officer and Deputy CEO 

STRATEGIC CONTEXT 

The annual plan outlines what will be achieved in year One of the Three Year Sustainability 
Strategy. As agreed at the April 2018 Board, progress against the Trust objectives will be 
reported to public Board on a quarterly basis.  

EXECUTIVE SUMMARY 

 
The Trust’s objectives were developed and agreed in April 2018. These have been presented at: 

 Executive Team  

 Board 

 A CBU development workshop  

 Trust Governors 

 All our local partner meetings 

These have also been published through all of the usual communication channels including:  

 Intranet  

 Internet  

 Team brief  

 Bulletin  

 Posters displayed across the Trust  

The Trust objectives were cascaded in good time for staff appraisals, to support conversations 
about the individual’s role in achieving the Trust objectives. A Q1 update will be provided to the 
Trust Governors in August.  
 
This paper presents the progress for Quarter 1 of 2018/19. Overall 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.  These will be monitored 
throughout the year.   
 

RECOMMENDATIONS 

 
That the Board reviews and approves progress on the objectives agreed at the beginning of the 
year. 
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This summary document should be triangulated with other sources such as the reports from the 
assurance committees, the integrated performance report, the Board Assurance Framework, the 
Quarterly Update on Strategic Delivery and other related Board reports. 
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Subject: 2018-19 TRUST OBJECTIVES Q1 REPORT Ref: BoD 18/07/P-14 

 

1. STRATEGIC CONTEXT 

1.1 The annual plan outlines what will be achieved in year One of the Three Year 
Sustainability Strategy. 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 Trust’s objectives were developed and agreed in April 2018. These have been 

presented at: 
 Executive Team  

 Board 

 A CBU development workshop  

 Trust Governors 

 All our local partner meetings 

2.2 These have also been published through all of the usual communication channels 
including:  

 Intranet  

 Internet  

 Team brief  

 Bulletin  

 Posters displayed across the Trust  

2.3 The Trust objectives were cascaded in good time for staff appraisals, to support 
conversations about the individual’s role in achieving the Trust objectives. A Q1 
update will be provided to the Trust Governors in August.  

2.4 The attached report (Appendix 1) outlines all progress against Trust Objectives during 
Quarter 1 of 2018/19.  

3. RECOMMENDATIONS 

        

3.1 That the Board reviews and approves progress on the objectives agreed at the 
beginning of the year. 
 

3.2 This summary document should be triangulated with other sources such as the reports 
from the assurance committees, the integrated performance report, the Board 
Assurance Framework, the Quarterly Update on Strategic Delivery and other related 
Board reports. 

4. CONCLUSION 
 

4.1 Overall 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. These will be monitored throughout the year.   
 

Appendices: 

 Appendix 1  - Trust Objectives 18-19 Q1 Report 
 

 



RAG Key
On Track

Issues but Mitigation in Place

Significant Issues / Delays

Complete

Performance: We will achieve our goals sustainably

Aim 1 Lead Directors
Completion 

Date
RAG Status Quarterly Progress Update

Simon Enright

Heather Mcnair

Apr-18

Apr-18

Mar-19

Green Strategy complete and approved at Board.  Awaiting final formatted version from Comms.

Heather Mcnair

Bob Kirton

Oct-18

Oct-18

Oct-18

Oct-18

Oct-18

Oct-18

Oct-18

Green Bed Reconfiguration Paper has been provisionally agreed at ET in June.  This is now going to F&P 

and Q&G for approval.

Engagement meetings are to take place late June/early July to share the Bed vision in which specific 

usage wards will be discussed.

Consultation with Site Managers team has completed and all staff have been given roles and 

responsibilities.

Full usage trial of the electronic whiteboard (ProWard) on ward 21 is to commence in July.  

Simon Enright

Heather Mcnair

Lorraine Christopher

Oct-18

Oct-18

Green On track for delivery, with Neonatal unit scheduled for Autumn 2018 completion.

Bob Kirton Oct-18

Mar-19

Green Have met with all MDT teams. Bob Kirton, as Barnsley representative on ICS Cancer Alliance, is 

working with partners on future plans. Further details to follow.

Bob Kirton

Heather Mcnair

Mar-19

Mar-19

Green Business Case in development (ARCHUS appointed to develop BC). Stakeholder workshops have 

taken place for Paediatric ED/CAU and schedule of accommodation to be finalised.  Two workshops 

have taken place to assist in scoping the options for the expansion of Majors. Preliminary designs for 

both ED Majors and Paeds ED/CAU are now complete.

Bob Kirton 01/05/2018 Amber Programme Steering group now established and Working Group meeting dates have been set up. An 

approach has been agreed but further work is required on the programme plan and benefits.

Tom Davidson Mar-19

Mar-19

Green Plan to initiate project July 2018 with full PID sign off August 2018.

Programme Manager at ICS has approved interoperability project, governance arrangements and PID 

to be developed next. 

Bob Kirton

Simon Enright

Heather Mcnair

Lorraine Christopher

Michael Wright

Apr-18 Green A decision was made to not submit a bid for the Integrated and co-located assessment service.

New Critical Care facility and new build Chemotherapy business cases submitted to ICS and are now 

awaiting final decision from NHSi.

Aim 2 Lead Directors
Completion 

Date
RAG Status Quarterly Progress Update

Michael Wright Mar-19

Mar-19

Green In a direct response to staff survey findings outlining unhappiness across LGBT staff.  The Trust has 

held an LGBT staff and allies engagement event. It is also working with a multi agency LGBT staff 

forum across our partners within the Barnsley Reach Collaborative to support staff, patient and public 

equality, diversity and engagement.

CBU specific data has been shared with CBU leaders to develop actions plans to improve 

engagement with staff. A well utilised anonymous Q&A session is encouraged at Trust Team Brief to 

voice opinions, concerns and feedback directly to the Chief Executive.

Aim 3 Lead Directors
Completion 

Date
RAG Status Quarterly Progress Update

Bob Kirton Mar-19

Apr-18

Mar-19

Mar-19

Green Integrated services continue to be delivered successfully. A number of Primary care clinics in 

Diabetes have been setup however issues regarding regular clinic room access to provide joint clinics 

need to be resolved to support the spread to further GP practices.

Service transformation work continues on CHD, Frailty and Neighbourhoods. Most notably a 

neighbourhood visiting event to be held in the Dearn Valley in July with key partners.

We continue to work with all partners in Barnsley on Public Health priorities such as Smoke Free 

Barnsley. BHNFT and BMBC have jointly appointed a Public health consultant who starts in August.

Tom Davidson

Lorraine Christopher

Emma Parkes

Mar-19

Mar-19

Green Local Health and Care Record Exemplar (LHCRE) project at Yorkshire and Humber level, with £7.5m 

funding, has successfully completed gateway 1 appraisal

The Trust is currently working with BFS to review and update the 2017-2022 Estates Strategy.

A joined up Barnsley wide communications approach has been undertaken with partners, regarding 

the  CCG's intentions towards a Barnsley ICO. Further wider engagement with organisations across 

Barnsley is expected in future quarters.

Bob Kirton

Simon Enright

Richard Jenkins

Mar-19

Mar-19

Mar-19 

Green Independent report has been completed and shared. Currently being assessed by Commissioners.

Bob Kirton

Michael Wright 

Mar-19 Amber Monthly partnership Boards continue. There has been a delay to the planned procurement to give time 

to undertake "joined up" thinking in the ICS about a whole system procurement. The risk associated 

with any delay is on the Trust risk register along with mitigation.

Aim 4 Lead Directors
Completion 

Date
RAG Status Quarterly Progress Update

Michael Wright

Tom Davidson

Simon Enright

Mar-19

Mar-19

Mar-19

Green CIP Q1 programme forecast value is £6.96m. There is still an element of risk attached to the £8.5m 

plan due to the gap of £1.54m still requiring scheme identification, although work is on-going to 

identify further opportunities. Month 3 financial position on plan and ahead of schedule.

Additional work is being undertaken in order to support delivery of the Carter Action Plan.

Improvements in coding and increased income have continued to be seen from the relationship we 

have with the commissioned service from EPS.  PMO have commenced delivery of a Trust wide 

Outcome form review, working collaboratively with Clinical Systems and their eOutcome roll out plan.

 Mar-19

 Mar-19

 Mar-19

 Mar-19

 Mar-19

 Mar-19

 Mar-19

Achieve the 2018/19 targets aligned to each of the quality priorities

Deliver the Trust's agreed quality improvement targets

Monthly reporting on key performance indicators through the IPR to Q&G

Quarterly reporting on progress via appropriate governance committees

FFT Response Rate of >30% for inpatients and >10% for ED

Maintain FFT positivity rate of 87.5% across all areas

Bi-monthly reporting on progress of FFT via PEG and monthly reporting on 

achievement to Q&G via IPR

Delivery of the Quality Strategy and goals for 2018/19:

Goal 1 – Provide care that is based on the best evidence for every patient, every time

Goal 2 – Continuously seek out and reduce avoidable patient harm

Goal 3 – To deliver good patient experience

Heather Mcnair

Simon Enright

Continue delivery of partnership services through the Barnsley Alliance including 

RightCare Barnsley, Breathe and Intermediate Care

Start delivery of the new integrated diabetes service in partnership with the GP Fed

Work with partners on the three agreed priorities for 18/19: Cardiovascular disease, 

Frailty and Neighbourhoods

Continue to support public health priorities working with all Barnsley agencies on the 

Barnsley Plan including smoking cessation and alcohol/tobacco control and appoint a 

Public Health Consultant

Actions/KPIs/Milestones

Actions/KPIs/Milestones

Actions/KPIs/Milestones

Actions/KPIs/Milestones

Approval of the Clinical Strategy 

Launch of the Clinical Strategy

Quarterly progress updates 

Jointly agreed Project Plan and deliverables for Digital Roadmap

Review Barnsley Estates Strategy

Procurement of a new managed service contract embedded in the South Yorkshire 

Pathology Cluster

Vision: To provide outstanding, integrated care

Launch the People Strategy

Monitor progress on a quarterly basis at the Workforce Board

Develop a strategic approach to engagement, organisational culture, wellbeing, talent 

and quality which promotes effective leadership of change, values and organisational 

development

Continue to engage our local community and equality forum partners to promote the 

Trust as an employer of choice and to improve patient and staff experience

Retain our Safe, Effective, Quality Occupational Health Service (SEQOHS) 

accreditation

Develop robust workforce plans for all CBUs

Strategic Aims: 

Engage with the Hospital Services Review as a partner in the ICS

Work with other Providers and Commissioners to identify ways to improve local care 

delivery in line with HSR recommendations

Work with partners to deliver Integrated Care System priorities and actions

Delivery of the 2018/19 Cost Improvement Programme target of £8.5m

Delivery of the Carter Action Plan

Improved activity capture and clinical coding

Development and implementation of a flexible bed base model to meet seasonal 

variation in demand

Development of a short stay model that supports overall patient flow

Review of the core teams that support patient flow

Development of new models for discharge team planning and the management of 

stranded and long stay patients

Development of a new GP referral/admission model 

Standardisation of ward round practices

Implementation of a new IT solution for live bed status reports

New unit completed

Provision of a dedicated secure entrance directly adjacent and with a direct link to the 

birthing suite for swift transfer between wards

Delivery of the Clinical Strategy in 2018/19

Objectives

Achieve our financial plan and control total for 2018/19

People will be 

proud to work for 

us

We will achieve 

our goals 

sustainably

Objectives

Play a leading role in Barnsley Health & Care Together in 2018/19, building on existing 

relationships with key partners

Continue the BRILS Pathology Partnership with The Rotherham NHS Foundation Trust

Work with partners on delivery of:

> Digital Roadmap

> Barnsley Estates Strategy

> Barnsley Engagement Approach

Barnsley Hospital NHS Foundation Trust

BHNFT 2018-19 Vision, Aims and Objectives

We will work with 

our partners to 

deliver better, 

more integrated 

care

Work with partners across South Yorkshire to ensure sustainable local services and 

support others regionally in 2018/19

Development of a new model for co-location and close functional working of the 

Children's Assessment Unit and the Paediatric Emergency Department in 2018/19

Full business case developed

Scheme commences following approval

Development and delivery of the Trust's Cancer Strategy in 2018/19 Strategy developed, agreed and signed off

Strategy delivery commenced

Partners: We will work with partners to deliver better, more

                 integrated care

Delivery of Phase 2 of the Out-Patients Modernisation Programme in 2018/19 to 

improve productivity and patient experience within the Outpatient Department

Programme Plan developed, agreed and signed off

Delivery of agreed projects for 2018/19 as per the Barnsley Hospital Digital Roadmap Delivery of IT projects to support the paperless agenda

Continue work towards digitisation of paper records and processes to support the ICS 

and allowing transfer of information to other organisations

Patients will 

experience 

outstanding care

Secure ICS Capital Prioritisation funds to support capital developments across the 

Trust

Development of robust business cases for:

- Provision of an integrated and co-located assessment service for adult patients 

aligned to the ED 

- New Critical Care facility to provide an adequate number of high dependency beds 

and integrate ICU and SHDU facilities

- Provide a new build Chemotherapy Unit into a Cancer Hub

Patients: Will experience outstanding care

People:   Will be proud to work for us

Michael Wright AmberJun-18

Mar-19

Mar-19

Mar-19

Nov-18

Mar-19

Michael Wright Focus on improving the health and well being of or our staff Achieve the H&WB CQUIN

Enable staff to access training and development to achieve mandatory and statutory 

training 

Achieve MAST targets

Support the appraisal process, talent management programmes and apprenticeship 

roles

Retain our Investors in People accreditation

Mar-19

Mar-19

Mar-19

Mar-19

Apr-18

Address areas of concern highlighted in the staff survey Develop improvement plans for identified areas of concern

Overall engagement score to be above national average in staff survey

Green Quarterly Pulse survey will include Health and Well Being questions linking to CQUIN in order to learn 

from staff and improve our Health and Well Being offer and promotion across the Trust.

Passport training Working Together programme looking to expand the number of training courses 

which can be transferred from other Providers by standardising course content & frequency, and 

reducing the need to duplicate training to improve access.

New appraisal documentation is in development and will be introduced as part of the new People 

Strategy, simplifying the appraisal documentation. Aspiring and Ascending Talent Management 

Programmes continue to evaluate well with successful outcomes and job progression support. 

Spend against the apprenticeship levy is on track, supporting increased apprenticeship roles.

Investors in People Re-accreditation was completed and an action plan to take forward 

recommendations of the accreditation assessment to be reported at F&P in August.

Commence delivery of the People Strategy in 2018/19 to ensure a sufficient, capable, 

motivated and sustainable workforce.

Key themes are:

• Engagement 

• Quality

• Organisational Culture 

• Organisational Development 

• Health and Wellbeing

• Talent

• Workforce Planning

Objectives

Launch of the People Strategy delayed - scheduled for F&P final approval, ready to launch end of July 

2018. 

"Excellent Leadership Framework" in production to promote core standards for leaders and 

management to aspire to in order to live our Trust values. Scheduled for discussion at ET 31st July  

2018 with wider consultation planned after.

Quarterly Pulse survey to be ready for launch in August. Developed in order to learn from our 

workforce on areas such as appraisal quality, and Trust policy application and consistency 

Destination Barnsley Festival hosted by Barnsley council was attended by representatives of the Trust 

including Governors to promote membership, job and voluntary opportunities across the Trust.

Preparation in hand for SEQOHS reaccreditation visit.

CBU workforce issue discussions have taken place and feedback shared with Workforce Planning 

Steering Group. Issues to be themed to inform workforce plans.

Objectives

Delivery of the Urgent & Emergency Care Plan to support improved patient flow and 

sustained delivery of the emergency care target through 2018/19

Delivery of the new Neonatal Unit Development in 2018/19

Progress against all KPIs/targets are monitored via the most appropriate operational governance 

group. No risks to achievement at the end of 2018/19 have been escalated. Key performance 

indicators are monitored and reported via the Trust-wide approved governance structure.

FFT Response Rate is a standing agenda item on the bi-monthly meeting of PEG. Latest performance 

data (May 2018) for response rates is 9.2% for ED and 26.3% for In-patients.  On track for achieving 

2018/19 targets.

FFT positivity rate performance YTD is above 87.5% in all areas except ED witch is 87%. On track to 

maintain progress.

Green



Bob Kirton Mar-19

May-18

Jun-18

Green The Executive team have ensured all CBU triumvirate posts are filled. The performance meetings 

have been refreshed - focusing on the triumvirate, ensuring a 2 way dialogue regarding performance 

and service development.

The Integrated Performance Report has been reviewed and consolidated with a full summary at the 

front.

There have been two CBU development sessions already, with more planned for later in the year with 

a focus on leadership and ways of working .

Amber The Trust has fully engaged with the nationally led GIRFT programme over the last year. General 

Surgery, Ophthalmology, Orthopaedics, ENT, and Obs and Gynae have all had local visits by the 

national GIRFT team. As a result of these visits action plans have been developed or are in 

development.

Nursing agency spend for the first quarter continues to be challenging.  Mobilisation of NHS 

Professionals began w/c 25.06.2018. 

Panel continues to meet and challenge the usage of locum expenditure. Escalation beds currently 

open have caused pressure on additional agency spend but is continuously reviewed. Currently 

tracking higher than plan. 

Market share information for Elective (inc day case) to March 2018 shows 81.3% share of the 

Barnsley market.  The Trust's start position 3 years ago was 55%. 

Simon Enright

Heather Mcnair

Michael Wright

Bob Kirton

Focus on increased efficiency and productivity GIRFT Action plans in place for each service aligned with the National GIRFT 

Programme Plan

Continue reduction in agency/locum spend

Continue increase in market share for elective services  (Target 75%)

Mar-19

Mar-19

Mar-19

We will achieve 

our goals 

sustainably

Embed CBU Triumvirate approach across the Trust

Refresh of the Integrated Performance Report and Framework

Development sessions in place for CBU teams

Work closely with CBU teams in 2018/19 to ensure they have the right support in place, 

understand the Performance Framework and reporting arrangements from "Ward to 

Board"

Emma Parkes

Exec Team

Bob Kirton

Ensure teams are aware of the Trust Objectives and performance targets by June 2018 Branding and publication of Trust Objectives

Briefings with teams and key stakeholders

Link to staff appraisals to ensure all staff are of the Trust's Strategy and Objectives

On-going communications and objectives/business plan development

Apr-18

Mar-18

June-18

Mar-19

Green Branding and publication of the  2018/19 Trust Objectives has been completed. These have been 

presented at: Executive Team, Board, a CBU development workshop, Trust Governors and all our 

local partner meetings. These have also been published through all of the usual communication 

channels including: Intranet, Internet, Team Brief, Bulletin and posters displayed across the Trust. 

Trust Objectives update presentation scheduled for Governors early August 2018.

One CBU development workshop  was held on the 18th May 2018 and a further one scheduled for 

October 2018. The Trust objectives were cascaded in good time for staff appraisals, seeing a 

completion rate of 91.9%, to support conversations about the individual’s role in achieving the Trust 

objectives. 
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD:18/07/P-15a  

 

SUBJECT: FINANCE & PERFORMANCE ASSURANCE REPORT  

DATE: JULY 2018  

PURPOSE: 

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  

For review   Governance  

For information   Strategy  

PREPARED BY: Nick Mapstone, Non-Executive Director 

SPONSORED BY: 
Francis Patton, Non-Executive Director, Chair Finance & Performance 
Committee 

PRESENTED BY: Nick Mapstone 

STRATEGIC CONTEXT  

The Finance & Performance Committee scrutinises the Trust’s financial, workforce and operational 
performance. It makes recommendations, gives assurance or raises concerns where necessary to the 
Board of Directors. 

EXECUTIVE SUMMARY  
KEY: £k = thousands 
         £m = millions 

The committee critically analyses the financial, workforce and operational performance of the Trust in 
order to provide assurance to the Board. This is accomplished by: 

 

- reviewing financial performance to identify any opportunities or threats; 

- reviewing the Cost Improvement Programme (CIP) to get assurance that it will deliver planned 
savings; 

- reviewing the implementation of the Trust’s strategic plan; 

- reviewing corporate performance to judge whether the Trust is delivering the optimum performance 
safely and also avoiding any financial penalties; 

- reviewing business cases six months after implementation to assess whether the planned benefits 
have been realised; and 

- reviewing the Board Assurance Framework (BAF) and corporate risk register (CRR) to identify and 
mitigate strategic and operational risks. 

 

The key metrics at end of June 2018 are: 

 
Finance  
 
I/E deficit was £3.6m - £33k favourable to plan.  
Cash position was £1m - £0.9m below plan. 
The CIP has delivered savings of £1.4m - £95k favourable to plan. 
Capital spend was £1.1m - £300 less than plan. 
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Operational performance 

A&E 4 hour access standard achieved in June 2018 (95.4%) but July is challenging. 

RTT target achieved overall (93.4%). Three specialities (dermatology, ophthalmology and T&O) did not 
achieve the target. Recovery plans are in place. 

Overall, the cancer target (62 day standard) was met but pathways shared with other trusts achieved only 
71%. 

 

Workforce 

Staff sickness was 4% 

Staff turnover was 9% 

Mandatory training was 97% 

 

The committee also received reports on:- 

- A new approach to bed management 

- The strategy delivery report 

- The Workforce Race Equality report 

- The People Strategy 

- ICT update report 

 

The committee approved three policies (Equality & Diversity; Flexible working; and Rostering). 

 

The BAF and CRR were reviewed from a financial, workforce and performance perspective. 

 

RECOMMENDATIONS  

The committee recommends that the Board: 

- notes the financial, workforce and operational metrics; 

- notes the sign off of the Equality & Diversity; Flexible Working; Rostering policies; 

- notes that the committee has approved the People Strategy; 

- takes assurance that the BAF/CRR were reviewed; 

- carefully monitors the risk of pathology equipment failing; 

- asks the CQC to amend the misleading information on its website about the February 2018 inspection 
of Barnsley Healthcare Federation; and 

- asks the Executive Team to addresses the problem of late papers to committees. 
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Subject: Finance & Performance Committee Assurance Report Ref: BoD:18/07/P-15a 

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

Committee  Date 19th May 2018 Chair 

Finance and Performance Committee  Nick Mapstone, 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.  Action Log 

Clinical thresholds – the introduction of clinical thresholds may be having a detrimental 
effect on the quality of patient care and patient experience. CBUs are monitoring closely 
with a view to possible escalation with NHS Barnsley CCG. 
 
Finance department capacity – the DoF and Deputy DoF are to review and bring 
forward proposals by the October meeting of the committee. 
 

Board 
For information 
and assurance 

2.  Finance  

The consolidated group position is a deficit of £3.6m, which is £33k favourable to plan.  
This is driven by higher than planned activity levels. The main areas of overtrade are 
non-elective inpatients (+£580k) and A&E (+£208k). 
 
Non-elective activity has led to continued pressures on beds and additional costs to staff 
escalation wards.  
 
The new to follow-up outpatient appointment ratio is being closely monitored as the 
associated penalty was higher than expected. 
 
Provider Sustainability Funding has been accrued as the A&E 4 hour wait trajectory was 
achieved. 
 
CIP savings to date are £1.4m, which is £95,000 ahead of plan. 
 
The cash position at the end of month 3 was £1m, which is £936k below plan. 
 
Capital expenditure as at month 3 is £1.1m, which is £300k less than planned. 
 
The committee noted NHS Improvement’s letter explaining arrangements to fund the 
changes to Agenda for Change and the national pay award. The Trust will receive £1.9m 
in support. 
 

Board 
For information 
and assurance 
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Log 
Ref 

Agenda Item Issue and Lead Officer 

Receiving 
Body, i.e. 
Board or 
Committee 

Recommendation
/ assurance/ 
mandate to 
receiving body 

3.  
Cost 
Improvement 
Programme 

Cumulative savings to date are £1.4m against a plan of £1.3m. However, the forecast 
outturn position is a deficit of £1.5m short of the £8.5m target. New initiatives and 
schemes are being worked up. 

Board 
 

For information 
and assurance 

4.  

Integrated 
Performance 
Report – 
operational and 
workforce 
performance 

The A&E 4 hour access standard was achieved in June (95.4%) but July is challenging. 

 

The RTT target was achieved overall (93.4%). Three specialities (dermatology, 
ophthalmology and T&O) did not achieve the target. Recovery plans are being prepared. 

 

Overall, the cancer target (62 day standard) was met but pathways shared with other 
trusts achieved only 71%.  

 

Diagnostic wait performance remains satisfactory.  

 

Staff sickness remains around 4% - the committee asked for a more detailed review at 
the next meeting to identify sickness ‘hotspots’ in the Trust. 

 

Staff turnover was 9%, as expected. 

 

Mandatory training was 97%, which is commendable. 

 

Board 
For information 
and assurance 

5.  
Changed 
approach to bed 
management 

The committee received a report on a changed approach to bed management, which 
involves maintaining three wards with core teams that can be ‘flexed’ to meet additional 
demand for beds. The committee welcomed the proposal as a way of improving quality 
and staff morale. It was suggested that the paper should be clear on the costs of a ‘status 
quo’ option. The committee commends the proposal to the Board. 

 

Board 
For information 
and assurance 

6.  
Strategy delivery 
report 

The committee reviewed the implementation of the individual projects that make up the 
strategic plan. It was gratifying that individual projects are contributing to the CIP. 

 

Board 
For information 
and assurance 
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Log 
Ref 

Agenda Item Issue and Lead Officer 

Receiving 
Body, i.e. 
Board or 
Committee 

Recommendation
/ assurance/ 
mandate to 
receiving body 

7.  
Workforce 
reports 

The committee commends the WRES report to the Board and asks the Board to note that 
it is content with the amendments made to the People Strategy. 

 

Board 
For decision and 
assurance 

8.  
Corporate Risk 
Register/BAF 

Both the BAF and Corporate Risk Register were reviewed.  

 

The committee agreed that BAF Risk 1943 (CIP) should be reviewed in the light of the 
increased risk of over-dependence on non-recurrent savings. 

 

The committee also noted the CRR risk of service failure because of poor pathology 
equipment. It noted that the situation is already critical and cannot be allowed to continue 
to drift. In the absence of a partnership solution, the Board may need to tackle the 
problem on its own. 

 

Board 
For information 
and assurance 

9.  
Policies for 
approval 

The committee approved revised policies on Equality, Diversity and Human Rights; 
Flexible Working; and Rostering. 

 

Board 
For information 
and assurance 

10.  
Any other 
business 

CQC 

The July 2018 CQC report on Barnsley Healthcare Federation mistakenly states that 
Barnsley Hospital NHSFT is run by the Healthcare Federation. It states that BHNFT is 
rated Inadequate. Action is required to get the CQC to correct the information on its 
website. 

 

Lateness of committee papers 

The committee papers were only available 2 days before the meeting, which makes it 
difficult for members to do justice to the committee. The committee asked the Executive 
Team to reflect on the reasons for this problem. The consensus of the committee was 
that there may be merit in pushing the Board meeting back to the first week of the month. 

 

Board/ET For action  

 



EXECUTIVE SUMMARY 
 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS  

REF: BoD 18/07/15a 

 

SUBJECT:   ROSTER POLICY 

DATE:          JULY 2018 PRIVATE & CONFIDENTIAL 

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval X  Assurance  

For review   Governance  

For information   Strategy  

PREPARED BY: Kelly Holmes, Lead Nurse/Manager E-Rostering 

SPONSORED BY: Michael Wright, Director of Finance 

PRESENTED BY: Emma Lavery, Associate Director of HR & OD 

 
People will be proud to work for us 
Patients will experience outstanding care 
Performance: we will achieve our goals sustainably 
 
 
 

 
It is well recognised that a firmer grip of rostering will reduce the dependency on bank and 
agency staff whilst also improving the predictability and consistency of staff deployment even 
where recruitment is still a challenge. 
 
Lord Carter’s review of productivity and efficiency recommended a number of actions with 
regards to improving rostering practice and which is contained within the NHSI Good Practice 
Guidance: Rostering. The recommendations include having an effective approval process by 
publishing rosters six weeks in advance and reviewing them against trust KPIs, a formal  process 
to tackle areas that require improvement, and cultural change and communication plans to 
resolve any underlying policy or process issues.  
 
To support this process improvement, the Guidance also recommends reviewing or developing a 
Roster Policy in line with their Trust Rostering Policy Checklist. 
 
The current Trust Rostering Guidelines have been developed into a full policy in line with the 
Carter review recommendations. 
 
 The purpose of this policy is  

 
1. To ensure all employees and managers have a clear and consistent understanding of 

the Trust’s rules and arrangements for roster and timesheet management. 
2. To ensure safe/appropriate staffing for all departments using fair and consistent off 

duties.  
3. To minimise clinical risk associated with the level and skill mix of staffing levels. 
4. To improve planning of clinical and non clinical staff unavailability e.g. annual leave, 



RECOMMENDATIONS 

sickness and study leave. 
5. To ensure that the required number of inpatient beds are safely staffed to meet elective 

and emergency demand. 
6. To provide effective management of the staffing establishments, thereby driving 

efficiencies in the workforce across all services. 
7. Improve the utilisation of existing staff and reduce bank and agency spend by giving 

the roster creator and roster approvers clear visibility of staff contracted hours. 
 
The Trust uses an electronic rostering system provided by Allocate called HealthRoster to 
manage staff rotas and web timesheets (except for Medical Staff rotas where separate provisions 
apply). This rostering policy will be used in conjunction with the Allocate HealthRoster system.   
 
Wide consultation on the policy with trade union representatives, managers and senior nurses, 
policy review group and People & Enagement Group has taken place and all comments have 
been incorporated into the policy. 
 
The Flexible Working, Annual Leave and Sickness Absence Policies have also been reviewed to 
ensure they all align  to the rostering rules and arrangements. After policy approval is received, 
policy launch for all 4 policies and refresher training drop in sessions will be scheduled for all staff 
and managers to attend.  
 

 
The Board of Directors is asked to approve the Roster Policy. 
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1  Introduction 

Barnsley Hospital NHS Foundation Trust is required to make arrangements to efficiently 
and effectively manage the deployment of its workforce. The Trust recognises the value 
of its workforce and acknowledges the need to balance the effective provision of service 
with supporting staff to achieve an appropriate work life balance. 

It is well recognised that effective rostering practice will improve the predictability, 
consistency and fair allocation of staff across shifts, reducing the dependency on bank 
and agency staff. 

The Trust uses an electronic rostering system called HealthRoster to manage staff rotas 
and web timesheets (except for Medical Staff rotas where separate provisions apply) 

 

 
2  Objective 
 
     2.1 The purpose of this policy is  
 

1. To ensure all employees and managers have a clear and consistent understanding 
of the Trust‟s rules and arrangements for roster and timesheet management. 

2. To ensure safe/appropriate staffing for all departments using fair and consistent off 
duties.  

3. To minimise clinical risk associated with the level and skill mix of staffing levels. 
4. To improve planning of clinical and non clinical staff unavailability e.g. annual leave, 

sickness and study leave. 
5. To ensure that the required number of inpatient beds are safely staffed to meet 

elective and emergency demand. 
6. To provide effective management of the staffing establishments, thereby driving 

efficiencies in the workforce across all services. 
7. Improve the utilisation of existing staff and reduce bank and agency spend by giving 

the roster creator and roster approvers clear visibility of staff contracted hours. 

 

 
3  Scope of Policy 
 

This policy is applicable to all staff working within Barnsley Hospital NHS Foundation 
Trust excluding Medical and Dental staff as separate provisions apply. 
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4  Policy 

4.1 Rosters should be produced in the following way: 
 

 The publication of rosters should take place simultaneously across all units in the 
Trust using HealthRoster where this has been implemented. (Publication timetable 
information can be accessed on the intranet). 

 All unit rosters must commence on a Monday. 

 Rosters must be completed 6 weeks in advance of the start date. This will enable 
staff to manage their personal arrangements and to allow for more time to fill any 
vacant shifts.  

 All rosters should be composed to adequately cover 24 hours utilising Trust staff 
proportionately across all shifts.  

 Shifts given a high priority must be filled first with permanent staff i.e. nights and 
weekends. Bank/agency staff should not be routinely used to cover night shifts. If 
any of the staff are working non–standard shifts such as late starts, this should be 
entered to avoid misinterpretation.  

All staff within a unit‟s establishment should also be entered as appropriate. 

 

 

4.2 Additional Duties 

1. Any duties allocated that are above the agreed staffing requirements for the unit will 
be automatically flagged on HealthRoster, where implemented, as these will be 
above the agreed establishment/budget.  

2. It is NOT acceptable for additional duties to be created simply to use up staff hours.   

3. Where staff are under their contracted hours over the roster period and no vacant 
duties exist for days on which they are free, the following actions should be taken: 

 review roster and vacant duties, moving duties around to ensure maximum 
coverage of the roster using available hours 

 consider relocating the member of staff to another ward with vacant duties  

 If annual leave levels are low, discuss with the member of staff whether they 
are prepared to take annual leave or time owing to use up the available hours. 
Each area should have processes in place for the allocation of annual leave 
evenly over the year to meet service needs. 

 if study leave levels are low, consider allocating study leave e.g. e-learning, to 
use up the available hours 

 Only after these alternatives have been considered should additional hours to 
use up staff hours be allocated.  This must be discussed with the Lead 
Nurse/Midwife or Manager. 
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4. Closer to the point of working the roster, clinical situations may occur where 
additional demand requires additional duties, e.g. high acuity, specialling duties.  
This should be escalated and agreement sought from the roster approver to use 
additional duties.  

 

4.3 Skill mix and shift staffing 

  
1. Each unit has an agreed funded establishment which is reviewed 6 monthly or in line 

with service reconfiguration. This has to be agreed by the relevant CBU‟s and the 
Board. 

2. Each unit should have an agreed level of staff with specific competencies on each 
shift, i.e. the ability to take charge, skills to operate particular equipment / perform 
specific procedures, as agreed with the roster creator and roster approver. 

3. The roster of senior staff must be compatible with their commitment to Divisional 
requirements. 

4. Students should be rostered with their mentor where possible. If their mentor is 
unavailable, an associate mentor should be allocated.  

5. Consideration should be given to flexible working, however, this needs to be fair and 
equitable to all staff and not detrimental to effective service delivery  

6. Staff may work long shifts, traditional shifts or a combination of both in order to meet 
the service requirements. Variations to these shifts may be worked but must be 
agreed with the Lead Nurse/Midwife or Manager.  A written record of the shift 
agreement will be kept for all variations in shifts, and will be reviewed on a six 
monthly basis. This should be retained in the employee‟s personal file see flexible 
working policy for further details 

7. All rostered shifts must include a minimum 20 minute uninterrupted break for every 6 
hours worked. 

8. Breaks must not be taken at the end or beginning of a shift, as their purpose is to 
provide rest time during the shift. 

9. The maximum number of consecutive standard day shifts recommended for staff to 
work is 6. Staff may work more than this (to a maximum of 8) if they specifically 
request to. 

10. The maximum number of consecutive long day shifts recommended for staff to work 
is 3. 

11. Where staff work a combination of long day and night shifts in a week consideration 
needs to be given to the sequence of shift allocation.  Staff should not be given day 
shifts the day after finishing nights. i.e. finish nights Tuesday am.  Allocated long day 
Wednesday.  There should be a minimum of 2 days off after being rostered for a 
series of night shifts.  

12. Where a member of staff work bank shifts in addition to their substantive role the 
Lead Nurse/Midwife or Manager will ensure that they do not exceed more than an 
average of 48 hours per week (including bank shifts) over a 17 week period to 
comply with EWTD. 
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13. Staff will be allocated a minimum of one weekend off per 4 week off duty in normal 
circumstances.  Where service needs mean an individual does not receive this, then 
arrangements should be made to ensure that they receive an additional weekend off 
at a later date.  Additional weekends off can be rostered if the ward requirements 
allow. 

14. Where ever possible shifts should be allocated within the individuals contracted 
hours per week. 

15. Shift swaps should be made with an equal grade, and with consideration for the 
overall skill mix of all shifts being changed.  

16. All swaps must be agreed with the Lead Nurse/Midwife, Manager or roster creator in 
advance of arrangements being made.  The manager will record any changes for 
future reference. This will be done on the HealthRoster system where implemented. 

17. Non-urgent swaps should be made within two weeks of a roster being published.  
Only swaps for urgent, unforeseeable requirements will be considered outside of this 
timeframe. 

 

 

4.4 Staff Requests 

1 Requests will be considered in the light of service needs.  Staff should indicate if the 
request is essential or desirable.   

2 To ensure equity all staff should be set a maximum request allowance for duties 
within a 4 week roster period.   

3 This is set at 6 requests per 4 week period for full-time staff and will be pro-rata for 
part-time staff as follows: 

 

Staff Hours per week Total Number of requests per 4-week roster   

31.5 to 37.5 hours 6 requests 

25.5 to 31 hours 5 requests 

19 to 25 hours 4 requests 

13 to 18.5 hours 3 requests 

6.5 to 12.5 hours 2 requests 

0.5 to 6 hours                        1 request 

Please Note: The granting of requests cannot be guaranteed. 

4 Some individuals may work or wish to work a personal pattern of set shifts over 
every 4 week roster period.  Service requirements and equity for other staff members 
must be taken into account when applying these. Patterns must be agreed, 
documented and reviewed on a 6 monthly basis for informal arrangements and 
on an annual basis for formal arrangements by the Lead Nurse/Manager. These 
should be held in the employee‟s personal file. 

5 Personal patterns are not to be considered as requests. 
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6 Annual leave requests are not counted as part of the maximum of 6 requests per 
month. 

7   If annual leave is being taken during this time, off-duty requests should be pro rata. 

 

4.5 Periods of Unavailability 

 4.5.1 Annual Leave  

To be read in conjunction with Annual leave policy. 
 

1. Annual leave is allocated in hours for all members of staff.   

2. The Manager approves all annual leave. 

3. Annual leave requests are not counted as part of the maximum of 6 requests per 
month, 

4. Each unit should calculate exactly how many staff can be given annual leave in any 
one week. An agreed number needs to be set and adhered to. Staff should be made 
aware of the need to maintain this number constantly throughout the year. The 
manager/ lead nurse or midwife will manage the allocation of annual leave as per 
local arrangements fairly and equitably to ensure these numbers are maintained. 

5. No holiday bookings or travel arrangements should be made until the Manager / 
Lead Nurse/Midwife has sanctioned the annual leave requested.  

6. As rosters are created 6 weeks in advance staff need to book annual leave prior to 
roster for the week required being produced. Local system rules should be put in 
place to allow employees to book annual leave. Staff must give as much notice of 
annual leave requests as possible.  Individual circumstances will be taken into 
account, but as a general indication, staff must give a minimum of 6 weeks notice to 
book all annual leave (irrespective of period of leave).  However, staff should try to 
give as much notice as possible in order to assist with the planning of service 
delivery.  

7. Where the service allows, annual leave for new starters will be honored. 

8. It is accepted that peak holiday times present additional problems.  The total amount 
of leave whether annual or study leave etc. should not be increased because of the 
well-recorded difficulties. Discussions should be encouraged between those 
requesting school holidays so that each member of staff has an equal chance of 
being granted annual leave. Annual leave requests for school holidays will be shared 
equally amongst those requesting if possible but the service should not be 
compromised. 

 
9. It is an individual‟s responsibility to ensure annual leave allocation is taken before 

31st March.  Any annual leave not used by 31st March each year will be forfeited 
except in exceptional circumstances and as authorised at Director Level apart from 
leave accrued during maternity leave or long term sickness.  
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10. Annual leave requested after the roster has been produced can only be given if 
circumstances permit. 

 
11. Employees are normally allowed two weeks maximum annual leave at any one time. 

Annual leave periods in excess of two weeks will need to be requested in writing and 
authorised by the employee‟s next level of management. This will not normally be 
refused except in exceptional circumstances. 

 
12. Staff on rotational programmes should take annual leave proportionate to each 

placement.  
 

Please refer to Family Friendly Policy for further details and information on Special 
Leave.  

 
Every effort should be made to allocate days off surrounding the leave. 

 
4.5.2 Study Leave  

 To be read in conjunction with Study leave policy 
 

1. Study leave will be assigned in line with the Trust Study Leave Policy – Non-
Medical Staff. 

2. Roster creators and Managers will ensure that mandatory training is balanced 
throughout the year and assigned / re-assigned per roster. 

 

 4.5.3 Sickness 

To be read in conjunction with Sickness Policy.  
 

Sickness must be communicated by telephone to the Ward/department Manager with as 
much notice as possible, prior to the shift commencing. At this point, a time and date will 
be agreed for the sick employee to ring back and report on progress.  

 
1. If off-duty days follow on from sick days, the Ward/department Manager must be kept 

informed of recovery and, unless notified, off-duty days will be reclassified as sick 
leave. 

2. If an employee has taken sick leave and has breeched the Trust sickness target, 
(s)he must work 3 weeks of rostered shifts before working overtime or on the bank, 
in order to allow time to recover. 

3. Where there are concerns about an employee‟s health they should be referred to 
Occupational Health and should be encouraged to evenly space out their annual 
leave. 

4. If employees are often or regularly sick the manager should explore if they are 
working overtime or bank/agency shifts and if this has contributed to their ill health. 
This should form part of the return to work interviews.  

5. Employee‟s who are off sick on a statutory public holiday are not entitled to accrue 
this annual leave entitlement to use at another time. When an employee has been off 
sick over a bank holiday the annual leave will be reduced by the number of hours 
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they would have been allocated in their annual allowance for that one day based 
upon their contracted hours of work. This may not be the same as the number of 
hours that they were due to work on the bank holiday. Please refer to sickness 
absence policy. 

 

4.5.4 Time owing/Flexi 

Any time claimed back, must be recorded and approved by the Lead Nurse/Midwife or 
Manager. 

Every 8 weeks the Lead Nurse/Midwife or Manager must assess staff net hours 
available to ensure any staff hours that do not balance over a 4 week period are 
balanced over an 8 week period. 

 

4.6 The Key Unavailability Metrics are: 

Unavailability – staff‟s unavailability during the 4 week roster period, broken down in to 
the following categories. The total percentage of these should equate to the 19.5% 
(approx.) headroom that is built in to certain establishments. 

1. Annual Leave - should be 14.5%, parameters set to 12 – 16.0 % 

2. Sickness  - should be at or below 3.5% 

3. Study Days – less than 1.5% 

4. Working Day i.e. Management day, non-clinical day  - 0% 

5. Other – 0% 

6. Maternity/Special leave - No additional Headroom % allocated. 

7. Total unavailability – less than or equal to 19.5% 

 

4.7 Staffing Shortfalls 
 

Staffing levels can fall below agreed levels in wards / departments for various reasons 
e.g. due to sickness. When staffing levels fall below the accepted number agreed, 
patient safety is paramount. Before staff are moved a risk assessment should be 
undertaken to ensure patient/ staff safety.  This has to be done in conjunction between 
the Ward / department manager and the Associate Director of Nursing & Midwifery or 
Duty manager. 

 
Unexpected shortfalls in rotas are to be managed by the manager/Lead nurse / Midwife 
for the area and plans put in place to address the shortfall as per agreed guideline.   All 
rotas should be available in each department/CBU in order to assist decision making. 

 
  Examples of plans may include: 
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1. Neighbouring departments or wards supporting the shortfall by offering a member of 
staff to help. 

2. Asking staff on duty if they are prepared to work later and staff from the following 
shift if they are prepared to start earlier. 

3. Asking staff that are not on duty if they are willing to come to work to cover the 
shortfall and negotiating shifts / annual leave / study leave to ensure that the 
individual is not disadvantaged. 

4. Supervisory staff or staff on study leave being re-assigned. 
5. Requests for Bank Staff made.  (This must be proactively managed). 
6. Escalation to more senior managers for support when other avenues have been 

exhausted. 
 

Specialist areas: e.g. Children‟s, Maternity, ITU, Theatre: 
 

1. Specialist areas are defined as departments or wards where the experience of the 
staff is limited or of a very specialist nature. 

2. Specialist areas are not excluded in times of high activity and especially when there 
is a risk to patient safety, however the decision to move staff must be based on a risk 
assessment and attached to a Datix.  

3. When staff are requested to assist outside their specialist area it is not acceptable to 
place the responsibility of the department or ward with these individuals. 

4. It is acceptable to allocate tasks and basic duties to colleagues who are allocated to 
help but not take charge 

5. Consideration should be given to moving experienced staff to support less 
experienced bank or agency staff 

6. Clinical nurse specialist, physiotherapist and other professional groups can be called 
upon to assist in times of need, after assessment of the risk 

7. All situations giving cause for concern must be recorded by generation of a Datix 
report. 

 

 

4.8 Booking of Bank/Agency Staff 

 

4.8.1 The bank office will manage all bookings for Nursing and Admin and Clerical bank 

and agency staff. 

 

4.8.2 For the purposes of the Trust Roster policy the booking of bank and agency staff 

must mirror the Trust‟s procedure for addressing staffing shortages. 

 

4.8.3 Bank Staff who have sickness absence which triggers the Trust target in their 

substantive role will not be allowed to undertake any bank work for 3 weeks after their 
return. 
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4.8.4 For Nursing and Admin and Clerical staff on approval of the request for additional 

staffing the request must be sent electronically via the HealthRoster system to the bank 
office stating the reason for the request. (The bank office will assume no responsibility 
for ensuring that approval for bank staff has been sought and receipt of the shift being 
sent to the bank office will be the confirmation that authorisation processes have been 
followed). 

 

4.8.5 Bank staff must always be the first choice for covering all shortfalls before 

agency use. 

 

 

 
4.9  Maintenance and Finalisation of Rosters 

4.9.1 Rosters must be kept up to date, reflecting what actually happened.  Sickness 

short notice annual leave, changes to start and finish times and movements between 
wards must all be recorded.  

4.9.2 Where a member of staff works hours which are different to the planned shift 

time, i.e. early or late start or finish, the member of staff is responsible for informing the 
roster creator so that the appropriate changes can be made to the HealthRoster system. 

4.9.3 It is expected that rosters will be updated as close to real time as possible with 

changes being made on at least a weekly basis.  

4.9.4 Once a roster has been worked, all duties should be checked to verify that they 

match what actually happened.  When the Lead Nurse is satisfied that the duties on 
HealthRoster reflect what was worked, the duties should be finalised for payroll.   

4.9.5 Finalisation should be completed at the beginning of each week for the previous 

week.   

NB Weekly updating and finalisation is essential as the roster dates do not match 
up with payroll dates due to payroll periods being a full calendar month. 

4.9.6 As finalisation is the equivalent of signing a timesheet, Lead Nurses will be unable 

to finalise their own duties and must inform their Matron or other Line Manager to do 
this. 

4.9.7 When duties have been finalised for payroll, members of staff should check their 

„timesheet‟ via the Employee online portal on the Intranet.   

4.9.8 Guidance for staff in relation to checking timesheets using Employee Online is 

available on the e-Rostering pages of the Trust Intranet. 

4.9.9 It is expected that staff will check their „timesheet‟ on a weekly basis and raise 

any queries with their roster creator so that any discrepancies can be addressed in 
advance of the „timesheet‟ going to payroll. 
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4.10 Web Timesheets 
 

These are used by staff that do not require a roster and are a replacement of paper 
timesheets that are submitted to payroll each month. 

 

4.10.1 The line manager opens the 7 day roster for their area; this can be done for 

several weeks in advance. 
 

4.10.2 To enable staff to see their timesheet via their employee on line account the 

Line Manager must partially and fully approve the timesheet. Staff should then record 
their start and finish time accurately in the Web based timesheet. 

 

4.10.3 At the beginning of each week the Manager should check the timesheet from 

the previous week to ensure that this is a true reflection of what was worked and finalise 
the timesheet ready for payroll. 

NB Weekly updating and finalisation is essential as the Timesheet dates do not 
match up with payroll dates due to payroll periods being a full calendar month 

4.10.4 As finalisation is the equivalent of signing a timesheet, the Lead/Manager will be 

unable to finalise their own duties and must inform their Line Manager to do this. 

 
5     Roles and Responsibilities  

5.1 Chief Executive and Trust Board 

The Chief Executive and Executive Board have the overall responsibility for ensuring 

that adequate and effective process for providing efficient rostering is delivered 

throughout the Trust. 

5.2 Director of Human Resources and Organisational Development 

The Director of Human Resources and Organisational Development is accountable to 

the Trust Board for ensuring Trust wide compliance with the rostering policy and 

responsible for the e-Rostering system. 

5.3 Director of Nursing and Quality 

The Director of Nursing and Quality is accountable to the Trust Board for ensuring that 

the Trust has adequate staffing numbers and skill mix in nursing areas to deliver 

national and NICE requirements.  

5.4 Clinical Business Unit (CBU) Management Team - Clinical Director, Associate 

Director of Operations and Associate Directors of Nursing/Head of Midwifery  
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The CBU business team is responsible for ensuring that the CBU has adequate staffing 

numbers and skill mix in both nursing and other service areas to deliver national and 

NICE requirements through the use of this policy. They are also responsible for 

monitoring sickness and absence performance and ensuring that bank and agency 

usage is appropriate. 

5.5 Matrons and Service Managers  

Matrons and Service Managers are responsible for:- 
1. Ensuring compliance with this policy within each Clinical Business Unit (CBU‟s) 
2. Providing guidance and support to the Lead Nurse/ Midwife/Manager in the creation 

of duty rosters using the KPI‟s as a reference. 
3. The implementation of an early intervention and recovery plan for wards and 

departments failing to meet KPI‟s. 
4. Reviewing KPI audits and ensuring the development and implementation of 

appropriate action plans to ensure patient safety is maintained at all times. 
5. The matron/service manager will give 2nd line approval (full approval) of the roster in 

accordance with the roster publication timetable, checking the roster analysis 
information. Arrangements between Matrons/service managers must be made to 
cover leave in order to ensure rosters are approved as per the roster publication 
timetable ready for publication on the wards. 
 

 
5.6 Lead Nurse, Midwife or Department Manager 

 
The lead Nurse, midwife or department managers are responsible for:- 
1. The safe staffing of the ward/department even if they do not directly undertake the 

task of producing the roster. 
2. Ensuring that duty rosters are published and maintained as per guideline. 
3. Ensuring the roster is an accurately maintained record of what has been worked. 
4. Ensuring that their expenditure does not exceed the allocated budget and that 

baseline staffing has been agreed within this allocation. 
5. The fair and equitable allocation of shifts in line with EWTD, annual leave and study 

leave. 
6. Ensuring that there is enough staff in the right place at the right time, based on the 

agreed and funded skill mix, with the required competencies to meet the needs of the 
service. 

7. Considering all roster requests from staff, ensuring fairness and equity in working 
patterns. 

8. Monitoring factors which impact on staffing levels e.g. sickness, occupancy rates and 
respond to these appropriately. 

9. Ensuring the roster is an accurately maintained record of what has been worked. 
10. Ensuring that HealthRoster is updated with relevant information for all staff. 
11. The 1st line approval (Partial approval) of the roster in accordance with the roster 

publication timetable, checking the roster analysis information. The Lead Nurse/Line 
Manager approves the roster and informs the Matron that it is ready for their review 
identifying any areas of concern. 
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12. Finalising the rosters for payroll procedure is executed weekly for all staff on the 
roster excluding bank staff. 

 
 

5.7 Employee 

 
Staff are responsible for:- 
1. Adhering to the requirements set out by the roster policy. 
2. Requesting shifts and annual leave (via Employee on Line). Requests will be granted 

in line with Service needs which will take priority but essential requests will be 
accommodated where possible. 

3. Being reasonable and flexible with their requests and being considerate to their 
colleagues. 

4. Notifying the Lead Nurse/Manager of changes to a planned or worked shift. 
5. Checking their timesheet to ensure that this is an accurate reflection of what has 

been worked to ensure they receive the correct pay. To review this on Employee 
online for accuracy, any anomalies should be reported to the Lead Nurse/Manager 
immediately. 
 
 

6  Associated Documents  

This Policy is to be used in conjunction with the following policies and guidance: 

 Annual Leave Policy – Guidance and Calculator 

 Sickness Absence Policy 

 Flexible Working Policy 

 Family Friendly Leave (Bereavement Leave Policy,  Carer‟s Leave Policy)  

 Inclement Weather Policy  

 Parental Leave Policy,  

 Special Leave for Emergencies Policy, Urgent Domestic Emergencies Policy 

 European Working Times Directive (EWTD) Agreement 

 Study Leave Policy 

 New and Expectant Mothers Policy 

 Procedure for addressing staff shortages 

 NHS Improvement Good Practice Guide: Rostering 

 Acceptable use of IT system policy 
 
 

7  TRAINING AND RESOURCES 
 

7.1 Allocate HealthRoster and Employee online User Guides and rostering best practice 
guides, booking bank and agency guides can be found on the e-Rostering Intranet Site. 

 
7.2 Training and support is provided to end users by the e-Rostering Team 

 
7.3 If you still encounter problems, further advice can be obtained from the e-Rostering 
Team. 
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8 MONITORING AND AUDIT 
 
 
 

Minimum 
requirement to 
be monitored 

Process 
for 
monitoring 
e.g. audit 

Responsible 
individual/ 
group/ 
committee 

Frequency 
of 
monitoring 

Responsible 
individual/ 
group/ 
committee for 
review of 
results 

Responsible 
individual/ 
group/ 
committee for 
development of 
action plan 

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

Correct 
application of 
the policy 
ensures 
statutory and 
contractual 
compliance 

Audit Director of 
HR & OD 

6 monthly People and 
Engagement 

People and 
Engagement 

People and 
Engagement 

 
 

9 EQUALITY AND DIVERSITY  

 
The Trust is committed to an environment that promotes equality and embraces diversity in its 
performance as an employer and service provider. It will adhere to legal and performance 
requirements and will mainstream equality and diversity principles through its policies, 
procedures and processes. This policy should be implemented with due regard to this 
commitment. 
  
To ensure that the implementation of this policy does not have an adverse impact in response 
to the requirements of the Equality Act 2010 this policy has been screened for relevance during 
the policy development process and a full equality impact analysis conducted where necessary 
prior to consultation.  The Trust will take remedial action when necessary to address any 
unexpected or unwarranted disparities and monitor practice to ensure that this policy is fairly 
implemented.   
  
This policy and procedure can be made available in alternative formats on request including 
large print, Braille, moon, audio, and different languages.  To arrange this please refer to the 
Trust translation and interpretation policy in the first instance.  
  
The Trust will endeavor to make reasonable adjustments to accommodate any 
employee/patient with particular equality and diversity requirements in implementing this policy 
and procedure.  This may include accessibility of meeting/appointment venues, providing 
translation, arranging an interpreter to attend appointments/meetings, extending policy 
timeframes to enable translation to be undertaken, or assistance with formulating any written 
statements. 
 
9.1      Recording and Monitoring of Equality & Diversity  
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The Trust understands the business case for equality and diversity and will make sure that this 
is translated into practice. Accordingly, all policies and procedures will be monitored to ensure 
their effectiveness.  
  
Monitoring information will be collated, analysed and published on an annual basis as part 
Equality Delivery System.  The monitoring will cover the nine protected characteristics and will 
meet statutory duties under the Equality Act 2010.  Where adverse impact is identified through 
the monitoring process the Trust will investigate and take corrective action to mitigate and 
prevent any negative impact. 
  
The information collected for monitoring and reporting purposes will be treated as  
confidential and it will not be used for any other purpose. 
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Appendix 1 

 

e-Rostering System HealthRoster 
 
This rostering policy will be used in conjunction with the Allocate HealthRoster system (referred 
to in this policy as HealthRoster). 
 
HealthRoster is a computerised system specifically designed for the management of staff rotas 
and Timesheets through an electronic roster system. 
 
It rosters staff to an agreed duty requirement, manages staff availability and contracts and 
allows clear visibility of ward/department manning levels.  
 
It can also track and produce reports for absence, leave, additional duties, overtime and 
bank/agency usage. 
 

HealthRoster can be summarised as follows: 

1. Manage Rosters – Details the processes for creating and updating rosters and deleting 
rosters where they are not required. 

2. Assign Duties – Describes the overall parent process for assigning roster duties. The 
process describes the steps involved in filling the roster and references sub processes 
that explain how the roster creator assigns duties using the Auto roster function and 
manually. The process also shows how the roster approver reviews the roster creator 
approved roster and approves the roster for publishing. 

3. Auto Assign Duties – The detailed process steps for assigning duties using the Auto 
roster feature. This process describes how the roster creator chooses an Auto roster 
setting (strict or moderate), sorts the list of duties for assignment and runs the Auto 
roster. This process does not describe the internal functional operation of the Auto 
roster.  

4. Assign Duties Manually – Describes the process for assigning duties manually, 
including the processes for swapping and combining duties, after the Auto roster has 
completed. This process describes how HealthRoster indicates whether a duty 
assignment is a perfect fit, is assigned but with warnings, or whether the duty 
assignment has been rejected due to a rule violation. 

5. Assign Duties to Staff from Other Wards – After the roster creator has approved their 
roster it is ready for review by the roster approver. The roster approver should review 
the units within their remit and try to fill any outstanding vacant duties with suitable staff 
that are available from other units.  
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6. Administer Rosters – Once the roster has been published, the roster creator must 
manage the on-going changes made to the roster. Examples of changes made to the 
roster include the recording of “No Shows” (e.g. sickness/ last minute annual leave / 
carers leave), cancelling duties, and the creation of additional duties. This process 
describes how the roster creator accomplishes these tasks. 

Passwords 
 
Access to the Allocate HealthRoster system is regulated by the use of personal user names 
and passwords with levels of access being customised as appropriate to the role of the user.  
 
HealthRoster users are reminded of the Acceptable Use of IT Systems Policy which states that: 
 
“The sharing of passwords is strictly forbidden” 
 
Should a user suspect or become aware that their password has become known to a third 
party, they must change it immediately. 
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Appendix 2 

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

 
Department:  

Human Resources 
 

Division: Corporate 

Title of Person(s) 
completing this form: 

Lead 
Nurse/Manager e-
Rostering 

New or Existing 
Policy/Service 

New – converted from guidelines 

Title of 
Policy/Service/Strategy 
being assessed: 

Trust Roster Policy 
incorporating Web 
Timesheets 

Implementation 
Date: 

November 2017 

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

To ensure all employees and managers have a clear and consistent understanding 
of the Trust‟s arrangements for Roster and Timesheet management. 

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

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

All Staff who are employed by the Trust  
Patients  x 

Carers  x 

Public  x 

Staff x  

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

Patients  x If yes, who did you engage with? Please state below: 
Staff trade union representatives at the HR policy review 
group  

Carers  x 

Public  x 

Staff x  

   

What consultation 
method(s) did you use? 

Face to Face consultation at above meetings and email distribution of policy draft to invite 

comments during consultation period 

 

DATA COLLECTION AND CONSULTATION 

 

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

data? 

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

Age n  

Sex n  

Ethnicity n  

Religion or Belief n  

Disability n  

Sexual Orientation n  

Gender Re-assignment n  

Marriage & Civil Partnership n  

Pregnancy & Maternity n  

Carer Status n  



 

Issue No: 1                 Issue Status: Roster Policy Page 20 of 26 

Issue Date:  April 2018 

Please indicate Yes or No 

 
 

 
Equality Impact Assessment Stage 1 PART 2 

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

 
 
Not Applicable 
 
 
 
 
 
 
 
 
 
 
 

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

 

 
 
 

Equality Impact Assessment Stage 1 PART 3 
ACCESS TO SERVICES 
What are your standard methods of communication with service users? 
Please tick as appropriate. 

Communication Methods Yes No 

Face to Face Verbal Communication x  

Telephone x  

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

Written Correspondence x  

E-mail x  

Other (Please specify)   

 

If you provide written correspondence is a statement included at the bottom of the letter 
acknowledging that other formats can be made available on request? 
Please tick as appropriate. 

Yes No 

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

Interpreter & Translation Services Yes No 

Telephone Interpreters (Other Languages) x  

Face to Face Interpreters (Other Languages) x  

British Sign Language Interpreters x  

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

x  
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ACCESS 
Please tick as appropriate 

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

Does the reception area have a hearing loop system?  x 

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

 x 

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

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

 x 

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

 x 

 
 
 
 
 

EQUALITY IMPACT ASSESSMENT – STAGE 1 (PART 4) 
Protected 

Characteristic 
Positive 
Impact 

 
 

High 
Low 

None 

Negative 
Impact 

 
 

High 
Low 

None 

Reason/comments for positive 
Impact 

 
 

Why it could benefit any/all of the 
protected characteristics 

Reason/Comments for Negative 
Impact 

 
Why it could disadvantage 

any/all of the protected 
characteristics 

Resource 
Implication 

 
Yes / No 

Men High 
 

 

It is well recognised that effective 
rostering practice will improve the 
predictability, consistency and 
fair allocation of staff across 
shifts, reducing the dependency 
on bank and agency staff. 

 

   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Women  
High 

 

none 

It is well recognised that effective 
rostering practice will improve the 
predictability, consistency and 
fair allocation of staff across 
shifts, reducing the dependency 
on bank and agency staff. 

 

It‟s worth highlighting that women 
often but not exclusively tend to 
have the responsibility for child 
care which  can be sudden. This 
should be taken into account and 
the policy makes reference to 
being used in conjunction  with 
the Family Friendly Leave Policy 

Younger 
People (17 – 

25) and 
Children 

High 
 

 

It is well recognised that effective 
rostering practice will improve the 
predictability, consistency and 
fair allocation of staff across 
shifts, reducing the dependency 
on bank and agency staff. 

 

 

Older people 
(60+) 

 
High 

 
 

none 

It is well recognised that effective 
rostering practice will improve the 
predictability, consistency and 
fair allocation of staff across 
shifts, reducing the dependency 
on bank and agency staff. 

 

We are an ageing workforce and 
Older people are slightly more 
likely to have a disability or have 
episodes of sickness which may 
impact on the rostering. This 
should be taken into account. And 
the policy makes reference to the 
Trust endeavouring to make 
reasonable adjustments to 
accommodate any employee with 
particular requirements in 
implementing  the policy. 

Race or 
Ethnicity 

 
High 

none 

It is well recognised that effective 

Some staff might consider some 
times more important than others 
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rostering practice will improve the 
predictability, consistency and 
fair allocation of staff across 
shifts, reducing the dependency 
on bank and agency staff. 

 

to want to request alterations to 
rostering such as Eid and 
Ramadan. And the policy makes 
reference to the Annual Leave 
policy and rules and provisions for 
making leave requests 

Learning 
Disabilities 

 
High 

 
 

none 

It is well recognised that effective 
rostering practice will improve the 
predictability, consistency and 
fair allocation of staff across 
shifts, reducing the dependency 
on bank and agency staff. 

 

Staff with learning disablities 
should be supported as they 
might not be aware of their rights. 
And the policy makes reference to 
the Trust endeavouring to make 
reasonable adjustments to 
accommodate any employee with 
particular requirements in 
implementing  the policy. 

Hearing 
impairment 

 
High 

 
 

none 

It is well recognised that effective 
rostering practice will improve the 
predictability, consistency and 
fair allocation of staff across 
shifts, reducing the dependency 
on bank and agency staff. 

 

All disabilities should be taken 
into account as good rostering 
practice could keep people at 
work and prevent longer periods 
of sickness. And the policy makes 
reference to the Trust 
endeavouring to make reasonable 
adjustments to accommodate any 
employee with particular 
requirements in implementing  the 
policy. 

Visual 
impairment 

 
High 

 

none 

It is well recognised that effective 
rostering practice will improve the 
predictability, consistency and 
fair allocation of staff across 
shifts, reducing the dependency 
on bank and agency staff. 

 

All disabilities should be taken 
into account as good rostering 
practice could keep people at 
work and prevent longer periods 
of sickness. And the policy makes 
reference to the Trust 
endeavouring to make reasonable 
adjustments to accommodate any 
employee with particular 
requirements in implementing  the 
policy. 

Physical 
Disability 

 
 

High 
 

none 

  It is well recognised that 
effective rostering practice will 
improve the predictability, 
consistency and fair allocation of 
staff across shifts, reducing the 
dependency on bank and agency 
staff. 

 

All disabilities should be taken 
into account as good rostering 
practice could keep people at 
work and prevent longer periods 
of sickness. And the policy makes 
reference to the Trust 
endeavouring to make reasonable 
adjustments to accommodate any 
employee with particular 
requirements in implementing  the 
policy. 

Mental Health 
Need 

 
High 

 
 

none 

It is well recognised that effective 
rostering practice will improve the 
predictability, consistency and 
fair allocation of staff across 
shifts, reducing the dependency 
on bank and agency staff. 

 

All disabilities should be taken 
into account as good rostering 
practice could keep people at 
work and prevent longer periods 
of sickness. And the policy makes 
reference to the Trust 
endeavouring to make reasonable 
adjustments to accommodate any 
employee with particular 
requirements in implementing  the 
policy. 

Gay/Lesbian/Bi
sexual 

 
 
 

High 
 

 

It is well recognised that effective 
rostering practice will improve the 
predictability, consistency and 
fair allocation of staff across 
shifts, reducing the dependency 
on bank and agency staff. 
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Trans  
High 

 
 

none 

It is well recognised that effective 
rostering practice will improve the 
predictability, consistency and 
fair allocation of staff across 
shifts, reducing the dependency 
on bank and agency staff. 

 

Staff transitioning might struggle 
to get appointments at convenient 
times. Consideration should be 
given to this.  And the policy 
makes reference to the process 
for staff requests 

Faith Groups 
(please specify) 

 
High 

 
 

 

It is well recognised that effective 
rostering practice will improve the 
predictability, consistency and 
fair allocation of staff across 
shifts, reducing the dependency 
on bank and agency staff. 

 

Some staff might consider some 
times more important than others 
to want to request alterations to 
rostering such as Eid and 
Ramadan. And the policy makes 
reference to the Annual Leave 
policy and rules and provisions for 
making leave requests 

Marriage & 
Civil 

Partnership 

 
High 

 
 

 

It is well recognised that effective 
rostering practice will improve the 
predictability, consistency and 
fair allocation of staff across 
shifts, reducing the dependency 
on bank and agency staff. 

 

 

Pregnancy & 
Maternity 

 
High 

 
 

none 

It is well recognised that effective 
rostering practice will improve the 
predictability, consistency and 
fair allocation of staff across 
shifts, reducing the dependency 
on bank and agency staff. 

 

Pregnancy and maternity should 
be taken into consideration when 
making decisions for rostering 
and the policy makes reference to 
being used in conjunction with the 
New and Expectant Mothers 
Policy 

Carer Status  
High 

 
 

none 

It is well recognised that effective 
rostering practice will improve the 
predictability, consistency and 
fair allocation of staff across 
shifts, reducing the dependency 
on bank and agency staff. 

 

Carer‟s needs can be sudden 
along with the person they care 
for. Also their individual needs 
should be considered too. And 
the policy makes reference to 
being used in conjunction  with 
the Family Friendly Policy 

Other Group 
(please specify) 

 
n/a 

n/a n/a n/a 

Applies to ALL 
Groups 

 
High 

 

none 

It is well recognised that effective 
rostering practice will improve the 
predictability, consistency and 
fair allocation of staff across 
shifts, reducing the dependency 
on bank and agency staff. 

 
Individuals may choose to work 
part time or a flexible working 
pattern to accommodate health, 
carer and or child care 
commitments. The presence of a 
roster policy ensures there is 
clear rules and structure in place 
to manage the fair requesting 
and allocation of shifts in a 
consistent and standard way 

Failure by Managers to comply 
with the roster arrangements and 
guidance around flexible requests 
could disadvantage individuals. 
To mitigate this, review meetings 
are built into the flexible working 
policy and procedure. 
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which does not discriminate 
against any individual. 

 

 

 
INITIAL ASSESSMENT (PART 5) 

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

impact on people from the following protected groups? No 

 

IF „NO IMPACT‟ IS IDENTIFIED Action: No further documentation is required. 
 

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

 

 
(a) In relation to each group, are there any areas where you are unsure about the 
impact and more information is needed? 
 
No 
 
 
 

 
 

(b) How are you going to gather this information? 
 
Not Applicable 
 
 
 
 
 
 
 

 

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

necessary? NO 

 
 
Assessment Completed By: …Kelly Holmes .. Date Completed:  10th November 2017 
 
Line Manager Emma Lavery…..     Date…10th November 2017 
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When 
is the 
next 
review
? 
Please 

note review should be immediately on any  amendments to your 
policy/procedure/strategy/service. 

1 Year 2 year x 3Year 

 

 

 
Appendix 3 

Document History/Version Control 
 

Version Date Comments Author 

1 22.10.17 New policy converted from 
Trust Guidelines in line with 
the Carter review 
recommendations with 
regards to improving rostering 
practice. 

Kelly Holmes 

 
 
Review Process Prior to Ratification: 
 

Name of Group/Department/Committee Date 

Policy Review Group 22.10.17 

People and Engagement Group 21.05.18 

Finance and Performance Committee 19.07.18 

 

 

 

 

 
 

Title of Service/Policy being assessed: Trust Roster Policy incorporating Web 
Timesheets 

Assessment Date:  
10th November 2017  

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

All employees who are employed by the 
Trust 
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/07/15b 

SUBJECT: FINANCE & PERFORMANCE COMMITTEE ANNUAL REPORT 

DATE: JULY 2018  

PURPOSE: 

 Tick as  
applicable 

 
 Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  

For information   Strategy   

PREPARED BY: Francis Patton, Finance & Performance Chair 

SPONSORED BY: Francis Patton, Finance & Performance Committee Chair 

PRESENTED BY: Nick Mapstone, Non-Executive Director 

STRATEGIC CONTEXT  

 
In accordance with the Terms of Reference for the Finance & Performance Committee, the 
Committee is required to produce an annual report for the Board of Directors setting out: 
 
a) The role and the main responsibilities of the committee 
b) Membership of the committee 
c) Number of meetings and attendance 
d) A description of the main activities during the year. 
e) A completed annual self-assessment and the identification of any development needs for the 

Committee 
 

EXECUTIVE SUMMARY  

The aim of this report is to critically analyse and evaluate the performance of the Finance & 
Performance Committee (F&P) for 2017/18 in order to ensure that it has delivered good 
governance, that it has provided the appropriate assurance to the Board, that it has delivered 
against its terms of reference (ToR) and in particular its purpose of: 

a) providing detailed scrutiny of financial matters and operational performance in order to 
provide assurance and raise concerns (if appropriate) to the Board of Director. 

b) making recommendations, as appropriate, on financial and performance matters to the 
Board of Directors 

and to make recommendations on any changes for the year 2018/19. 

In conclusion the Committee is delivering well against its key objectives.  

In terms of the areas highlighted in the introduction the key conclusions are:- 

-  Last Year’s Recommendations – four out of seven have been delivered and three out of 
seven partially delivered and those will remain a clear focus in 2018/19. 

. - Role and Responsibilities of the Committee – the Committee has performed its duties over 
the financial year as set out in its ToR. A number of recommendations have come forward 
which the committee have reviewed and implemented. The committee has reviewed it‟s ToR 
and its work over the last 12 months and taken a decision to raise the level of importance 
and time devoted to the people agenda making it a key focus going forward.   
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-  Membership and Attendance – the membership and attendance of the Committee is seen to 
be entirely appropriate. Attendance has been good by all.  

-  Main Activities – the Committee has focused on financial and operational performance 
particularly profit and cash, A&E, Cancer, Outpatients, sickness levels, appraisals, 
mandatory training and the staff survey. Whilst there continues to be improvement in most 
areas and financial targets were achieved A&E remains an area of focus. The business case 
process continues to evolve but key is ensuring that all cases have appropriate 6 monthly 
reviews and that they deliver SMART outcomes. Risk management through the Board 
Assurance Framework (BAF) and the review of Clinical Commissioning Group (CCG) 
relationships is now fully integrated.  

-  The four sub groups/committees are working well and providing clear and structured input 
into F&P as are the assurance reports from the Executive and the Performance Meetings. It 
might be appropriate for Non-Executive Directors (NEDs) to sit in on some of the sub 
group/committee meetings as observers to gain further assurance. 

-  Effectiveness of F&P – this continues to improve on a year on year basis with the main areas 
to develop in 2018/19 being the People agenda, timeliness  of papers, quality of executive 
summaries, making better use of SLR and PLICS in looking at productivity and the focus of 
the meeting to be more forward looking.  

- Governors F&P Sub Group – there has been good attendance by NEDs and robust 
challenge of the NEDs by Governors. 

 
 

RECOMMENDATION(S)  

 
The attached report was approved by the members of F&P.  
 
The key recommendations are that: 

- External benchmarking of performance needs to be further developed  

-  The Committee needs to move from reviewing historical data only to being more forward 
looking as well. 

-  That the Committee puts more emphasis into use of SLR and PLICS in looking at productivity. 

- The amended ToR are approved by the Board.    

- That the Board acknowledge the work of the F&P Committee and feel free to make any 
additional suggestions for changes in approach for 2018/19. 
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Subject: 
FINANCE & PERFORMANCE COMMITTEE ANNUAL 
REPORT 

Ref: FP 18/07/15 

 
 
1. STRATEGIC CONTEXT  

1.1 The Finance & Performance Committee (F&P) is one of three Board Committees and 
is responsible for providing assurance to the Board of Directors on the standards of 
financial and operational performance within the Trust. The Committee is responsible 
for assisting the Board in identifying any potential or actual risks to financial & 
operational performance and ensuring that any risks identified are robustly addressed. 

1.2 Alongside the Quality and Governance Committee (Q&G) and the Audit Committee, 
F&P is responsible for ensuring there are adequate and appropriate financial and 
operational governance structures, processes and controls in place throughout the 
Trust which ensures financial security and excellent operational performance. 

1.3 Work continued during 2017/18 to further strengthen governance arrangements, with 
improvements made throughout the Trust. In terms of Finance & Performance there 
are now four sub groups/committees reporting in to the Committee plus assurance 
reports from the Executive and the Performance Meetings.   

1.4 The four operational groups providing assurance to F&P are the BFS Performance 
Management Group, the Capital Monitoring Group, the Trust Operations Group, the 
People Engagement Group. (see Appendix 1). 

1.5 The Committee also receives pertinent assurance and escalation reports from the 
Executive Team (ET) meetings and the Performance Meetings. 

 

2. INTRODUCTION  

2.1  The aim of this report is to critically analyse and evaluate the performance of F&P for 
2017/18 in order to ensure that it has delivered good governance, that it has provided 
the appropriate assurance to the Board, that it has delivered against its ToR and in 
particular its purpose of: 

a) providing detailed scrutiny of financial matters and operational performance in 
order to provide assurance and raise concerns (if appropriate) to the Board of 
Directors 

b) making recommendations, as appropriate, on financial and performance matters 
to the Board of Directors 

c) providing Governors with assurance that the NEDs are holding the Executive 
Team to account for delivery of the Trust strategic plan and in particular financial 
and operational performance and to make recommendations on any changes for 
the year 2018/19. It also needs to address whether the recommendations made 
in the 2017/18 report have been enacted and if not why not. 

 The Chair would like to also use this report to thank all members and attendees for 
their support in delivering the work of the Committee throughout the year. Their 
contributions have been instrumental in the development and effectiveness of the 
Committee‟s progress.  

2.2 This report will summarise the key information required against last year‟s 
recommendations and each of five elements namely:  

a) The role and the main responsibilities of the Committee 

b) Membership of the Committee 
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c) Number of meetings and attendance 

d) A description of the main activities during the year. 

e) A completed annual self-assessment and the identification of any development 
needs for the Committee 

f) Attendance at the Governors‟ Finance & Performance sub group. 
 

3. LAST YEAR’S RECOMMENDATIONS 

Last year‟s annual report made seven recommendations, which are detailed below including 
what action has been taken:- 

a) External benchmarking of performance needs to be further developed.  

- This was a recommendation carried forward from the previous year. This year we 
have continued to make use of the reference costs to help benchmark and the 
Carter report continues to help from a procurement perspective, however, we need 
to take this further in a number of operational areas. 

b) Continued focus is needed on contractual performance against the wider range of 
contracts using KPIs. 

- This again was carried forward from the year before and we have continued to 
monitor performance against contracts. Much of this is now undertaken within BFS 
and then reported through to F&P via the BFS Performance Management Group. 
All KPI‟s are closely monitored by BFS and action taken when not delivered. 

c) Timeliness of and length of papers needs reviewing as does the quality of Executive 
Summaries 

- Again carried forward from the previous year. Quality of papers has improved as 
have the Executive summaries but there is still work to be done to get these right. In 
recent months timeliness of papers has become a bit of an issue which needs 
addressing. 

d) The Committee needs to move from reviewing historical data only to being more 
forward looking as well. 

- This is quite a big ask as most information produced is historical in its nature. This 
has happened on a limited basis but needs to remain a focus going forward. 

e) More emphasis needs putting onto challenge, holding to account and implementation 
of decisions at meetings. 

- This has happened consistently throughout the year. 

f) The amended ToR to be approved by the Board. 

- This was achieved.  

g) Ongoing review of the ToR plus a revisit of the committees focus, agenda and reasons 
for attending. 

- This has occurred 

  
4. THE ROLE AND MAIN RESPONSIBILITIES OF THE COMMITTEE 

4.1  The main purpose of the Committee is to: 

a) provide detailed scrutiny of financial matters and operational performance in 
order to provide assurance and raise concerns (if appropriate) to the Board of 
Directors 
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b) make recommendations, as appropriate, on financial and performance matters to 
the Board of Directors. 

4.2 This is broken down further into a number of key duties that can be seen in the ToR 
(appendix 2) but these can be summarised under the headings of financial matters, 
performance management, contract negotiation and performance, risk management 
and internal control, business cases and people and organisational development. 

The agenda was reviewed over year and is now based upon these headings but with a 
bigger focus on People coming part way through the year and details of what the 
committee has covered in each area can be seen in 6 below. 

4.3  A full review of the ToR took place at the April and May 2018 meetings of the 
Committee and looked at: 

-  The duties of the committee particularly the focus on people and organisational 
development - it was agreed that the ToR needed amending to ensure that this was 
a focus of the committee going forward. 

-  The membership of the committee – it was agreed to remove the Trust Chairman as 
a standing member and allow him a roving role across all committees, it was also 
agreed that if the committee Chair could not attend then a fellow NED not the 
Finance Director would chair the meeting. 

- The reporting groups – these were adjusted to represent the new operational 
structures. 

-  That papers were delivered in a timely fashion – this would appear to be as a result 
of recent changes in the secretarial support and is expected to be corrected from 
now on.  

 
5. MEMBERSHIP & ATTENDANCE 

5.1 In 2017/18 the membership of the Committee consisted of: 

 Non-Executive Director (Chair); 

 Non-Executive Director  (x2 excluding Chair) 

 Chief Executive 

 Director of Finance (Lead Director) 

 Chief Delivery Officer  

 Director of Nursing & Quality   

 Medical Director 

In addition, and in compliance with the TOR for the Committee, additional Trust 
representatives were required to attend meetings of the Committee:  

 Associate Director of Human Resources  

 Director of ICT 

 Director of Communications & Marketing 

 Associate Director of Operations for each CBU 

5.2 As shown in the revised TOR attached at appendix 2, proposed changes to the 
Membership and Attendees will reflect updated job titles, revised structures (with 
expansion of the subsidiary company) and governance needs.   

5.3 The ToR require all Committee members to attend all meetings, or in the event of a 
member‟s absence, a nominated deputy is required to attend on their behalf.  With 
regard to attendees at the Committee, the ToR require attendees or their 
representatives to attend at least 10 meetings per year. (See appendix 3). 



 

6 
 

5.4 In 2017/18 the Committee met 12 times. 

5.5 There has been good overall representation of members and attendees at the 12 
scheduled meetings of the Committee in 2017/18. In terms of Associate Directors of 
Operations there are always some ongoing operational issues necessitating their 
attendance elsewhere, which have impacted on their attendance but in most cases 
deputies were provided.  

6. MAIN ACTIVITIES 

6.1 During 2017/18 the Committee has delivered its key responsibilities and duties as 
outlined with the agreed ToR. Meetings have been in held in accordance with the 
agreed schedule with two meetings (mid-year and year end) open to all Board 
members to scrutinise financial and operational performance.  

6.2 All issues for escalation have been continuously reported upwards to the Board of 
Directors with relevant information being shared with the Quality & Governance 
Committee and Audit Committee, as and when required. Information is communicated 
and escalated via the Chair‟s Logs, with Minutes from each meeting of the Committee 
being made available to the Board of Directors for information. 

6.3 Throughout the year the Committee continued to receive information and input from all 
CBUs through the Associate Directors Of Operations and has continued to encourage 
all CBUs to raise any issues or concerns pertaining to finance and performance and 
for these matters to be escalated, when deemed necessary, directly to the Board of 
Directors via the Chair of the Committee. 

6.4 Through monthly review and scrutiny of the Trust‟s Integrated Performance Report 
(IPR) the Committee has been able to provide the Board of Directors with the 
assurance that performance is being monitored on a monthly basis. Throughout the 
year the Committee has continuously scrutinised and challenged the accuracy and 
robustness of the information being reported, ensuring that financial and operational 
improvements are being made and organisational learning is being implemented. For 
areas identified as high risk by the Committee, single item reports have also been 
requested for the purpose of additional information and assurance.   

6.5 The assurance provided to the Board with regard to the risk management 
arrangements within the Trust is supported through the monthly review of the Trust‟s 
Board Assurance Framework.  

6.6 In terms of the main areas reviewed over the year these are summarised here under 
the headings mentioned in section 4. 

-  Financial matters – the Committee reviewed the financial performance as a key 
part of its monthly meetings. Throughout the year the Committee was able to 
report good performance versus the budgeted deficit and delivery ahead of 
budget at year end. In terms of CIPs there was continuous review of performance 
which led to the CIP target being delivered for the fifth year running although 
once again the non-recurrent element remains an issue. The Committee also 
monitored the drawdown of funding to ensure ongoing liquidity, the management 
of agency spend and the ongoing development of Service Line Reporting (SLR) 
to help CBUs better manage and control their areas. The committee does feel 
that not as much has been made of this SLR data as could have been in terms of 
improving productivity which should be a focus for next year particularly with the 
addition of PLICS. 

 - Performance Management – Major focus here was on A&E performance which 
was very erratic and struggled to deliver on the 95% target, cancer waiting, 
outpatients, sickness levels, appraisal levels and mandatory training. Key issues 
were raised to Board and whilst sickness levels and appraisal levels delivered 



 

7 
 

successful outcomes A&E, cancer waiting, outpatients and mandatory training 
did not fully deliver (although extenuating circumstances were given in each 
area). At year end the final performances were A&E waiting times at 90.50%, all 
national KPIs achieved, sickness levels at 4.1%, appraisal rates above 90% and 
mandatory training at 87.7%. 

 - Contract Negotiation and Performance – the catering and cleaning contracts are 
now part of BFS and were closely monitored through the BFS Monitoring Group 
and are delivering against key KPIs.  

- Risk Management and Internal Control – The main approach to this was the 
monthly review of the BAF, which is now a core agenda item for the Committee 
and is fully integrated into all discussions. In addition the Committee regularly 
reviewed ICT issues and had regular updates on the ongoing relationship with 
the CCG. 

-  Business Cases – the Committee received a number of new business cases. On 
the whole these were well put together however a few still struggled with SMART 
measures and needed to be re-presented. The Committee has now seen some 
of the six month reviews which look at performance against the KPIs set out 
within the business cases originally presented. The majority are showing good 
payback and improved patient support however this process needs better 
management as not all cases are coming back at the 6 month deadline or with 
measurable outcomes. 

- Human Resources and Organisational Development – the Committee continues 
to monitor the improvement of sickness levels, appraisals and mandatory 
training. The development of the new People Strategy took most of the year and 
was presented to the committee after the year-end.  

6.7 In addition to the above the Committee has reviewed and signed off the Business 
Plan, the R&D Strategy, the IT Strategy, the Estates Strategy and the Staff 
Engagement Strategy.   

 
7. COMPLIANCE WITH ANNUAL FORWARD PLAN 

7.1 A copy of the annual forward plan is attached at Appendix 4; this will be subject to 
annual review in line with the review and revision of the ToR for F&P. 

7.2 The forward plan in Appendix 4 is reflective of the programme for meetings of the 
Committee throughout 2017/18 (and rolling forward into 2018/19).  

7.3 The Committee‟s detailed list of work delivered by the F&P committee is all included 
within F&P committees annual forward plan. The forward plan steers the agendas of 
all scheduled meetings. 

 
8. EFFECTIVENESS OF THE FOUR SUB-GROUPS AND TWO ASSURANCE REPORTS 

8.1 F&P has continued to monitor the Trust‟s financial and operational performance and 
supporting structures through the monthly information and data received from the four 
sub- groups and two monthly assurance reports reporting into the Committee. Each of 
the sub-groups has presented an annual report to the Committee on the effectiveness 
of the delivery of their work during 2017/18 together with any recommendations for 
improvements to be made in 2018/19. These can be seen below. The key points to 
take from each one are: 

 

8.2 Barnsley Facilities Services Ltd - Performance  
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The Barnsley Facility Services Ltd (BFS) Performance Group has overseen the level of 
service provided by BFS to the Trust.  The Chairs log from this group kept the Finance and 
Performance Committee fully apprised on a number of initiatives including: 

 Post go live embedding of services. 

 The transition of Sterile Services from the Trust to BFS. 

 The delivery of a catering hostess service. 

 The delivery of a new laundry service. 

 Improvements in the provision of portering services. 

 The financial position including ongoing discussion with Auditors in relation to the 
valuation of the estate and lease arrangements. 

 

8.3  Capital Monitoring Group 

In response to national directions for all trusts to keep capital expenditure within approved 
funding, which was through depreciation and the Tiny Hearts donation, in 2017/18 the 
Trust had a capital spend of £5.561m. There were circa 32 projects completed or in 
progress which were further supported by additional funding provided of £1.557m from 
external PDC draw down plus an agreed overspend from NHS I.  

There were changes in the programme to offset the delay in O Block with funding 
transferring to the Generator scheme and the commencement of work to deliver a new 
Electronic Patient Record system.  Overall CMG worked closely with the Executive Team 
and CBU‟s. 

8.4  People 

The Workforce Group and the Staff Engagement Group has merged in 2017 to become 
the People and Engagement Group to bring a renewed focus and priority on our People. In 
2017 the Chief Executive took over as Chair of the group. This change in the group 
structure has been introduced in readiness for the group to monitor delivery of our new 
People Strategy and underlying implementation plans to be launched in early summer 
2018. The People Strategy is structured under 4 pillars; Talent, Engagement, Health & 
Wellbeing, Quality of policy and process.  

The Group continues the work carried out in Policy Review, Equality, Diversity & Inclusion 
and Trust training subcommittees. In 2017 a new Workforce Planning Steering Group 
subcommittee was set up to support a more robust and integrated workforce planning 
process for the Trust. The Nursing Associate Steering Group also reports to the People & 
Engagement Group. All groups have been reporting on an exception basis through the 
Chairs Log and these are presented by the Associate Director of HR, Equality, Diversity & 
Inclusion Lead and Head of Learning and Development. Any issues are escalated through 
the Group and noted on the People and Engagement Group log to F&P Committee. 

The Group has continued to review and amend the People Performance Dashboard and 
exception reports and the Occupational Health and Wellbeing Dashboard based upon 
feedback from the committee. It has also reviewed the Annual and Quarterly reports, the 
Workforce Strategy action plans and 39 new or updated policies and procedures.  

A key focus for the Group this year has been the Investors in People re-accreditation and 
the Gender Pay Gap reporting and work is ongoing to implement the action plans that 
have resulted from this. The Group has also worked on Workforce action plans covering 
Recruitment and Retention, Sickness Absence, Disciplinary and Grievance, and the Staff 
Survey. 
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8.5 CIP Steering Group 

This group oversees delivery of the Trust CIP programme and has ensured delivery of 
£9,362,321 versus a target of £7.8m (an overachievement of £1,562,321). The main 
issues arising from this year‟s CIP programme were, as last year, the problem of back 
loading/late delivery and the number of recurrent schemes. The recurrent proportion of the 
programme reached 67% required to meet the financial projections for the year. The 
2018/19 CIP target and programme is stretching so will need close monitoring throughout 
the year. 

 

8.6 Trust Operations Group  

The Trust Operations Group has continued to oversee a number of operational challenges 
and has managed a number of operational improvements this year working in parallel with 
CBU Performance Meetings which pick up specific CBU performance whilst Trust 
Operations Group manages cross CBU and corporate issues. 

The scope of the meeting has been amended in order to provide a more regular and 
current feel to the agenda. The agenda covers a number of „hot topics‟ regularly discussed 
at ET which have changed over the course of the year as is expected. The meeting also 
encourages an open door policy for teams outside of the core attendance to be able to 
gain access to the full operational team in one place every week. Examples of this include 
infrastructure updates such as the recent ICE server change and upgrade and recent 
generator upgrades, all of which were carried out with minimal disruption, which was 
supported by close working with the senior operational teams via Trust Operations Group. 

The meeting has been moved to a Thursday late afternoon to ensure robustness of the 
meeting following challenges with holding the meeting on a busy Monday afternoon. 

The meeting now includes attendance from the new Deputy Director of Nursing 
(Operations) in order to engage the wider operational teams on fast moving changes to 
patient flow and significant work on inpatient bed reconfiguration.  

A weekly, weekend planning session now follows the meeting in order to provide 
assurance on weekend plans and to pick up extraordinary calendar events which could 
place pressure on the Trust‟s position. Examples include bank holidays, key sporting 
events such as the Tour de Yorkshire and periods of inclement weather. 

In addition, the forum now has key representation from BFS colleagues, which has been 
very effective in joining frontline services with critically important support services in order 
to be agile in troubleshooting issues which may have taken longer to solve previously. 
Examples include small challenges in portering and catering, which have been solved 
rapidly with input from senior BFS colleagues weekly. 

Key issues managed at Trust Operations Group throughout the year include:   

 Outpatient typing and verification challenges which will now feed back to Trust 
Operations Group via the core outpatient steering group. 

 Monitoring of ASI position 

 Individual specialty RTT performance  

 Maintenance of core cancer standards 

 Continued diagnostic wait performance in excess of access standards 

 Managing the impact of large scale changes such as the transition of intermediate 
care services to BHNFT site 
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8.7 CBU Performance Meetings 

The Trust has held performance meetings consistently throughout the year, working with 
clinical business units and a wide array of staff to ensure performance standards in quality, 
safety and patient access along with business objectives are delivered. Key achievements 
include: 

 Maintained delivery of 62 day cancer standard for two years 

 Delivery of RTT improvement trajectories following challenges in transitioning key 
services to Barnsley and the impact of mandatory winter cancellation of elective 
activity 

 Strong diagnostic wait performance consistently delivering the sub 1% standard 

 Continued delivery of reduced DNA in key outpatient services 

 From the New Year, the performance meetings have been overseen by the Chief 
Delivery Officer, whilst the entirety of performance is reviewed and the performance 
framework is still in place a number of changes have been made: 

 The meetings are held with Executive Directors 

 The meetings have been rescheduled to ensure the full representation of the CBU 
Triumvirate team 

 The agenda has been reviewed to ensure a constructive two-way dialogue 
regarding performance and service developments 

 Some changes have already been made on the back of recommendations from the 
recent external audit of the performance framework 

Objectives for the coming year include the continued embedding of the new approach at 
performance review and to replicate this approach to the delivery of performance at a 
service level with support from the now scheduled CBU development sessions. 
 

9. EFFECTIVENESS OF THE FINANCE AND PERFORMANCE COMMITTEE  

9.1 As required in its TOR, the Committee has recently undertaken a self-assessment of its 
effectiveness as perceived by its Members and attendees (Appendix 5).  The feedback is of 
a very positive nature with agreement of good performance in the majority of areas. In terms 
of annotated feedback key points included: 

- In terms of level of information received – for good reason we have debated the level 
of information to be received which I feel is acceptable given the dynamic nature of the 
work we do and the shifts in focus needed throughout the year. 

- Members held to account for late or missing information – the chair has used 
judgement to apply an appropriate amount of pressure whilst taking account of 
exceptional pressures around the changing timelines for committee meetings.  

- When a decision has been made or action agreed I feel confident that they will be 
implemented as agreed and in line with the timescale set down – Linked to the point 
above this is positive but there are some areas of drift and the chair uses judgement to 
address this. 

- The quality of committee papers received allows me to perform my role effectively – 
Timing issues have resulted in late papers in recent months which does not allow for 
appropriate levels of diligence in reviewing the papers but over the course of the year 
the quality has been good. 

- The committee provides a written summary report of its meetings to the Board of 
Directors – the report is very comprehensive. “Summary” implies a short report and it 
isn‟t that. The quality of the report however is excellent. 
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- The committee chair allows debate to flow freely and does not assert his/her views too 
strongly – FP does an excellent job of chairing the committee. Given that FP may end 
his NED role this year there would be some advantage in an early confirmation of the 
future chair so there can be a managed hand over and transition. 

General Comments 

- My only disappointment is our failure to address productivity metrics and make a 
difference in this area. For the last 3 years we‟ve had SLR data but little action has 
been taken as a consequence of the data being presented. Thus producing the 
information is simply a cost that as yet has added little value. ………. This year we 
should address this issue as well as have a welcome focus on delivering the People 
Strategy. 

- F&P is a very effective committee. Whilst there is a purist argument that it should be 
an assurance committee only I think the current blend of assurance and operational 
business works really well and is reflected in our reliable delivery of finance and 
operational performance.  

9.2 Overall the feedback suggests that meetings are now running well with a clear agenda, 
more focus on learning from mistakes, a desire to look forward rather than spending time 
looking backwards at historical data and good constructive challenge being given by all 
committee members.  

 

10. GOVERNORS’ FINANCE & PERFORMANCE SUB GROUP 

10.1 There have been 6 meetings this year and attendance by NEDs can be seen in Appendix 6.  

10.2 Governors have used these meetings to hold the NEDs to account in terms of ensuring that 
the Executives are delivering on the Trust‟s Strategic Plan and in particular the financial and 
operational elements of that plan. Governors have pushed strongly on how NEDs are 
receiving assurance around the overall financial performance, A&E targets, cancer targets. 
There also continues to be quite a lot of focus on the development of BFS with a number of 
additional briefing sessions held. Questioning has been hard and to the point ensuring that 
NEDs have delivered in their roles. 

 
11. CONCLUSION and RECOMMENDATIONS 

11.1 In conclusion the Committee is delivering well against its key objectives.  

11.2  In terms of the areas highlighted in the introduction, the key conclusions are:- 

- Last Year’s Recommendations – four out of seven have been delivered and three 
out of seven partially delivered and those three will remain a clear focus in 
2018/19. 

- Role and Responsibilities of the Committee – the Committee has performed its 
duties over the financial year as set out in its ToR. A number of 
recommendations have come forward which the Committee have reviewed and 
implemented.  

-  Membership and Attendance – the membership of the Committee is seen to be 
entirely appropriate. Attendance has been good by all.  

-  Main Activities – the Committee has focused on financial performance 
particularly profit and cash, A&E, cancer and outpatients but has also increased 
its focus on the people agenda including not only sickness levels, appraisals and 
mandatory training but also how to develop and grow our people.. Whilst there 
has been improvement in most areas A&E remains an area of focus. The 
business case process is working well albeit with some minor work needed in 
ensuring that all cases return promptly at 6 months and have SMART outcomes. 
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Risk management through the BAF and the review of CCG relationships is now 
fully integrated. 

-  The four sub groups and two assurance reports are working well and providing 
clear and structured input into F&P. Next steps would be for NEDs to sit in on 
some of the sub group meetings as observers to gain further assurance. 

- Effectiveness of F&P – this continues to improve on a year on year basis with the                
main areas to develop in 2018/19 being more focus on the people agenda, more 
focus on SLR and PLICS, timeliness of papers, quality of Executive Summaries 
and the focus of the meeting to be more forward looking.  

- Governors F&P Sub Group – there has been good attendance by NEDs and 
robust challenge of the NEDs by Governors. 

10.2 Recommendations for 2018/19 are as follows: 

-  External benchmarking of performance needs to be further developed.   

- The Committee needs to move from reviewing historical data only to being more 
forward looking as well. 

-       That the Committee puts more emphasis into use of SLR and PLICS in looking at 
productivity.    

-       The People agenda becomes an area of key focus for the committee 

-   The amended ToR to be approved by the Board.    

10.3 The Board of Directors will be asked to endorse this report outlining the work undertaken by 
the Finance & Performance Committee and the progress it has made during 2017/18. The 
Board will also be asked to note the proposals for further development of the Finance & 
Performance Committee in the forthcoming year. 

 Appendices: 
 

 Appendix 1:  Reporting group structure 

 Appendix 2: ToR (amended and tracked)   

 Appendix 3: Committee attendance 

 Appendix 4:  Annual Plan (2017/18) 

 Appendix 5:  Self-assessment response 

 Appendix 6:   NED and Exec Team attendance at Governors F&P Sub Group 
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APPENDIX 1 
Finance & Performance Reporting Structure  
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APPENDIX 2                                                          

 

TERMS OF REFERENCE 

FINANCE AND PERFORMANCE COMMITTEE 

 

1. CONSTITUTION 

 The Board of Directors approved the establishment of the Finance and Performance 
Committee (known as “the Committee” in these terms of reference) for the purpose of: 

a) providing detailed scrutiny of financial matters and operational performance in 
order to provide assurance and raise concerns (if appropriate) to the Board of 
Directors. 

b) making recommendations, as appropriate, on financial,  and performance and 
workforce matters to the Board of Directors. 

The Committee is accountable to the Board of Directors and any changes to these 
terms of reference must be approved by the Board of Directors. 

2. DUTIES 

 In particular the Committee will provide assurance, raise concerns (if appropriate) and 
make recommendations to the Board of Directors in respect of the Committee‟s role 
in: 

Financial matters 

a) undertaking detailed scrutiny of monthly, quarterly and year to date financial 
information, including performance against the cost improvement programme; 

b) undertaking detailed scrutiny of the financial forward projections; 

c) considering proposal for financial plans and estimates; 

d) considering the annual budget for the Trust; 

e) approving business cases. 

 

Performance management 

f) receiving assurance from the CBU Management Team in respect of Clinical 
Business Units (CBU) performance against: 

• annual budgets, capital plans and the cost improvement programme;  

• quality, innovation, productivity and prevention plans;  

• commissioning for quality and innovation plans (CQUIN);  

• clinical activity and key performance indicators;  

• corporate governance activities and responsibilities. 

Contract negotiation and performance 

g) noting the position of contracts and raising any concerns; 

h) receiving assurance from the Executive Directors in respect of the organisation: 

• meeting the contractual requirements and expectations of commissioners; 

• meeting the legislative / regulatory requirements of regulators and other 



bodies; 

• contracts including those over 50k. 

Risk management and internal control 

i) receiving reports and assurance from the Executive Directors in respect of risks, 
considering the recommendations as appropriate from the Executive Directors as 
to those risks which are strategically significant and need to be included in the 
Board‟s Assurance Framework:  

• overseeing the Executive Directors‟ role in ensuring CBU Action Plans to 
mitigate risks and gaps in controls and assurance are implemented; 

• liaise with the Quality & Governance Committee to consider the impact of these 
risks identified by Finance & Performance against all the risks facing the 
organisation; 

j) work with the Audit Committee and the Quality & Governance Committee advising 
on the non-clinical aspects of Risk Management. 

k) liaising with the Risk Management team to ensure compliance with the 
organisation‟s risk management systems and processes and to identify those 
risks (and risk mitigation action plans) which need to be brought to the attention of 
the Board of Directors. 

Business cases 

l) considering the recommendations of the Executive Directors when considering 
business cases in respect of sign off as per the Trust‟s Scheme of Delegation 
which may from time to time be reviewed: 

• major service and strategic developments from the Executive Directors; 

• new consultant or senior clinical posts submitted by the appropriate Executive 
Director; 

 Contracts delivering against controlled level of service above specified level. 

PeopleHuman Resources and Organisational Development 

m) consider, advise and make appropriate recommendations to the Board of 
Directors on all aspects of PeopleHR Strategy including:including policy 

•  monitor the organisation staff profile and trends, including sickness absence, 
turnover, mandatory training,  and appraisal completion and staff engagement 
and wellbeing ; 

•  monitor progress against PeopleHR Plans in relation to recruitment, leadership 
and professional development, organisational development, talent 
management and succession planning, workforce planning, performance 
management and employment policies and procedures. 

3. MEMBERSHIP 

 a) The Committee will include the following members: 

a. Non Executive Director (Chair) 

b. Non Executive Director  (x2 excluding Chair) 

b. Trust Chairman  

c. Chief Executive  

d. Director of Finance (Deputy Chair)(Lead Director) 

e. Director of Strategy & Business DevelopmentChief Delivery Officer 



f. Director of Nursing & Quality 

g. Director  of Operations   

a. Medical Director 

 

 All Non Executive Directors and Executive Team members listed above have 
voting rights. In the event of a tied vote, the Chair will have a casting vote. In the 
event of their absence Aall membersof the above, with the exception of the 
Chairman and Chief Executive,  will nominate a Deputy to attend on their behalf 
fully briefed.  The Deputy attending in such circumstances will not have the right to 
vote nor be counted in the quorum. 

 The Chairman and Chief Executive may be present on an ad hoc basis throughout 
the year.  When present they will have full voting rights and be counted in the 
quorum.  They will not be required to nominate Deputies in their absence. 

iib)  

b)c) The Chair of the Committee is the Non Executive Director appointed by the 
Chair of Barnsley Hospital NHS Foundation Trust. If the Committee Chair is not 
present, one of the other Non Executive members shall assume the Chair for that 
meeting.   

4. ATTENDANCE 

 a) Medical Director (attending as appropriate) 

b) Associate Director of Human Resources 

c) Director of ICT 

d) Director of Communications & Marketing 

a)e) CBU representation through the Associate Director of Operations or 
Clinical Director, as required 

f) In the event of their absence, the above attendees should make every effort to 
nominate a deputy to attend on their behalf and the deputy should be fully 
briefed 

g) Deputies to Executive Directors are invited to regularly attend the meeting to 
support succession planning in the Trust, accountability remains with Executive 
Directors 

h) The Chair of the Committee may also extend invitations to other persons with 
relevant skills, experience or expertise as necessary to deal with the business 
on the agenda. Such personnel will be in attendance and will have no voting 
rights 

b)i) The Chair of the Committee will also extend a regular invitation to attend all or 
part of any meeting of the Committee to the Managing Director of the Trust‟s 
wholly owned subsidiary company, Barnsley Facilities Services Limited. The 
MD is expected to attend on request and to adhere to the responsibilities listed 
above for any attendee. 

 

 

5. RESPONSIBILITY OF MEMBERS  

 Members of the Committee have a responsibility to: 
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a) attend allat least 10 out of 12 meetings, having read all papers beforehand; 

b) act as „champions‟, disseminating information and good practice as appropriate, 
using systems such as, but not limited to, Team Brief and CBU governance 
meetings; 

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

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

e) if unable to attend, send their apologies to the Chair and Secretary prior to the 
meeting and identify their deputy where applicable; 

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

g) declare any conflicts of interest / potential conflicts of interest in accordance with 
the Barnsley Hospital  NHS Foundation Trust‟s policies and procedures; 

h) at the start of the meeting, declare any conflicts of interest / potential conflicts of 
interest with the Barnsley Hospital  NHS Foundation Trust‟s policies and 
procedures. 

6. RESPONSIBILITY OF ATTENDEES  

 Regular attendees have a similar responsibility to:  

a) attend or send appropriate representation to allat least 10 out of 12 meetings, 
having read all papers beforehand; 

b) act as „champions‟, disseminating information and good practice as appropriate; 

c) where applicable identify agenda items, for consideration by the Chair, to the Lead 
Director / Secretary at least 10 working days2 before the meeting; 

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

e) if unable to attend, identify their deputy where applicable; 

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

g) declare any conflicts of interest / potential conflicts of interest in accordance with 
the Barnsley Hospital  NHS Foundation Trust‟s policies and procedures; 

h) at the start of the meeting, declare any conflicts of interest / potential conflicts of 
interest with the Barnsley Hospital  NHS Foundation Trust‟s policies and 
procedures. 

67. QUORUM 

 a) A quorum will normally be four members. Of these members, there should be: 

• at least one Non-Executive Director; and 

• at least one Executive Director. 

b) When considering if the meeting is quorate, only those individuals who are 
members can be counted.  Deputies and attendees cannot be considered as 
contributing to the quorum 

                                            
1
 Working days counted shall exclude the day of the meeting. 

2
 Working days counted shall exclude the day of the meeting. 



78. FREQUENCY 

 • Meetings will normally take place monthly, allowing for this Committee to report 
to the Board of Directors. 

• The business of each meeting will be transacted within a maximum of three 
hours. 

89. AUTHORITY 

 The Committee is authorised by the Board of Directors: 

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

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

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

d)  to establish and approve the terms of reference of such, groups or task and finish 
groups as it believes are necessary to fulfil its terms of reference; 

e) to approve business cases and financial commitments within limits agreed by the 
Board of Directors.  

10.  DECISION MAKING 

 a) Wherever possible members of the Committee will seek to make decisions and 
recommendations based on consensus;  

b) Where this is not possible then the Chair of the meeting will ask for members to 
vote using a show of hands, provided that nothing in the way of business is 
conducted is prohibited by the standing orders of the Barnsley Hospital NHS 
Foundation Trust; 

c) In the event of a formal vote the Chair will clarify what members are being asked 
to vote on – the „motion‟. Subject to meeting being quorate a simple majority of 
members present will prevail. In the event of a tied vote, the Chair of the meeting 
will have a second and deciding vote; 

d) Only the members of the Committee present at the meeting will be eligible to vote. 
Members not present, deputies and attendees will not be permitted to vote nor will 
proxy voting be permitted. The outcome of the vote, including the details of those 
members who voted in favour or against the motion and those who abstained, 
shall be recorded in the minutes of the meeting. 

 

11. REPORTING 

 The Committee will have the following reporting responsibilities: 

a) to ensure that the minutes of its meetings are formally recorded and provided to 
the Board of Directors;  

b) to present the Chair‟s Log to the Board of Directors at the Board‟s meetings 
regularly.  The Log shall be prepared by the Chair of the Committee, outlining the 
key issues discussed at the meeting and those issues that need to be brought to 
the attention of the Board of Directors.  Cover sheets are to be completed for the 
chairs log and action log outlining assurance escalation; 

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

d) any items of specific concern, or which require the Board of Directors‟ approval, 
will be subject to a separate report to accompany the Chair‟s Log; 

e)  to produce an annual report for the Board of Directors setting out: 

i. the role and the main responsibilities of the committee; 

ii. membership of the committee; 

iii. number of meetings and attendance; 

iv. a description of the main activities during the year; 

v. a completed annual self-assessment (using the format adopted by the Audit 
Committee) and the identification of any development needs for the 
Committee. 

12 REPORTING GROUPS 

 a) The groups identified below will be required to submit the following information to 
the Committee: 

• their terms or reference for formal approval and review; 

• the minutes of their meetings, together with Chair‟s Key Issues Log (Chair‟s 
Log) prepared by the Chair of that group, outlining the key  issues discussed 
at the meeting and those issues that need to be  brought to the attention 
of this Committee; 

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

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

• any report or briefing requested by this Committee.  
 

b) The groups are: 

• the Executive Team (re relevant issues) 

• the CIP Steering Group 

• the Capital Management Groupthe Workforce G 

• the Trust Operations Group 

• the Procurement Oversight Group 

• the People and Staff Engagement Group 

• CBU Performance Meetings 

• Barnsley Facilities Services (BFS) performance meetings 

• any Task and Finish Group set up by the Committee to assist them in carrying 
out their duties 

1213. ADMINISTRATIVE ARRANGEMENTS 

 a) The Lead Director - the Director of Finance - is a member of the Committee and 
has corporate responsibility for: 

i liaising with the Chair on all aspects of the work of the Committee, including 
providing advice; 



ii ensuring the Committee acts in accordance with the Trust‟s standing orders 
and the scheme of reservation and delegation; 

iii identifying an officer to undertake the role of Secretary; 

iv overseeing the delivery of the Secretary‟s duties; 

v minutes are to be written, produced and circulated in 7 working days to 
members with 3 working days for changes. 

b) The Secretary of the Committee will be responsible for: 

iiii attending the meeting; 

ivii ensuring correct and formal minutes are taken in the format prescribed in 
the Governance Strategy and, once agreed by the Chair, distributing 
minutes to the members; 

viii distribution of approved minutes to the Board of Directors; 

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

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

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

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

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

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

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

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

13.14 REVIEW 

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

 

 

Date Approved: June 2018  

Version Number: v5 

Next Review: June 20162019 

To be reviewed by: Finance & Performance Committee 

To be approved by: Board of Directors 

Executive Responsibility: Director of Finance 
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F&P Attendance 2017 2018 

Total 
number of 
meetings 
eligible 

Total 
number 
attended Name April May June July August Sept Oct Nov Dec Jan Feb March 

Keely Firth  1 1 1 1 1 1 1  1 1 1 12 10 

Nick Mapstone  1 1 1 1 1 - 1 1 1 1 1 12 10 

Francis Patton 1 1 - 1 1 1 1 1 1 1 1 1 12 11 

Stephen Wragg    1   1   1   3 3 

               

Lorraine Christopher 1 1 1 1 1        6 5 

Tom Davidson 1 1   1 1  1 1 1 1 1 12 9 

Dr Simon Enright 1 1 1  1  1 1 1 1 1  12 9 

Natalie Grosvenor     1 1 1  1    8 4 

Dr Richard Jenkins  1  1 1  1 1 1 1   12 7 

Karen Kelly 1  1  1  1 1 1    9 6 

Bob Kirton 1 1 1  1 1 1 1 1 1 1 1 12 11 

Heather McNair  1 1  1  1 1 1 1 1  12 8 

Emma Parkes   1 1 1  1    1  12 5 

Michael Wright 1 1 1 1  1 1 1 1 1 1 1 12 11 

Other Attendees 

Simon Ainsworth 1 1 1 1  1 1 1 1  1   9 

Kieran Baker    1     1  1   3 

Nicola Beaumont 1 1 1  1 1  1  1 1   8 

Ben Brewis  1  1     1 1 1 1  6 

Shaun Garside 1  1 1  1 1 1 1 1 1 1  10 

Karl Hickman  1            1 

Emma Lavery 1   1   1 1 1  1 1  7 

Katherine Sowden 1   1   1 1  1  1  6 

Chris Thickett 1  1  1 1 1 1 1  1 1  9 
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REPORT TO THE  
FINANCE & PERFORMANCE COMMITTEE   

REF:  

 

Forward Plan for Finance & Performance Committee – February 2018-March 2019 

DRAFT – for review/approval Red = overdue 

 2018 2019 

 Jan Feb Mar April May June July Aug Sept Oct * Nov Dec Jan Feb Mar 

MINUTES OF PREVIOUS MEETING                

CHAIRS LOG                

ACTION LOG                

ITEMS FOR SPECIAL MONITORING  
(items will change depending on priorities) 

 

Finance report – Trust                

Finance report – BFS    
- budget / business plan  
- any exception items 

               

Finance report – Charity                

Finance report – Consolidated                 

Service Line Reporting                

Year end forecast   
(grey = integral to monthly report) 

               

GENERAL ITEMS  

Corporate performance                

CIPs – monthly report PLUS Chair’s Log  
(the latter if available) 

               

BAF and CRR                

Capital Plan                

ICT Strategy                

Workforce dashboard                

Engagement with CCG                

IIP                 

                

SUBGROUP CHAIRS LOG   

Workforce Group                

Capital Management Group                

BFS                

Operations Group                

Executive Team                



 

 2018 2019 

 Jan Feb Mar April May June July Aug Sept Oct * Nov Dec Jan Feb Mar 

People & Engagement Group                 

ANNUAL REPORTS from all sub-groups                

BUSINESS CASE EVALUATION ** 
& PROGRESS (6 months after approval) 

 

Business Case Tracker (BK)                

Ophthalmology repatriation    
 
full 

report 
            

Bed Reconfiguration (Hot & Cold) - Benefits/Progress Paper  
(PMO email 24/5 – &  Dec 17 per Sept 17 meeting) 

               

Minor Ops business case –  
monitored quarterly, commencing Dec 2017 
(revised to six months, hence first report at April 18 per N Beaumont 
email 8/12/17) 

               

Service Development (Convergence Funding) Assistive Technology Team 
- Benefits/Progress Paper (per PMO email 5/7) 

               

Vital Signs                
Theatre Replacement Project (Bluespier) 
(per PMO email 4/10)                

ADDITIONAL REPORTS  

Strategy Delivery for 2017/18 (BK)   
(to Board following month) 

               

Business Plan 2017/18                

Business Plan 2018/19                

NHSI annual plan  - 2019/20                

R&D Strategy/business plan (RJ)   
(annual)             

annual   

SLA recommendations (MW)                  

Workforce Strategy   
Timeline to be agreed following launch of People Strategy 2018 

               

Winter plan                

Estates Strategy (LCh)                

Reference costs – annually (MW)                

Staff survey – action plan                

                

ANNUAL REPORTS  

Annual report of F&P  
(for Board) (FP) 

    
 

Start 
          

Sustainability (LCh)                

Financial implications of  
industrial tribunals & suspensions (RJ/MW) 

               

Equality & Diversity                

ERIC (LCh)                



 

 2018 2019 

 Jan Feb Mar April May June July Aug Sept Oct * Nov Dec Jan Feb Mar 

Apprenticeship - progress                

                

ITEMS FOR INFORMATION                

Internal Audit Reports (MW)                

 

Notes: 
*    October meeting = Mid year review (open invitation to full Board/ET)  
**  Business cases to be added when received and then brought back for review 
Blue text = added since last meeting 
Green bullet = report due to Board next month 
Red bullet = late 
 
 

 
Agreed: ___________  
To be updated monthly 
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FINANCE & PERFORMANCE EFFECTIVENESS: SELF-ASSESSMENT CHECKLIST 2017/18                   

 

 
 

FINANCE & PERFORMANCE (F&P) Effectiveness 
 

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

Theme 1  
– Committee Focus 

      

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

√√√√√√
√√√ 
81% 
(38%) 

√√     

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

√√√√√√
√ 

63% 
(38%) 

√√√√    

For good reason we have 
debated the level of 
information to be received 
which I feel is acceptable 
given the dynamic nature of 
the work we do and the 
shifts in focus needed 
throughout the year. 

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

√√√√√√
√ 

63% 
(46%) 

√√√√     

Theme 2  
– Committee Team Working 

      

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

√√√√√√
√ 

63% 
(62%) 

√√√√     

The Committee has structured its 
agenda to cover, performance targets, 
financial control and key strategic areas 
of focus. 

√√√√√√
√ 

63% 
(69%) 

√√√√     

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

√√√√√√
√ 

63% 
(54%) 

√√√√     

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

√√√√√√
√ 

63% 
(46%) 

√√√√     

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

√√√√√√ 
54% 
(62%) 

√√√√√ √    

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

√√√ 
27% 
(31%) 

√√√√√ √  √√ 
I am unsure of the process in 
relation to this aspect 

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

√√√√√√ 
54% 
(69%) 

√√√√√     
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Statement 
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Comments/ 
actions 

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

√√√√√ 
45% 
(62%) 

√√√√√ √    

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

√√√ 
27% 
(15%) 

√√√√√√√ √   

The chair has used 
judgement to apply an 
appropriate amount of 
pressure whilst taking 
account of exceptional 
pressures around the 
changing timelines for 
committee meetings. 

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

√√√ 
27% 
(23%) 

√√√√√√√
√ 

   

Linked to the point above 
this is positive but there are 
areas of drift and the chair 
uses judgement to address 
this. 

Theme 3  
– Committee Effectiveness 

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

√√√ 
27% 
(31%) 

√√√√√√
√√ 

   

Timing issues have resulted 
in late papers in recent 
months which does not 
always allow for appropriate 
levels of diligence in 
reviewing the papers but 
over the course of the year 
the quality has been good. 

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

√√√√√
√ 

54% 
(46%) 

√√√√√     

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

√√√√√ 
45% 
(46%) 

√√√√√
√ 

    

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

√√√√√
√ 

54% 
(69%) 

√√√√√     

Throughout the meeting and/or at the 
end of each section on the agenda, we 
discuss the  outcomes  and reflect back 
on decisions made and what worked 
well, not so well etc. 

√√√√ 
36% 
(38%) 

√√√√√
√ 

 √   

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

√√√√√
√√√ 
72% 
(77%) 

√√√    

 The report provided is very 
comprehensive. 
‘Summary’ implies a short 
report and it isn’t that. The 
quality of the report 
however is excellent. 

 Chairs action log 

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

√√√√√
√√ 

63% 
(69%) 

√√√√     

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

√√√√√ 
45% 
(54%) 

√√√√√
√ 
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Comments/ 
actions 

Theme 4  
– Leadership 

     
 

The Committee’s Chair has a positive 
impact on the performance of the 
Committee. 

√√√√√
√√√√ 
81% 
(77%) 

√√    
Francis is an excellent chair, 
and brings out the best in 
everyone. 

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

√√√√√
√√√ 
72% 
(85%) 

√√√     

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

√√√√√
√√√ 
72% 
(85%) 

√√√    

FP does an excellent job of 
chairing the committee. 
Given that FP may end his 
NED role this year, there 
would be some advantage in 
an early confirmation of the 
future chair so there can be 
a managed hand over and 
transition. 

 

General 
 

 
Please use this section for further 
feedback.  Is there anything you 
think would help the Committee run 
more smoothly?  Any ideas for future 
development / working differently? 

 
 

 F&P is a very effective committee. Whilst there is a purist argument that it should be 
an assurance committee only, I think the current blend of assurance and operational 
business works really well and is reflected in our reliable delivery of finance and 
operational performance. 

 F&P is a strong committee in all facets eg Chairing, membership and content. The 
area to address is around the timing of papers and this will be an urgent area of focus 
in the short term which may involve a review of meeting dates. 

 My only disappointment is our failure to address productivity metrics and make a 
difference in this area. For the last 3 years, we’ve had SLR data but little action has 
been taken as a consequence of the data being presented, Thus, producing the 
information is simply a cost that has as yet added little value. 

 
 The perennial productivity problems in T&O and General Surgery should have been 
 sorted out by now (or the services outsourced). We are always waiting for more and 
 better information – GIRFT, PLICS etc. But you don’t fatten a cow by constantly 
 weighing it! 
 
 This year, we should address this issue as well as have a welcome focus on 
 delivering the People Strategy. 

F&P Self-assessment form / June 2018 
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FPSG Attendance 2017/18  

GOVERNOR FPSG 

Title First Name Surname Eligible Attended 

Mr Paul Ardron 6 0 

Ms Kathryn Armitage 6 6 

Ms Michelle Bailey 4 1 

Mr Andrew Bogg 4 2 

Mr David Brannan 6 6 

Mrs Pauline Buttling 6 5 

Mr  Tony Conway 6 6 

Ms Helen Dixon 6 1 

Mr  Tony Dobell 6 5 

Mr Tony  Grierson 6 5 

Mr Alan Higgins 6 6 

Ms Karen Kanee 6 0 

Mr Peter Lleshi 6 1 

Mr Stephen Long 6 4 

Mr Chris Millington 6 6 

Ms Annie Moody 6 4 

Mrs Gwyn Morritt 3 1 

Mrs Jacky O’Brien 4 1 

Mr Harshad Patel 6 2 

Cllr Jenny Platts 6 2 

Mr Ray Raychaudhuri 6 2 

Mrs Carol Robb 6 3 

Mr Frank Skorrow 4 1 

Mr Robert Slater 6 5 

Mr Trevor Smith 6 6 

Mr Stephen Wragg 6 6 

 

NEDs and EDs  

Mrs Janet Dean  1 

Ms Keely Firth  3 

Mr Bob Kirton  1 

Mr Nick Mapstone  4 

Mr Francis Patton  6 

Mr Bob Kirton  1 
Red indicates term of office ended in year 

 



 
 

REPORT TO THE  
AUDIT COMMITTEE 

REF: BoD 18/08/P-16a 

 

SUBJECT: AUDIT COMMITTEE – CHAIR’S LOG  

DATE: 18 July 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 
 

 Registers of interest for directors, governors, all consultant medical staff and all staff above Band 
8a are currently being compillied by the Board Secretary. 

 The committee reviewed the main changes in guidance to audit committees from the Healthcare 
Financial Management Association and Department of Health. 

 The external auditor presented the annual audit letter which confirmed the successful outcome of 
the preparation of public disclosure statements for 2017/18. 

 Internal audit provided reports on the use of procurement cards; and the controls on pre-employment 
checks. Both found control weaknesses and thus gave Limited Assurance opinions. Management 
Action Plans have been agreed. 

 The committee reviewed the outcome of the NHS Counter Fraud Authority’s 2018 inspection. The 
report was generally positive but was critical of levels of fraud awareness training in the Trust. 

 The committee is concerned that a number of internal audit recommendations are outstanding and 
apparently drifting without sufficient pace to implementation. 

 The clinical audit annual report for 2017/18 and workplan for 2018/19 were noted and approved. 

 The Audit Committee’s annual report, revised terms of reference and 2018/19 workplan were agreed 
and are commended to the Board for approval. 

RECOMMENDATION    

 

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

 



 

Audit Chairs Log 18 July 18 

Subject: AUDIT COMMITTEE ASSURANCE REPORT Ref: BoD 18/07/P-16a 

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

Committee / Group Date Chair 

Audit Committee 18 July 2018 Nick Mapstone 

 

Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate to 

receiving body 

3.1 

Action log 

 

Registers of interest for directors, governors, all consultant medical staff and all 
staff above Band 8a are currently being complied by the Board Secretary. These 
will be presented to the Audit Committee on 24 October. 

 

Board For assurance 

4.1 

Healthcare Financial Management (HFMA) handbook 2018 

 

The committee reviewed the main changes in guidance from the HMFA/DoH. 
These include an increased attention on cyber security and the need for audit 
committees to be assured of governance in emerging integrated care 
organisations/systems. 

 

Board For assurance 

5.1 

External Audit 

 

The external auditor presented the annual audit letter which confirmed the 
successful outcome of the preparation of public disclosure statements for 2017/18. 
This should be placed on the Trust’s website for public scrutiny. 

 

Board For assurance 

5.2 
 
 
 
 
 
 
 
 

Internal Audit 

 

The internal auditors provided reports on the use of procurement cards; and the 
controls on pre-employment checks. Both found control weaknesses and thus gave 
Limited Assurance opinions. Management Action Plans have been agreed. 

 

Minor adjustments to the Internal Audit Plan were agreed to enable audits of 

Board For assurance 



 

Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate to 

receiving body 

business continuity and the policy management framework to be more relevant and 
timely.  

 

A revised approach to delivering the Head of Internal Audit Opinion was noted. 

 

The committee discussed the merits of the Trust adopting a formal assessment and 
statement of risk appetite. It remains to be convinced of the merit. Internal audit 
agreed to provide examples of the approach used in other trusts.  

 

The committee also discussed the need to assess so called Black Swan events 
(events that are unlikely to occur but which would be potentially catastrophic). 

 

5.3 

Counter Fraud Service (CFS) 

 

The committee reviewed the outcome of the NHS Counter Fraud Authority’s 2018 
inspection. The report was generally positive but it was critical of levels of fraud 
awareness training in the Trust. This was evidenced by a very poor response rate 
to a survey designed to elicit an understanding of awareness. The committee 
agreed that (i) the CFS is to provide face-to-face training as part of corporate 
induction; and (ii) an e-learning fraud awareness training module is to be introduced 
and designated as ‘desirable’. The committee decided not to designate such 
training as ‘mandatory’ as it had, in the committee’s view a lower priority than 
training that focussed on risks to patients. 

 

Board For assurance 

5.4 

Internal audit tracker 

 

A new electronic system for tracking the implementation of internal audit 
recommendations is to be available for the next meeting. However, the committee 
was concerned that a number of internal audit recommendations are outstanding 
and apparently drifting without sufficient pace to implementation. The committee 
therefore asks that the Executive Team should review the outstanding 
recommendations and provide an update on progress to the meeting on 24 
October.  

 

Executive 
Team 

ET to review and 
provide assurance 
back to the Audit 

Committee. 



 

Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate to 

receiving body 

6.3 

Clinical audit 

 

The clinical audit annual report for 2017/18 and workplan for 2018/19 were noted 
and approved. 

 

Board For assurance 

 
6.4 and 6.5 
 
 
 
 

Board Assurance Framework and Corporate Risk Register 

 

No changes to the BAF or CRR were considered necessary. 

Board Board to note. 

7 

Audit Committee annual report 

 

The Audit Committee’s annual report, revised terms of reference and 2018/19 
workplan were agreed and are commended to the Board for approval. 

 

Board 
Recommendation 

 

 



 

 
 

REPORT TO THE BOARD OF DIRECTORS REF: 
BoD 18/07/P-

16b 
 
 

SUBJECT: ANNUAL REPORT ON THE WORK OF THE AUDIT COMMITTEE 

DATE: JULY 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: Nick Mapstone 

PRESENTED BY: Nick Mapstone 

STRATEGIC CONTEXT  

The Audit Committee’s terms of reference require that to makes on annual report to the Board of 
Directors to provide assurance that it has met its terms of reference and delivered its workplan. 

EXECUTIVE SUMMARY  

During the course of 2017/18, the Audit Committee has continued to support the Board of Directors by 
critically reviewing and reporting on the effectiveness of systems of internal control. It has maintained 
oversight of the totality of organisational risk and the public disclosure statements that flow from 
assurance processes. 
 
The committee has maintained good working relationships with its external and internal auditors and 
counter-fraud service. When necessary, it has sought assurance from management reports. 
 
Our terms of reference need to be updated to reflect changes recommended by the Healthcare 
Financial Management Association. 

 

RECOMMENDATION(S)  

The Board is asked to: 
 

(i) approve the annual report; 

(ii) approve the revised terms of reference as recommended by the Committee 

 
 



Audit Committee Annual Report 
 

1. Executive Summary 

 

During the course of 2017/18, the Audit Committee has supported the Board of 

Directors by critically reviewing and reporting on the effectiveness of systems of 

internal control. It has maintained oversight of the totality of organisational risk and 

the public disclosure statements that flow from assurance processes. 

 

The committee has maintained good working relationships with its external and 

internal auditors and counter-fraud service. When necessary, it has sought assurance 

from management reports. 

 

2. Introduction and Purpose of the Report  

 

The Audit Committee is established under Trust Board delegation with approved 

terms of reference. 

 

The Committee independently reviews, monitors and reports to the Board of 

Directors on the attainment of effective control systems and financial reporting 

processes. 

 

The Membership and Terms of Reference are subject to annual review. 

 

This report sets out how the committee has satisfied its terms of reference during the 

financial year. 

  

3. Membership and Attendance  

 

The Audit Committee comprises three Non-Executive Directors (NEDs). Two NEDs 

must be present for the committee for it to be quorate. From April to December 

2017, the Committee was chaired by Janet Dean; and since January 2018 by Nick 

Mapstone. Philip Hudson is the third member of the committee. The three NEDs are 

members of the Trust’s other assurance committees, thus providing full oversight of 

the Trust’s governance arrangements. 

 

Tony Dobell, a public governor, originally attended the committee as an observer but 

has made a full and valuable contribution to the committee throughout the year. 

 

The committee met on six occasions during 2017/18 and has discharged its 

responsibilities for scrutinising risks and controls which affect all aspects of the 

Trust’s business.  



 

There is excellent attendance from members and regular attendees. Other staff 

attended when necessary to provide assurance about clinical, operational and 

financial risks. 

 

4. Principal Review Areas  

 

4.1 Governance, Risk Management and Internal Control 

 

During 2017/18 the committee reviewed relevant disclosure statements, in particular 

the Annual Governance Statement (AGS), the Head of Internal Audit Opinion 

(HoIAO), external audit opinion and other independent assurances. It considers that 

the AGS is consistent with the committee’s view on the Trust’s system of internal 

control. Accordingly, the committee recommended Board approval of the AGS for 

2017/18. 

 

The committee reviews the Trust’s corporate risk register and Board Assurance 

Framework at every meeting. This is to consider whether the internal controls and 

processes are resilient rather than reviewing individual risks.  

 

4.2 Internal Audit  

 

The Trust’s internal audit service has been provided by 360 Assurance and its 

predecessor organisations for the last ten years. In May 2018, an independent review 

by CIPFA confirmed that 360 Assurance’s work complies with Public Sector Internal 

Audit Standards. 

 

The committee has worked effectively with internal audit throughout the year to 

review, assess and develop internal control processes as necessary. An annual 

internal audit plan (220 days) was agreed, of which 19 days were carried forward to 

2018/19. 

 

The committee reviews progress against the agreed internal audit work plan for 

2017/18 via routine written progress reports from 360 Assurance at each meeting. 

 

Written progress reports outline the status of the planned audit work for the year 

and the outcome of individual reviews performed, along with associated 

recommendations.  

 

Internal Audit completed eleven reviews in 2017/18. Nine reviews resulted in 

significant assurance opinions as to the adequacy and effectiveness of control 

arrangements in place. Two reviews resulted in limited assurance: these were in 



relation to Workforce Planning and the Data Quality Framework. The issues reported 

have now been addressed to the committee’s satisfaction. 

  

The 2017/18 HoIAO was also received by the committee which gave significant 

assurance overall. The HoIAO was included within the AGS that forms part of the 

Trust’s Annual Report.  

 

A revised recommendations tracker was expected in 2017/18 and the committee has 

been told that it will be ready in July 2018. On receipt of each internal audit report 

any new recommendations will be entered and monitored so that each 

recommendation is tracked as its implementation date has become due. The details 

contained on the tracker will produce a routine summary report on the status of 

recommendations to each meeting of the committee for oversight and scrutiny 

purposes. 

 

During the course of 2017/18, the committee has noted that internal audit 

recommendations are not always implemented in the timescales agreed. The 

committee has therefore encouraged greater realism in agreeing timescales. The 

committee has also noted that management is not proving feedback to the internal 

auditors on the value and quality of its work. Again the committee has asked for this 

to be addressed. 

 

4.3 Counter Fraud  

 

360 Assurance provides the Trust with a Local Counter Fraud Service (LCFS). An 

annual plan of 65 days for 2017/18 was agreed.  The committee has received regular 

written progress reports from the LCFS throughout the year. The Annual Counter 

Fraud Report for 2017/18 and the Annual Counter Fraud Operational Plan for 

2018/19 were also submitted to the committee during the year. The committee notes 

the continuing efforts of the LCFS to promote awareness of counter fraud issues 

throughout the Trust and continue developing a strong anti-fraud culture, while also 

investigating allegations of fraud, corruption or bribery.  

 

The committee also received updates in relation to the organisational changes taking 

place at a national level within NHS Protect, which from 1st November 2017 became 

a Special Health Authority known as the NHS Counter Fraud Authority.  

 

4.4 External Audit  

 

The Trust appointed its current external auditors, Grant Thornton (GT) in 2016. The 

contract is for three years and runs to the audit of accounts 2018/19, with the option 

to extend for a further year. Progress reports are received from GT at committee 



meetings, including the audit opinion on the Trust’s annual financial statements and 

quality report. The GT intelligence reports are also very informative. 

 

During the year, private meetings with both the external and internal auditors can be 

provided as a standing offer. The offer has not needed to be taken up. In informal 

discussion, both sets of auditors have expressed satisfaction with the level of 

cooperation received from the Trust and no matters of concern have been raised. 

 

Some directors have expressed concerns about the amount of information that GT 

requested in respect of the establishment and transfer of assets from the Trust to 

BFS. Furthermore, some directors were unhappy at what they considered to be the 

unreasonably late intervention by GT’s partner panel and technical team, which only 

gave approval hours before the Extraordinary Board meeting that had been 

convened to approve the annual statements. 

 

The committee recognises that the establishment of BFS was a once-only exercise, 

and in view of the good relationships that have been established with the local team 

is minded not to take further action in regard to these concerns.  

 

5. Financial Reporting  

 

At its April and May 2018 meetings, the committee reviewed the draft and audited 

annual financial statements for 2017/18 before submission to the external auditors 

and the Trust Board.  

 

6. Management Reports  

 

The committee has requested and reviewed reports and received assurances from 

various directors and managers in relation to relevant areas of enquiry during the 

financial year 2017/18. For example, the last meeting included an excellent 

presentation on data quality from the ICT Director. 

 

7. Conclusion and Plans for 2018/19  

 

The committee has discharged its duties during 2017/18 as outlined in the executive 

summary of this report. 

 

A new Audit Committee Handbook (2018), has recently been published by the 

Healthcare Financial Management Association (HFMA) in association with the 

Department of Health. The committee will review the new guidance and incorporate 

changes into its workplan. In particular, we will need to consider the implications for 

the committee from changes in organisational form and partnership working (the 

Integrated Care System and an integrated Accountable Care Organisation in 



Barnsley); and assurance about cyber security. Revised Terms of Reference are 

attached (Appendix 1). 

 

The committee has conducted an evaluation of its effectiveness. The results of the 

evaluation are attached (Appendix 2) 

 

Details of attendance at the Audit Committee are attached (Appendix 3) 

 

The committee’s refreshed work plan for 2018/19 is attached to this report for 

approval (Appendix 4). 

 



 

Appendix 1 

AUDIT COMMITTEE TERMS OF REFERENCE 

 

1 Constitution 

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

2 Duties 

2.1 The Committee is responsible for the following aspects of integrated governance, risk 
management and internal controls: 

a) the Audit Committee provides an oversight of the activities of internal audit, 
external audit and the local counter fraud service and the assurance on internal 
control, including compliance with the law and regulations governing the Trust's 
activities. 

2.2 In particular, the Committee will review the adequacy and effectiveness of:  

a) All risk and control related disclosure statements (in particular the Annual 
Governance Statement and receive assurance from other committees), together 
with any accompanying Head of Internal Audit statement, external audit opinion 
or other appropriate independent assurances, prior to endorsement by the 
Board. 

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

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

b)d) The policies and procedures for all work related to fraud and corruption as 
required by NHS ProtectCounter Fraud Authority (NHSCFA) 

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

2.4 This will be evidenced through the Committee's use of an effective Assurance 
Framework to guide its work and that of the audit and assurance functions that 
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report to it. 

2.5 Internal Audit 

The Committee shall ensure that there is an effective internal audit function 
established by management that meets mandatory Public Sector Internal Audit 
Standards 2017 and provides appropriate independent assurance to the Audit 
Committee, Chief Executive and Board. This will be achieved by: 

a) Consideration of the provision of the Internal Audit service, the cost of the audit 
and any questions of resignation and dismissal. 

b) Review and approval of the Internal Audit strategy, operational plan and more 
detailed programme of work, ensuring that this is consistent with the audit 
needs of the Organisation as identified in the Assurance Framework. 

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

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

e) Annual review of the effectiveness of internal audit. 

The Head of Internal Audit shall have a direct reporting line to the Committee and its 
Chair. 

2.6 

 

 

 

 

 

 

 

 

 

 

 

 

2.7 

External Audit 

The Committee shall review and monitor the external auditors independence and objectivity 
and the effectiveness of the audit process. In particular the Committee will review the work and 
findings of the External Auditor appointed by the Trust and consider the implications 
and management's responses to their work. This will be achieved by: 

a) Consideration of the appointment and performance of the External Auditor. 

b) Discussion and agreement with the External Auditor, before the audit 
commences, of the nature and scope of the audit as set out in the Annual Plan. 

c) Discussion with the External Auditors of their local evaluation of audit risks and 
assessment of the Trust and associated impact on the audit fee. 

d) Review all External Audit reports, including agreement of the annual audit letter 
before submission to the Board and any work carried outside the annual audit 
plan, together with the appropriateness of management responses. 

The External Auditor shall have a direct reporting line to the Committee and its Chair. 

The Council of Governors has the responsibility to appoint or remove the Foundation 
Trust's External Auditors. 

Other Assurance Functions 

The Committee shall review the findings of other significant assurance functions, 



 

 

 

 

 

 

 

 

 

 

 

 

2.8 

both internal and external to the organisations, and consider the implications for the 
governance of the organisation. 

These will include, but not limited to, any reviews by the Department of Health and 

Social Care arm’s length bodies or regulators/inspectors – for example, the Care 

Quality Commission, NHS Resolution etc. and professional bodies with responsibility 

for the performance of staff or functions – for example, Royal Colleges, accreditation 

bodies etc. 

In addition, the Committee will review the work of other committees within the 

organisation, whose work can provide relevant assurance to the Audit Committee’s 

own areas of responsibility. In particular, this will include any clinical governance, risk 
management or quality committees that are established. 

In reviewing the work of a clinical governance committee, and issues around clinical 
risk management, the audit committee will wish to satisfy itself on the assurance that 
can be gained from the clinical audit function. 

Counter Fraud 

The Committee shall satisfy itself that the organisation has adequate arrangements 
in place for counter fraud, bribery and corruption that meet NHSCFA’s standards and 
shall review the outcomes of work in these areas. 

The Committee will refer any suspicions of fraud, bribery and corruption to the 
NHSCFA. 

 2.79 Standing Orders, Standing Financial Instructions and Standards of Business 
Conduct 

a) To review on behalf of the Board of Directors the operation of, and proposed 
changes to the Standing Orders and Standing Financial Instructions, Codes of 
Conduct and Standards of Business Conduct; including maintenance of registers 
of interest. 

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

c) To review the Scheme of Delegation. 

  
2.810 

Financial Reporting 

  a) The Committee shall monitor the integrity of the financial statements of the 
organisation and any formal announcements relating to its financial performance. 
The Committee should ensure that the systems for financial reporting to the 
Board of Directors, including those of budgetary control, are subject to review as 
to the completeness and accuracy of the information provided. 

b) The Committee shall have annual overview of the financial statements of the 
organisation and to annually review the accounting policies of the Trust and 



make appropriate recommendations to the Board of Directors. 

c) The Committee shall focus particularly on 

 The wording in the Annual Governance Statement 

 Changes in and compliance with accounting policies, practices and 
estimation techniques 

 Unadjusted mis-statements in the financial statements 

 Significant judgements in preparation of the financial statements 

 Letters of representation 

 Explanation from significant variances 

 Significant adjustment from external audit 

 2.119 Other audit related issues 

a) To review performance indicators relevant to the Committee. 

b) To examine any other matter referred to the Committee by the Board of 
Directors and to initiate investigation as determined by the Committee. 

c) Identify annual objectives of the Committee, produce an annual work plan in the 
agreed Trust format, measure performance at the end of the year and produce an 
annual report. 

  
2.102 

Whistleblowing 

The Committee shall review the effectiveness of the arrangements in place for staff to 
raise (in confidence) concerns about possible improprieties in financial, clinical or 
safety matters and ensure that any such concerns are investigated proportionately and 
independently. 

 3 Membership 

Full membership of the Committee is limited to Non-Executive Directors, whom the 
Board appoints on the recommendation of the Chairman of the Trust. 

The Chairman may not be a member of the Committee. At least one of the Non-
executive Directors should have recent and relevant financial experience. 

The formal membership of the committee shall comprise the following core 
members: 

• Chairman of the Committee, Non-executive Director 

1. Two other Non-executive Directors 

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



 4. Attendance 

It is expected that all members will attend all3 out of 5 committee meetings per 
financial year.     Aand an attendance record will be held for each meeting. 

The Chief Executive and other Executive Directors should be invited to attend 
when the Committee is discussing areas of risk or operation that are the 
responsibility of that Director. 

The Director of Finance, Deputy Director of Finance and Internal and External 
Auditors shall generally be in attendance at routine meetings of the Audit 
Committee. 

The counter fraud specialist will attend a minimum of two committee meetings a 
year. 

The Chief Executive should be invited to attend, at least annually, to discuss with 
the Audit Committee the process for assurance that supports the Annual 
Governance Statement. 

In line with best practice the Chairman of the Board of Directors is not a formal 
member but may be in attendance at committee meetings.  

No attendees, other than formal Members of the Committee (per section 3 above), 
shall have voting rights or be counted in the quorum. 

 

 5 Responsibility Of Members  

  Members of the Committee have a responsibility to: 

 attend at least 3 out of 5 meetings, having read all papers beforehand; act as 
'champions', disseminating information and good practice as appropriate; 

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

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

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

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

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

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

 



 6 Quorum 

A quorum for any meeting of the Committee shall be attendance by two core 
members of Non-Executive Directors. 

In the absence of the Committee Chair, one of the other core members shall 
assume the Chair for that meeting. 

 

 7 

 

 

 

 

 

 

Frequency of meetings 

Meetings of the Audit Committee shall be held at least five times per year and at 
such other times as the Chairman of the Committee shall require, subject to 
agreement with the Chairman of the Trust and the Chief Executive. 

The External Auditors shall be afforded the opportunity at least once per year to 
meet with the Committee without Executive Directors present. 

The Internal Auditors shall be afforded the opportunity at least once per year to 
meet the Committee without Executive Directors present. 

 

 8 Authority 

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

 

 9 Decision Making 

Wherever possible members of the Committee will seek to make decisions and 
recommendations based on consensus 

Where this is not possible then the Chair of the meeting will ask for Members to 
vote using a show of hands, provided that nothing in the way of business is 
conducted is prohibited by the standing orders of the Barnsley Hospital NHS 
Foundation Trust. 

In the event of a formal vote the chair will clarify what members are being asked 
to vote on - the motion.  Subject to meeting being quorate a simple majority of 
Members present will prevail. In the event of a tied vote, the Chair of the meeting 
will have a second and deciding vote. 

Only the Members of the Committee present at the meeting will be eligible to vote. 
Members not present, deputies and attendees will not be permitted to vote nor will 
proxy voting be permitted. The outcome of the vote, including the details of those 
Members who voted in favour or against the motion and those who abstained, 
shall be recorded in the Minutes of the meeting 

 

 



 

 10 Reporting Arrangements into Board of Directors  

 10.1 The Committee will have the following reporting responsibilities: 

a) to ensure that the minutes of its meetings are formally recorded and provided 
to the Board of Directors  

b) to ensure that a Chair’s Log prepared by the Chair of the meeting, outlining the 
key issues discussed at the meeting and those issues that need to be brought 
to the attention of the Board of Directors shall be presented to the Board of 
Directors after each Committee meeting; 

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

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

e) to produce an annual report for the Board of Directors setting out: 

i.  the role and the main responsibilities of the committee 

ii.  membership of the committee 

iii.  number of meetings and attendance 

iv.  a description of the main activities during the year 

v. a completed annual self-assessment (the format to be approved by the 
Audit Committee) and the identification of any development needs for the 
Committee 

 

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

 the fitness for purpose of the assurance framework 

 the completeness and ‘embeddedness’ of risk management in the 
organisation 

 the integration of governance arrangements 

 the appropriateness of evidence that shows the organisation is fulfilling 
regulatory requirements relating to its existence as a functioning business 

 the robustness of the processes behind the quality account 

 

 

 11 Reporting Groups  



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

 12 Administration  

 12.1 The Audit Committee will be supported by a nominated lead Executive Director, 
who will facilitate administrative support. 

a) liaising with the Chair on all aspects of the work of the Committee, 
including providing advice; 

b) ensuring the Committee acts in accordance with standing orders and the 
scheme of reservation and delegation; 

c) identifying an officer to undertake the role of Secretary; 

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

e) ensuring minutes are to be written, produced and circulated in 7 working 
days to members, with 3 working days for changes.  

 

 12.2 The Secretary of the Committee will be responsible for: 

a) attending the meeting; 

b) ensuring correct and formal minutes are taken in the format prescribed in 
the Governance Strategy and, once agreed by the Chair, distributing 
minutes to the members.   

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

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

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

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

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

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

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

 



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

  13. Review 

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

 

  

Date Approved:                 September 20178 (Board of Directors) 

Next Review:                    July 20189 (Audit Committee) 

To be reviewed by:  Audit Committee  

To be approved by:  Board of Directors 

Executive Responsibility: Director of Finance 
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Appendix 2 

 

Audit Committee 2017 2018 
Total number 
of meetings 

eligible 

Total number 
attended 

Name 6th April 19th May 13th July 5th Oct 17th Jan 14th March   

Janet Dean 1 - 1 1 1 1 6 5 

Philip Hudson 1 1 1 1 1 1 6 6 

Nick Mapstone 1 1 1 1 1 1 6 6 

Ros Moore  1 1 1 - - 3 3 

         

Counter Fraud Specialist 1 1 1 1 1 1 6 6 

Internal Audit 
Representative(s) 

1 1 1 1 1 1 6 6 

External Audit 
Representative(s) 

1 1 1 1 1 1 6 6 

Tony Dobell (Governor 
liaison) 

1 1 1 1 - 1 6 5 

Gill Feerick 1 1 - 1 1 - 6 4 

Dr Richard Jenkins - 1 - - - - 1 1 

Rob Kirkby 1 1 1 1 1 1 6 6 

Jan Micallef - - 1 - 1 - 4 2 

Chris Thickett - - - 1 1 1 4 3 

Steve Wragg - 1 - - - - 1 1 

Michael Wright 1 1 1 1 - 1 6 5 
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EVALUATION OF AUDIT COMMITTEE EFFECTIVENESS 2017/18 

 

Statement 
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U
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 a
n
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w

e
r Comments/ 

actions 

Theme 1  

– Committee Focus 
      

I am clear about the objectives the 

Committee has set itself each year. 

√√√ 

33% 

 

√√√√√√     

I understand how the Committee wants 

to operate in terms of the level of 

information it would like to receive for 

each of the items on its annual work 

plan. 

√√√ 

33% 

 

√√√√√√     

I have a full understanding of the Terms 

of Reference of the Committee. 

√√√√√ 

55% 

 

√√√√     

Theme 2  

– Committee Team Working 
      

The Committee membership has the 

right balance of experience, knowledge 

and skills to fulfill the role described in 

its Terms of Reference. 

√√√ 

33% 

 

√√√√√√     

The Committee has structured its 

agenda to cover, performance targets, 

financial control and key strategic areas 

of focus. 

√√√√ 

44% 

 

√√√√√     

The work plan is revisited at the end of 

every meeting to ensure it is accurate 

and up to date. 

√√√ 

33% 

 

√√√√√ √    
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I am clear with regards to the agenda 

items I am expected and required to 

contribute to. 

√√√√√√ 

66% 

 

√√√     

I am clear with regards to the 

requirements for my attendance 

at the Committee. 

√√√√√√

√ 

77% 

 

√√     

Non-attendance by members/ 

regular attendees is addressed by 

the Chair of the Committee. 

√√ 

22% 

 

√√√√   √√√ 
It has not been an issue 

Not an issue 

It is clear to me why I am a member/ 

attendee of this Committee and what 

information I am required to provide 

to the Committee. 

√√√√√√

√ 

88% 

 

√   √ 
I am not a member but rather 

an attendee 

I feel sufficiently comfortable within 

the Committee environment to be 

able to express my views, doubts 

and opinions.  

√√√√√√

√ 

77% 

 

√√     

Members/attendees are held to 

account for late or missing 

information. 

√ 

11% 

 

√√√√√ √  √√ 

 It is management that is 
responsible for 
presenting information 
to the committee. The 
committee is sufficiently 
robust in pressing for 
timely and good quality 
information 

 Not an issue 
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When a decision has been made or 

action agreed I feel confident that it 

will be implemented as agreed and in 

line with the timescale set down. 

√√ 

22% 

 

√√√√√      √√                                                                      

Management sometimes 

has a tendency to sign up 

to audit recommendations 

that aren't delivered on 

time. It would help if audit 

recommendations 

signposted a route map to 

implementation rather 

than just tell management 

to 'sort it out'. 

Theme 3  

– Committee Effectiveness 

The quality of Committee papers 

received allows me to perform my role 

effectively. 

√ 

11% 

 

√√√√√√

√√ 
   

Generally the quality of 

papers are very good 

Members/attendees provide real and 

genuine discussion and challenge 

which is of benefit to the effectiveness 

of the Committee. 

√√√ 

33% 

 

√√√√√

√ 
    

Debate  is allowed to flow  and 

conclusions reached without being  cut 

short or stifled due to time  constraints 

etc. 

√√√√ 

44% 

 

√√√√√     

Each agenda item is 'closed off' 

appropriately so that I am clear what 

the conclusion is; who is doing what, 

when and how etc, and how it is being 

monitored. 

√√ 

22% 

 

√√√√√

√√ 
    

Throughout the meeting and/or at the 

end of each section on the agenda, we 

discuss the  outcomes  and reflect back 

on decisions made and what worked 

well, not so well etc. 

√√ 

22% 

 

√√√√√ √  √ 

Not an issue - the chair's 

log to board summarises 

the work of the 

committee. 
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The Committee provides a written 

summary report of key points from its 

meetings to the Board of Directors. 

√√√√√ 

55% 

 

√√√√     

There is a formal  appraisal of the 

Committee’s effectiveness each year 

which  is evidence based 

and takes into  account my views 

and wider views. 

√√√√√ 

55% 

 

√√√√    

Not sure what evidence 

based means in this 

context 

The Committee actively challenges 

information providers during the year to 

gain a clear understanding of progress 

and achievement. 

√√ 

22% 

 

√√√√√

√√ 
    

Theme 4  

– Leadership 
     

 

The Committee’s Chair has a positive 

impact on the performance of the 

Committee. 

√√√√√

√ 

66% 

 

√√√    

Both chairs during the 

year have been effective 

and the new chair has 

made some positive 

changes. 

Committee meetings are chaired 

effectively and with clarity of purpose 

and outcome. 

√√√√√

√√ 

77% 

 

√√     

The Chair allows debate to flow 

freely and does not assert his/her 

views too strongly. 

√√√√√

√√ 

77% 

 

√√     
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AUDIT COMMITTEE FORWARD WORKPLAN JANUARY 2018 TO JANUARY 2019 

 

Changes from May 2018 written in Blue 
 

Agenda Item/ Issue January 18 March May (ARA) July October January 19 

Minutes of previous meeting x x x x x x 

Chairs Log x x x x x x 

Action Log x x x x x x 

Governance       

Review the Board Assurance Framework x x x x x x 

Review the Corporate Risk Register x x x x x x 

Items of note from the Board / other Committees x x x x x x 

Review draft annual governance statement  x x    

Review the annual report and accounts   x    

Review the quality account   x    

Review changes to standing orders x     x 

Annual review of governance framework     x  

Register of Corporate Hospitality / COI x x x x x x 

Audit tracker x x x x x x 

Register of Directors’ interests    x   

Register of Governors’ interests    x  x 

BFS Risk Register  x x  x x x 

Financial        

Agree final annual report and accounts timetable x     x 
Review progress of annual report and accounts  x     

Review audited annual accounts and financial 
statements 

  x    

BFS accounts – as part of group accounts    x x   

BFS ISA 260     x  

Review losses and special payments x x x x x x 

Review of Single Tenders and Tenders Awarded other 
than the lowest 

x x x x x x 

Data Quality       



Agenda Item/ Issue January 18 March May (ARA) July October January 19 

Data Quality Updates   x x x x 

Internal Audit       

Review and agree internal audit plan   x     

Review and approve internal audit terms of reference    x   

Annual review of effectiveness of internal audit     x  

Internal audit progress reports x x x x x x 

Receive annual internal audit report and associated 
opinions 

 x x    

External Audit       

Agree external audit plans  x     x 

Annual review the effectiveness of external audit     x  

Review external audit progress reports x x  x x x 

Clinical Audit       

Receive and review the annual clinical audit report & 
annual plan (after review by Q&G) 

   x   

Receive and review the annual report on NICE and 
NCEPOD (after review by Q&G) 

   x   

Counter Fraud       

Review and approve the annual work plan for counter 
fraud 

 x     

Receive counter fraud progress reports x x x x x x 

Review the organisations annual self review against 
NHS Protect standards 

  x    

Receive the annual report on counter fraud   x    

ICT       

Review compliance with Information Governance 
Toolkit 

     x 

Review of cyber security arrangements     x  

Partnership working       

Review the governance impact of an ICO     If required If required 

Review the governance impact of an ICS     If required If required 

Other items       

Self–assess the committee’s effectiveness    x   

Review the terms of reference of the committee    x   

Annual committee report    x   

Private discussions with internal/external auditors as x x x x x x 



Agenda Item/ Issue January 18 March May (ARA) July October January 19 

required 

Annual review of list of managers who are able to 
employ and dismiss staff in accordance with the 
Trust’s HR policies and procedures and Scheme of 
Delegation 

   x   

  
Updated for each meeting – latest update: July 2018 

 

 

 

 



  

REPORT TO BOARD OF DIRECTORS REF: BoD 18/07/P-17   

 

SUBJECT:   Integrated Performance Report 

DATE:          July 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 was delivered for the month of June at 95.4% despite a continued rise in ED attendances, up 13% 
against plan at Q1. Senior operational teams remain on site until 2200 daily. Weekend planning sessions have been 
implemented with a specific focus on weekend and public holiday resilience across. Patient flow actions are in place as part of 
the wider improvement programme. On-going support in reviewing ED staffing continues to ensure robust evening and 
weekend 4 hour access is achieved 

 
RTT: 
 
The validated position for May showed delivery of the incomplete position at 93.4%. This included individual specialties not 
compliant in Dermatology, Ophthalmology and Trauma & Orthopaedics. All non-compliant specialties have improvement 
trajectories in place. 

Cancer:  
 
The Trust remains compliant against the 62 day standard for May 2018, however the Trust continues to work with partners to 
deliver compliant shared pathway performance which for June was non-compliant at 70.6% despite improvement from the 
previous month 

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



2. Quality of Care:  
 
Patient Safety: 

Falls: Falls 
There has been a reduction of falls with harm in the month of June in comparison to previous months. 
There have been 71 total falls with 16 of these resulting in low harm and only 1 fall with moderate harm. 
Of the 71 falls, 16 of these were repeat falls. 
 
Grade 3 Pressure Ulcers: There have been no avoidable grade 3 pressure ulcers and one unavoidable grade 3 
pressure ulcer: 
 
Patient Harm: 
Six Serious Incidents reported in the month 
 • 2018/15205  - Delay in treatment  
• 2018/15201 – Delayed diagnosis of cancer  
• 2018/13885 – Delayed diagnosis of cancer  
• 2018/15206 – Hospital acquired VTE 
• 2018/13887 – Confidentiality breach 
• 2018/14290 – Hospital acquired avoidable grade 3 pressure ulcer 
 

Patient Experience: 

Complaints:  During June the Trust received 21 new complaints bringing the YTD total to 71. The percentage of 
cases closed within target during June was 83% and the year to date figure is 81% against the target of 90%. The 
average number of working days taken to investigate cases was 61 days and the YTD position is 60 days. 75% of 
complaints were upheld or partly upheld and no complaints were re-opened. The Patient Advice & Complaints 
team dealt with 177 concerns and enquiries during the month. 

 
3. People:  

 
Sickness  continues to remain static at 4.16% since its spike in January at 5.72% 
 
Staff Turnover excluding TUPE transfers to BFS is at 9.21% 
 
Mandatory Training remains at 88%. The topic with the highest compliance remains as back care awareness at 
97.2%. The topic with the lowest compliance is Infection Control level 2 at 78.3% 

 
Staff Appraisal Rate  at the end of the appraisal window as at 30 June is at 91.9% and therefore the target of 90% 
has been achieved   
 

4. Finance:  
 

 The planned deficit position is £30k favourable to plan 

 Clinical activity based income is £0.38m favourable to plan before risks and penalties.   

 Other income is favourable to plan. 

 CIP achievement is favourable to plan 

 Capital expenditure is £0.37m adverse to plan.  

RECOMMENDATIONS 

 
The Board of Dirctors is asked to receive and endorse the latest IPR  
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1. Purpose of the Report:

The purpose of this report is to inform the Trust Board and sub-committees of the latest position against key performance indicators, including operational and 

quality requirements mandated nationally, metrics detailed in the NHSi oversight model and those identified within the BHNFT Operational Plan for 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 
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Planned Financial Position 

Income

Cost Improvement Programme

62 day cancer standard

Diagnostic Waits

Sickness Absence

Mandatory Training

Staff Turnover

Staff Appraisal Rates

The 4 hour access standard was delivered for the month of June at 95.4% despite a continued rise in ED attendances, up 13% against plan at Q1. Senior operational teams 

remain on site until 2200 daily. Weekend planning sessions have been implemented with a specific focus on weekend and public holiday resilience across. Patient flow 

actions are in place as part of the wider improvement programme. Ongoing support in reviewing ED staffing continues to ensure robust evening and weekend 4 hour access 

is achieved

The validated position for May showed delivery of the incomplete position at 93.4%. This included individual specialties not compliant in Dermatology, Ophthalmology and 

Trauma & Orthopaedics. All non-compliant specialties have improvement trajectories in place.

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

which for June was non-compliant at 70.6% despite improvement from the previous month

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

Capital Plan

The Trust has a consolidated year to date deficit position of £3.61m that is £0.03m favourable to plan.

Clinical income is £0.38m ahead of plan, although the activity mix is varied.    Other income is favourableto plan at month 3.

CIP delivery for month 3 is ahead of plan year to date. 

Planned Sustainability and Transformation funding has been accrued in full for the quarter.

Capital expenditure is £0.37m behind plan.  Loan funding of £1.57m has been drawn year to date.

Sickness  continues to remain static at 4.16% since its spike in January at 5.72%. 

Mandatory Training remains at 88%. The topic with the highest compliance remains as back care awareness at 97.2%. The topic with the lowest compliance is Infection

Control level 2 at 78.3%

Staff Appraisal Rate  at the end of the appraisal window as at 30 June is at 91.9% and therefore the target of 90% has been achieved  

Staff Turnover excluding TUPE transfers to BFS is at 9.21% and in green
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4hr Emergency Access

Planned Cash Position
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Patient 

Experience

Clinical 

Effectiveness

Incidents

Six Serious Incidents reported in the month

 • 2018/15205  - Delay in treatment (severe harm)

• 2018/15201 – Delayed diagnosis of cancer (severe harm)

• 2018/13885 – Delayed diagnosis of cancer (severe harm)

• 2018/15206 – Hospital acquired VTE

• 2018/13887 – Confidentiality breach

• 2018/14290 – Hospital acquired avoidable grade 3 pressure ulcer

One medication incidents:

• Failure to follow up a patient

HSMR

HSMR Rolling 12 month HSMR - March 17 - April 18 is 94.5. FYTD 94.5

SHMI - Rolling 12 Months - October 2016 - September 2017 - 101.0  (The next publication has been delayed until 19/07/2018)

Pressure Ulcers

Pressure Ulcer (Quality Strategy – Goal 2: Delivering Consistently Safe Care)

Grade 3 Pressure Ulcers: 

No avoidable Grade 3 Pressure Ulcers

Grade 2 Pressure Ulcers

Avoidable grade 2 pressure ulcer, attributed to Ward 18.

Avoidable grade 2 pressure ulcer x2 attributed to AMU

• Repositioning regime not within Traffic Light Risk Assessment recommendations and no dynamic hybrid mattress was implemented. 

Action: Tissue Viability Team to work with ward staff on all aspects of Tissue Viability including Traffic Light Risk Assessment and care plan completion.

Avoidable grade 2 pressure ulcer x2 attributed to Ward 33

Falls

There has been a reduction of falls with harm in the month of June in comparison to previous months.

There have been 71 total falls with 16 of these resulting in low harm and only 1 fall with moderate harm. The patient fell and fractured their wrist.

Of the 71 falls, 16 of these were repeat falls.

For comparison; May: 71 falls, 22 low  harm and 1 severe harm.April: 73 falls, 24 low harm no incidents resulting in moderate harm, severe harm or resulting in death

The Trust is currently involved in a Falls Collaborative project hosted by NHS Improvement. A team of staff led by the Deputy Director of Nursing has been formed. The team have set an aim of reducing falls at peak times of activity on wards. The data obtained from a review of 

monthly falls reports show high levels of fall of an evening. The team are carrying out a PDSA project over the month of July by implementing a bedside handover process on wards ASU/20 and 22. Ward 19 will act is the control ward. Updates from the Fall Collaborative project will 

be shared in Trust Communications and social media.

Patient 

Safety

Complaints

During June the Trust received 21 new complaints bringing the YTD total to 71.  The new complaints were allocated to CBUs as follows:   CBU 1 – 10,  CBU 2 – 8,     CBU 3 – 2 and Corporate CBU – 1.    The majority of these new complaints relate to clinical care and treatment and 

communication issues.

The percentage of cases closed within target during June was 83% and the year to date figure is 81% against the target of 90%.   The average number of working days taken to investigate cases was  61 days and the YTD position is 60 days.  75% of complaints were upheld or partly 

upheld and no complaints were re-opened.         The Patient Advice & Complaints team dealt with 177 concerns and enquiries during the month.

Patients Partnerships People Performance  
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Domain KPI Target
Target 
(Month)

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

Dementia - Find/Assess 90% (>) National 92.3% 92.3% 88.3% 87.2% 89.5% 96.5% 87.4% 87.7% 91.9% 90.6% 94.1% 93.7% 91.4% 91.8%

Dementia - Investigate 90% (>) National 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Dementia - Refer 90% (>) National 100% 100% 100% 100% - 100% 100% 100% 100% 100% 100% 100% 100% 100%

Falls 785 (<) 65 BHNFT 238 238 52 55 64 90 82 93 80 72 86 73 94 71

Multiple Falls n/a BHNFT 58 58 8 13 14 24 17 26 22 13 18 18 24 16

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

Hand washing 95% (>) National 100% 100% 98.7% 97.1% 99.8% 99.8% 99.9% 99.7% 99.9% 100% 98% 100% 100% 99%

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

Pressure Ulcers Grade 2 (Avoidable) 0 0 BHNFT 9 9 1 2 0 0 3 3 4 4 3 3 1 5

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

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

MSSA 0 0 NHSE 5 5 2 1 1 2 2 1 0 0 1 2 1 2

E.coli 0 0 NHSE 9 9 2 1 1 2 1 2 3 1 2 5 0 4

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

Q - Serious Incidents - NHSE 20 20 7 3 5 7 3 1 7 5 1 6 8 6

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

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

Q - Percentage of Incidents Causing Harm 28% (<) BHNFT 42.4% 42.4% 5.2% 5.4% 5.2% 9.5% 9.1% 10.1% 8.2% 9.9% 11.1% 14.1% 13.9% 14.4%

Q - Total (All) 7400 (>) 617 BHNFT 1899 1899 574 607 574 705 668 661 850 680 684 624 670 605

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

<82.5% (> )
BHNFT 87% 87% 82.3% 86.6% 90% 86.5% 85.7% 85.6% 90.5% 89.4% 85% 87% 88% 86.2%

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

<82.5% (> )
BHNFT 98% 98.0% 96.1% 99.1% 96.2% 96.9% 97.1% 97.5% 95.8% 98.4% 98.9% 98.1% 97.6% 98.3%

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

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

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

<82.5% (> )
BHNFT 96.9% 97% 99.6% 95.3% 98% 97.5% 99.2% 98.5% 96.5% 98.2% 100% 97% 98% 96.4%

Q - Complaints closed within target % G >90%, A >=70%-90%, R <70% (>) BHNFT 81.0% 81.0% 94.7% 95.8% 94.7% 88.9% 94.4% 87% 93.3% 88.9% 87.5% 90.0% 73.7% 79.2%

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 97.7% 86.9% 91.6% 93.2% 98.5% 98.8% 97.8% 98.2% 97.7% 98.0% 98.2% 97.9% 96.9%

Recorded Medication Incidents 400 (<) 33 National 127 127 33 31 38 28 24 21 32 38 35 37 53 37

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

Q - HSMR (Rolling 12 months) Latest Data is March 2018 100 (<) 100 (<) National 95 93 94 94 93 93 92 92 89 96 95 0.0

Crude Mortality - 75 70 71 83 94 113 129 110 107 106 84 81

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

Q - HSMR (Financial Year to date) - April 17 - March 2018 100 (<) 100 (<) 95 87 85 86 87 86 88 90 92 93 95 95 0.0

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

Patient Safety

Patient Experience

Clinical 

Effectiveness

Patients will experience safe care

Patients Partnerships People Performance  
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Domain KPI Target
Target 
(Month)

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

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

Staff Appraisal Rate G >90%, A >=70%-90%, R <70% (>) BHNFT 98.0% 98.0% 98.9% 94.6% 93.7% 93.4% 92.7% 92.6% 92.3% 91.7% 91.0% 11.7% 43.5% 91.9%

Mandatory Training G >90%, A >=85%-90%, R <85% (>) BHNFT 88.2% 88.2% 87.7% 87% 87% 87.1% 87.1% 86.9% 87.7% 88.1% 88.4% 88.4% 88.2% 88.0%

Sickness Absence (In Month)
G <=3.75%, A >3.75%-4.25%, R >4.25% 

(<)
BHNFT 4.2% 4.2% 4% 3.6% 3.9% 4.3% 4.7% 5.1% 5.8% 4.6% 4.3% 4.3% 4.1% 4.2%

RTT Incomplete Pathways (May 2018) 92% (>) National 93.3% 93.3% 92.2% 92.1% 92.1% 92.1% 92% 92% 92.1% 92.4% 92.2% 93.2% 93.4%

Q - Cancer 2 Week Waits 93% (>) National 94.8% 94.8% 96.3% 95.8% 95.9% 95.5% 96.6% 96.7% 96.2% 95.8% 95.1% 94.1% 95.3%

Q - Symptomatic Breast 2 Week Waits 93% (>) National 93.1% 93.1% 89% 94.7% 97.6% 100% 97.8% 98.5% 99.1% 96.2% 91.7% 93.7% 92.7%

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

Q - 31 Day - Subsequent Treatment (Surgery) 94% (>) National 100% 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% 100.0% 100.0%

Q - 38 Day - Inter-Provider Transfer 85% (>) BHNFT 66.7% 66.7% 94.9% 86.7% 80% 81% 87.5% 75% 63.6% 85.7% 77.4% 63.2% 64.3% 70.6%

Q - 62 Day - GP Referral to Treatment 85% (>) National 89.9% 89.9% 93.1% 92.6% 100% 93.2% 91.1% 89.2% 89.5% 91.1% 90.6% 92.7% 87.3%

Q - 62 Day - Screening Referral to Treatment 90% (>) National 84.4% 84.4% 100% 85.7% 100% 92.3% 100% 75% 88.2% 96.3% 90.9% 85.7% 83.3%

Q - 62 Day - Consultant Upgrade to Treatment 85% (>) BHNFT 73.7% 73.7% 81.8% 90.9% 86.7% 85.7% 100% 100% 100% 80% 100% 33% 81%

Emergency % Patients Waiting <4 Hours 95% (>) National 92.9% 92.9% 95.2% 92.5% 94.6% 87.6% 92.2% 85.9% 85.5% 89.9% 91.1% 90.3% 93.0% 95.4%

Average Length of Stay - Elective (Spell) G <=3.45, A >3.45-3.91, R >3.91 (<) BHNFT 3.20 3.20 2.66 2.89 2.29 2.16 2.72 2.76 2.28 2.53 2.48 3.27 3.26 3.08

Average Length of Stay - Non-Elective (Spell) G <=3.45, A >3.45-3.91, R >3.91 (<) BHNFT 3.63 3.63 3.29 2.29 2.34 2.39 2.59 2.81 2.74 2.75 2.52 3.85 3.40 3.65

Re-admissions % (Validated) - BHNFT 7.1% 7.0% 6.8% 7.2% 6.1% 6.9% 7.5% 7.1% 8.0%

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% 0.3% 0.6% 0.7% 1.0% 0.5% 0.5% 0.4% 0.8% 1.1% 0.6% 0.4% 0.6%

DNA Outpatient DNA Rates G <=8%, A >8%-10%, R >10% (<) BHNFT 7.2% 7.2% 9.3% 8.2% 9.0% 7.8% 7.5% 7.8% 7.8% 7.1% 7.8% 6.8% 7.1% 7.6%

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

Workforce

Elective Access

Cancer

People will be proud to work for us

Performance matters - Key Performance Indicators

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% 3.2 3.2 6.3

Registered Nurses

17 91.2% 97.3% 102% 78.2% 3.0 2.4 5.4
Registered Midwives

18 78.2% 96.0% 95.7% 176.3% 3.7 2.8 6.6
Unregistered health care/midwifery care assistants

19 Elderly 75% 83% 105% 98.9% 2.5 4.1 6.6
Unregistered nursing/midwifery auxiliaries.

AMU 77% 89% 96.6% 108.9% 4.0 2.6 6.6

20_ASU 85.4% 83.6% 102.0% 101.2% 2.3 4.0 6.3

24 93.1% 95.4% 100.1% 103.3% 4.4 3.5 7.8

21 101.2% 72.9% 105.6% 110.1% 2.5 2.4 4.9

31/SA 91.4% 81.2% 108.2% 96.8% 4.1 3.5 7.6

32 73.6% 132.4% 108.1% 96.7% 3.0 3.8 6.8

33 87.0% 91.7% 101.7% 106.7% 2.9 2.9 5.9

34 74.7% 95.4% 113.4% 116.7% 5.8 3.2 9.0

ITU 94.3% 72.6% 100.5% - 31.5 2.0 33.5

SHDU 100.0% 52.6% 98.3% - 15.7 2.6 18.3

CCU 90.2% 65.5% 101.1% - 13.4 1.3 14.8

AN/PN 92% 84% 91% 79.7% 6.3 2.1 8.4

Birthing 

Centre
98% 100% 98% 100.0% 33.0 4.9 37.9

37 94% 77% 106% - 6.9 1.8 8.7

15 100% 100% 99% 89.3% 10.3 1.9 12.2

Diabetes/

Endocrinol
77% 69% 105% 110.0% 2.9 2.6 5.6

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 6 wards this month with a fill rate of less than 80% for registered 

staff on day shift which is an increase since last month these are; Ward 19 

(Care of the Elderly, Ward 32 (Surgery), ward 34 (Orthopaedics) and Ward 22 

(diabetes and Endocrinology) which are the same as last month and also 

ward 18 (respiratory) and the Acute Medcial Unit. 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

Specialty
Ave fill rate 

Registered
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300 - GENERAL MEDICINE

192 - CRITICAL CARE 

MEDICINE

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

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

823 - HAEMATOLOGY

301 - GASTROENTEROLOGY

100 - GENERAL SURGERY

110 - TRAUMA & 

ORTHOPAEDICS

Ave fill 

rate Care 

staff (%)
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People - At-a-glance

Patients Partnerships People Performance  

High Level Summary 
 

Sickness  continues to remain static at 4.16% since its spike in January at 5.72%.  
 
Staff Turnover excluding TUPE transfers to BFS is at 9.21% and in green 
 
Mandatory Training  remains at 88%. The topic with the highest compliance remains as back care 
awareness at 97.2%. The topic with the lowest compliance is Infection Control level 2 at 78.3% 
 
Staff Appraisal Rate  at the end of the appraisal window as at 30 June is at 91.9% and therefore the 
target of 90% has been achieved   
  
 

Key Issues Target
Current 

Month

Last 

Month

Rolling 12 

Months
Trend

Sickness Absence 

Rate 
3.75% 4.16% 4.14% 4.40%

Staff Turnover
7 - 10 % 

(0.58-0.83 %)
1.11% 0.38% 9.21%

Mandatory Training 90% 88.0% 88.2%

Staff Appraisal Rate 90% 91.9% 43.5%
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People - Trend Analysis 

Turnover SPC Chart Comparison Exc BFS

Turnover Rates (BFS Only) Sickness SPC Chart
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Performance Matters (KPIs)
Operational Efficiency

Comments:

Diagnostics

Comments:

Real time validation of readmissions is now in place and is being managed by the data quality group in 

order to ensure that the data behind readmission indicators is robust. A readmissions task and finish 

group will deliver clinical and operational improvements led by the Medical Director and Deputy Director 

of Operations.
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Diagnostic Waits: 

Diagnostic waits remain compliant with the 1% standard.

The month of April showed a reduction in cancelled operations.  Work continues to reduce the number of cancelled procedures.  This is discussed on a weekly basis in the Trust 

operations group.

Patients Partnerships People Performance  
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DNA Rates 

New Follow Up Total Target 2017/18

Cancelled Operations target is '0' 

0.4% 

0.7% 

0.3% 

0.6% 0.7% 

1.0% 

0.5% 0.5% 0.4% 

0.8% 

1.1% 

0.6% 

0.4% 

0.6% 

0.0%

0.2%

0.4%

0.6%

0.8%

1.0%

1.2%
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28 Day Breaches % Cancelled Ops Target

Cancelled Operations Target '0' 

0.00%
1.00%
2.00%
3.00%
4.00%
5.00%
6.00%
7.00%
8.00%
9.00%

Validated Barnsley CCG Re-admissions 

0.4% 
0.2% 0.3% 

0.0% 0.0% 0.2% 0.3% 
0.6% 0.7% 0.8% 1.0% 

0.1% 0.2% 
0.5% 

0.0%

0.5%

1.0%

1.5%

2.0%
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Diagnostic Tests over 6 Weeks 

Target Actual % 1718

Diagnostic tests over 6 weeks target is  <1% 
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Emergency Access and Patient Flow (1)
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Clinical and operational teams remain focused on continued action to mitigate the impact of pressure on patient access, predominantly for emergency patients. Actions Include:

• On-going implementation of organisational 9 steps

• Engagement meetings taken place with staff to share the planned bed reconfiguration plans.

• A road show is planned to launch the red 2 green and SAFER internally, this is planned to take place in September alongside the new bed configuration plan.

• A review is planned for August to analysis the case management team and the requirements of the service.

• On-going engagement with LHE partners at A&E Delivery Board- Engagement with regional partners

• EMS system now in place, ‘next steps’ workshop taken place in June, this will review wider roll out across partner organisations

• Point prevalence audit taking place on stranded patients. This is to review data quality. A focused case note review process will then take place in  July

• 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 July 2018.

• The Trust is engaged in the ‘Action for A&E programme’ which is run by NHSI and NHSE with follow up workshops arranged for June, July and September. 
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Emergency Access and Patient Flow (2)

A&E benchmarking 
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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)

ED Delivery Dashboard V4
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - 18 Week Referral to Treatment

As stated 

RTT 18 Week Performance - May 2018
Validated Position

Comments
Specialty <18 >18 Total %

General Surgery 1381 87 1468 94.1%

Urology 724 51 775 93.4%

Trauma & Orthopaedics 1071 119 1190 90.0%

Ear, Nose & Throat (ENT) 1075 84 1159 92.8%

Ophthalmology 1576 189 1765 89.3%

Oral Surgery 1157 100 1257 92.0%

General Medicine 173 9 182 95.1%

Gastroenterology 496 11 507 97.8%

Cardiology 411 2 413 99.5%

Dermatology 926 102 1028 90.1%

Thoracic Medicine 348 12 360 96.7%

Rheumatology 350 6 356 98.3%

Geriatric Medicine 141 1 142 99.3%

Gynaecology 812 12 824 98.5%

Other 863 32 895 96.4%

Total 11504 817 12321 93.4%
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Incompletes - Target 92%
The validated position for May showed delivery of the incomplete position at 93.4%. This included individual specialties not

compliant in Dermatology, Ophthalmology and Trauma & Orthopaedics. All non-compliant specialties have improvement trajectories

in place. T&O continue to achieve against their recovery trajectory and are on schedule to achieve the national incomplete target by

the end of Q1

Ophthalmology continues to achieve against their trajectory and are on schedule to achieve the national incomplete target by the

end of Q2

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) RTT position continues to demonstrate recovery, (Paediatric Dermatology compliant with standards), overall figures show

sustained improvement month on month.

2) Stable workforce, no locums 
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Performance Matters (KPIs)

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
BHNFT cancer performance remains strong and benchmarks well regionally. The intensity of work required to continually improve is challenging but all clinical and operational teams remain focused on the dleivery of cancer as a priority

62 Day GP referral to treatment target

The validated May performance shows the Trust maintained compliance against the target. The Trust has now consistently met this standard since June 2016.

Breast Symptomatic

The validated May position was unfortunately non-compliant at 92.7% which was just below the 93% threshold. This was due to one pathway which breached due to patient choice and took the performance in to a negative position. However the target has

recovered in June and is compliant at Q1 end. 

 

Consultant Upgrades

The validated May performance showed a non-compliant position. This is directly attributable to the low volume of accountable pathways which are unable to offset small numbers of breaches. However the performance has recovered in June. Whilst the Q1

unadjusted position is also non-compliant, this was improved following adjustments related to Inter-provider transfer allocations; and would render the Trust compliant. The Cancer Alliance is progressing work to address inconsistencies in the application of

Consultant Upgrades and embed improved processes. 

2 Week Waits 

All specialties achieved the threshold for the ‘2 week wait’ target in May.

62 Day ‘GP referral to treatment’ standard

In May, the Breast, Gynaecology, Haematology, Skin and Testicular pathways achieved 100% compliance with the 62 Day ‘GP referral to treatment’ standard. This related primarily to local treatment pathways (with the exception of 1 x accountable shared breast

pathway). Additionally the Lung pathway achieved overall compliance at 85.7%.

GP 62 Day treatments in May were also recorded in Head and Neck, Upper GI and Urology; all of whom failed to achieve compliance against the standard. This mainly related to shared pathway breaches. 

62 day screening

The 62 Day Screening target was fully compliant in May across all relevant specialties.

62 day consultant upgrade

The locally agreed 62 Day ‘Consultant Upgrade’ target in May was non-compliant due to 1 x shared breaches respectively in Head and Neck, Upper GI and Urology. 

Shared Pathways:

IPT data in June showed an improvement from the previous month at 70.6%.

Overall, 65.8% of shared pathways were referred to the tertiary centre by the required IPT milestone of Day 38 by Q1 end. The national reporting of IPT dates and the subsequent adjustment of performance will start with pathways commencing July 2018.

Prolonged pathways

There were 5 x prolonged pathways in April and May – all shared. RCAs are underway and will undergo usual clinical validation. Emergent themes and narrative will be provided in the next IPR.
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Performance Matters
Activity

17/18 18/19 18/19

Actual Plan Actual Variance %

Elective Day cases 6,748 6,820 6,641 -179 -3%

Elective Inpatients 997 965 873 -92 -10%

Elective Total 7,745 7,786 7,514 -272 -3%

Non Elective 9,340 9,501 9,576 75 1%

Maternity Pathway 1,653 1,622 1,609 -13 -1%

A&E Attendances 21,237 21,184 23,947 2763 13%

Outpatients 80,932 78,644 81,495 2851 4%

* Please note excess bed days are not included in these figures. 2018/19 Activity Plan 2017/18 Activity Plan

2018/19 Activity Actual 2017/18 Activity Actual

2017/18 Outturn

2018/19 Activity Plan 2017/18 Activity Plan 2018/19 Activity Plan 2017/18 Activity Plan

2018/19 Activity Actual 2017/18 Activity Actual 2018/19 Activity Actual 2017/18 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 2017/18 Activity Plan 2018/19 Activity Plan 2017/18 Activity Plan

2018/19 Activity Actual 2017/18 Activity Actual 2018/19 Activity Actual 2017/18 Activity Actual

2017/18 Outturn 2017/18 Outturn

Comments:

2018/19 Activity Plan 2017/18 Activity Plan

2018/19 Activity Actual 2017/18 Activity Actual
2017/18 Outturn
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Main area of under performance is in Electives.  The main area of over performance is A&E.

Day case under performance is Bowel Screening/Scope -107, T&O -174, Oral Surgery -61 and Respiratory Medicine -51.  

Specialities over performing are General Surgery +113 and Ophthalmology +132

Elective under performance: T&O -34, Colorectal -31, Cardiology -22 and Gynaecology -41. Specialties over performing are: 

General Surgery +23 and ENT +21.

Outpatients: New attendances are under performing by -453 and follow ups are over performing by +3259.
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Appendix  
A

d
m

it
te

d
 P

at
ie

n
t 

C
ar

e
 C

D
S

Barnsley is currently unable to flow the RTT patient pathway data in the APC & OP datasets, hence the reduced 

data quality score.
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Appendix  
Data Quality - Secondary Uses Service (SUS) Dashboard
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Appendix  

Q - Data Quality - Secondary Uses Service (SUS) Dashboard
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SUMMARY

Item RAG

1

2

3

4

5

6

Comments

Referral Management - Accurate and no 

multiple referrals from the same 

pathways/wrong referral.

Length of stay - date in hospital accurate.

Re-Admissions.

Referral to Treatment Validation. 3 Specialties are failing out of 15.

The Trust now has a well-established Data Quality Group that aims to ensure the Trust’s core electronic patient record system is up-to-date and accurate. This group comprises operational and ICT staff and reports directly into senior operational 

groups on progress and ensures delivery of action plans associated with emergent and pre-existing data quality issues

RTT Status 98s. Currently there are 0 RTT 98's.
On a daily basis we are monitoring current RTT98 statuses which 

is proven by the fact the numbers are 0. This also allows us to pick 

up any 98 issues. For previous RTT98 issues which are closed but 

required validating we are working on reducing the number on a 

daily basis. These errors have reduced significantly from over 

8000 records to 2900 in a matter of months.

Comments

Average outpatient tariff / patient record

Referral APP Ratio 

% Data Quality Errors 

Decreased Re-admissions 4 & 24 hours

Failing some specialties on month end position

We are currently auditing our outpatient outcome recording 

processes to ensure the correct codes are recorded. This work is 

dovetailing with developments in ICT to make outpatient outcome 

slips electronic, thus also working towards our Paperless agenda

Work is on-going to review referrals to ensure the numbers reflect 

actual numbers volumes. Training is then being delivered to 

ensure correct input of referrals into Lorenzo. This will be actively 

monitored by the Trust’s Data Quality Group

Recently, BHNFT implemented a daily audit process to evaluate 

information collected in Lorenzo and reports relating to length of 

stay. This audited identified 18 patients that had been discharged 

but were still showing in either reports or on Lorenzo due to 

incorrect data input/reporting processes. These errors have since 

been cleansed. The audit process is still ongoing until such time as 

we are confident that errors will not re-appear. There are 

currently no identified data quality issues.

To reduce error prevalence, Data Quality and Training teams are 

working closely with operational colleagues to improve admit, 

transfer and discharge data input process on our electronic 

patient record. Audits are being undertaken daily In addition, 

statistics are frequently being run to understand our current 

readmissions position. 

Over the last 12 months we have worked extensively to improve 

our data recording and audit processes for RTT. To this end, we 

have in place a host of digital tools to aid with validation of 

pathways to ensure patients receive their care in a timely manner. 

As such, the Trust now only has three specialities failing the 92% 

target. Overall the Trust achieved 93.4% in May 2018.

Average tariff: £91.52

Current position is 140.69%

0 Identified

4hr Readmissions - 13

24hr Readmissions - 795

Action Metric Metric Current Position

Outpatient missing and incomplete coding. 

Patients Partnerships People Performance  
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Performance - "At a glance"

Month 

Plan

Month 

Actual

Variance 

%
Variance Plan YTD Actual YTD

Variance 

%
Variance

Month 

Plan

Month 

Actual
Variance % Variance

Plan 

YTD

Actual 

YTD

Variance 

%
Variance

ACTIVITY LEVELS (PROVISIONAL) £'000 £'000 £'000 £'000 £'000 £'000

Elective inpatients 327 278 -14.98% -49 965 873 -9.53% -92 EBITDA -518 -920 -77.61% -402 -2,057 -2,066 -0.44% -9

Day Cases 2,309 2,201 -4.68% -108 6,820 6,641 -2.62% -179 Depreciation -401 -400 0.25% 1 -1203 -1203 0.00% 0

Non-elective inpatients 3,183 3,208 0.79% 25 9,512 9,600 0.93% 88 Restructuring & Other -21 -7 66.67% 14 -63 -42 33.33% 21

Outpatients 26,402 27,225 3.12% 823 77,982 80,788 3.60% 2,806 Financing Costs -107 -29 72.90% 78 -319 -298 6.58% 21

A&E 7,036 7,901 12.29% 865 21,184 23,947 13.04% 2,763 SURPLUS/(DEFICIT) -1,047 -1,356 -29.51% -309 -3,642 -3,609 0.91% 33

'Clinical' Activity

Other (excludes direct access tests) 7,874 7,817 -0.72% -57 23,351 24,579 5.26% 1,228 SOFP £'000 £'000 £'000 £'000 £'000

Total activity 47,131 48,630 3.18% 1,499 139,814 146,428 4.73% 6,614 Capital Spend -546 -498 -8.79% 48 -1,479 -1,107 -25.15% 372

Inventory 3,398 2,962 12.83% 436

CIP £'000 £'000 £'000 £'000 £'000 £'000 Receivables & Prepayments 16,747 18,085 -7.99% -1,338

Income 92 171 85.87% 79 272 484 77.94% 212 Payables -17,288 -17,985 4.03% 697

Pay 164 165 0.61% 1 490 537 9.59% 47 Accruals -7,739 -6,543 -15.45% -1,196

Non-Pay 205 143 -30.24% -62 570 406 -28.77% -164 Deferred Income -915 -1,260 37.70% 345

Total CIP 461 479 3.90% 18 1,332 1,427 7.13% 95

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

INCOME £'000 £'000 £'000 £'000 £'000 £'000 Cash 1,969 1,033 -47.54% -936

Clinical (Activity) 10,580 10,869 2.73% 289 31,470 32,338 2.76% 868 Loan Funding 0 -658 -61,193 -60,919 0.45% 274

Other Clinical 4,360 4,166 -4.45% -194 13,030 12,726 -2.33% -304

CQUINS 330 332 0.61% 2 982 1,000 1.83% 18 KPIs

Risks & Penalties 0 -17 -17 0 -190 -190 EBITDA % -3.00% -5.07% 69.15% -2.07% -3.99% -3.92% 1.72% 0.07%

Non Recurrent Income 0 37 #DIV/0! 37 0 112 #DIV/0! 112 Deficit % -6.06% -7.47% -23.35% -1.41% -7.07% -6.86% 3.03% 0.21%

ST & T Funding 413 413 0.00% 0 1,239 1,239 0.00% 0 Receivable Days 28.5 30.8 -7.99% -2.3

Other 1,596 2,343 46.80% 747 4,788 5,414 13.07% 626 Payable (excluding accruals) Days 116.6 75.1 -35.58% -41.5

Total income 17,279 18,143 5.00% 864 51,509 52,639 2.19% 1,130 Payable (including accruals) Days 104.5 102.4 -1.99% -2

Use of Resource metric 3 3 0.00% 0

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

Pay -11,922 -12,350 -3.59% -428 -35,941 -36,685 -2.07% -744

Drugs -1,319 -1,294 1.90% 25 -3,957 -3,876 2.05% 81

Non-Pay -4,556 -5,419 -18.94% -863 -13,668 -14,144 -3.48% -476 Consolidated

Total Costs -17,797 -19,063 -7.11% -1,266 -53,566 -54,705 -2.13% -1,139 excl charity

Payable days are total op exps, less total pay, add back lead units and agency control total

Payables are Trade & Other only

Performance - Financial Overview Performance - Financial Overview
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Performance Matters - Finance

June 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 favourable to plan by £0.1m 
 

• Clinical activity based income is £0.88m favourable to plan before risks and penalties.  The main variances are  non elective income £0.58m favourable, and outpatients £0.21m favourable.  
Other income is  £0.08 favourable to plan. 
 

• Operating costs are broadly to plan in total.  Pay is £0.7m adverse. 
 

• Non-pay costs total are £0.48m favourable to plan. 
 

• EBITDA is £0.009m above plan. 
 

• Depreciation is to plan, finance costs are favourable to plan.  
 

• The overall  deficit is  £0.033m favourable to plan 
 

• Capital expenditure is £0.37m less than plan. 
 

• Inventory is £0.44m below plan. 
 

• Total receivables incl. prepayments are £1.34m higher thanplan. 
 

• Total payables incl. accruals are £0.5m below plan. 
 

• Deferred income is £0.35m above plan. 
 

• Cash is £0.94m adverse to plan.   
 

• Debtor days are 30.8 year to date, which is  2.3 days adverse to plan. 
 

• Payable days are  75.1 year to date which is  41.5 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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Performance Matters (Financial Overview)

Comments:

Clinical income per day - this is above plan for June 2018
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Income analysis - this graph analyses the split of income on a monthly basis and 

demonstrates the variability of clinical income.

Pay as a % of clinical income is broadly to plan at June 2018

Patients Partnerships People Performance  
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Performance Matters (Financial Overview)

Patients Partnerships People Performance  

Comments:

CIP is £95k ahead of plan at month 3.
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Agency monthly spend - Total agency spend is £2.54m for the year.  Agency expenditure is 

reviewed in depth. 

Deficit  trend analysis - this graph highlights the gap between plan and actual at month 3.  

Currently the Trust deficit is £33k ahead of plan
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STRATEGIC CONTEXT 
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SUBJECT:   A changed approach to the delivery of Inpatient Capacity: 
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EXECUTIVE SUMMARY 

This paper sets out an overview of a proposed change to the way that BHNFT delivers inpatient capacity, with particular regard 

to the way we increase capacity during winter.  

It is acknowledged that previous approaches have been limited as to their absolute success and that bridging the gap between 

summer and winter demand for non-elective capacity requires a changed approach all year round.  This document sets out:  

 
The traditional response to managing an increased demand for inpatient capacity over the winter period has been to 

commission the opening of additional wards. In terms of staffing these wards, staffing has usually been achieved through 

the identification of staff on a short or long term basis from the base wards and the gaps have been filled through the use 

of locum staff from our internal nurse bank and agency; regularly nursing staff are moved from base wards on an ad-hoc 

basis to address the skill mix on escalation areas. At present we have 3 additional ward areas open.  

The management of staffing the opening of additional capacity proves to be consistently problematic. There are seldom 

any staff who voluntarily demonstrate a willingness to be moved to the escalation wards. Identifying staff through any 

other process has led to stress, anxiety and sickness absence despite the availability of learning opportunities to support 

them in their practice. Nursing staff that have been moved voice concerns around their professional vulnerability and their 

experience as a nurse working at the Trust. As a consequence this has had a direct impact on the outcome of the Trust staff 

survey and may adversely impact on retention and overall staff wellbeing and patient safety.  

The proposed approach sets out a significant improvement in patient experience. Having a more agile bed base which can 

readily flex, relinquishes the need to open whole new wards multiple times across winter and prevents patients being 

moved to accommodate new patients in to specialty and base wards. This is a significant step forward. Staff will be able to 

care for patients who they know and continuity of care will be improved.    

The use of locum staff is costly for the organisation and on occasion is not reliable. In addition, it has an undesirable impact 

on the continuity of care on the wards, they lack familiarity with the processes of the organisation and they don’t possess 

the commitment of our core team. There has been a negative impact on communication with patients and their families 

which has led to concerns and complaints. Patient moves between wards has increased and has impacted on length of 

stay; temporary staff do not always understand the detail in terms of the patient journey. In addition, concerns have been 

raised from our substantive staff around the differences in remuneration and pay structure.  

A key element of the bed proposal is to not just match inpatient demand to capacity but to also maximise the efficiency of 

our current workforce, improve staff satisfaction and to begin the work to outline the strategic vision of the nursing 

workforce to make the Trust ‘fit for the future’. 

This paper proposes an approach to staffing ‘flex wards’ where at least 3 wards will remain open but not full to capacity all 

year round so that peaks in demand can be met without the need to open entirely new wards. This approach will allow us 

to meet the demand for inpatient capacity all year round whilst maintaining staffing plans in each ward area on a more 

consistent and substantively staffed basis. 

Summary of Options Considered 

Do Nothing / 1819 Forecast 

 Suboptimal patient experience 

 Poor staff experience 

 High sickness levels 

 Forecast expenditure levels circa £2.05m above current plan (offset by circa £0.75m NEL income) 

 High likelihood of lost elective activity over winter circa £1.00m 

 Overall potential £3.05m adverse impact to plan (offset by circa £0.75m NEL income) 
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Proposed Model 

 Improved patient experience 

 Positive staff experience 

 Reduced sickness levels 

 Improved patient flow 

 Forecast expenditure levels circa £1.21m above current plan (offset by circa £0.75m NEL income) 

 Mitigated the risk / significantly reduced the likelihood of lost elective activity over winter 

 Overall potential £1.21m adverse impact to plan (offset by circa £0.75m NEL income) 

 Annualised impact circa £1.84m less than Do Nothing / 1819 Forecast (reduced impact in year due to 
recruitment timelines - circa £1.34m reduction in year) 

 

Recommendations: 

This paper recommends the endorsement of the proposed approach to deliver inpatient capacity differently, 

acknowledging significant benefits to patient experience, staff morale and wellbeing, operational performance with a 

financial outlook which suggests that, at worst, this approach will be cost-neutral. 

It is clear that current models of working are unsustainable, and whilst the proposed option represents an increased cost 

against plan, it represents a reduction against current run rates. The model would mitigate the potential for £1m lost 

income, reduce agency reliance, alongside ensuring safer wards, improving flow and improving staff morale. Should the 

Trust be able to identify schemes to reduce the requirement for beds by a 28 bedded ward, then the costs identified would 

reduce by £1.8m. The above also assumes no additional winter funding will be received to support the escalation costs. 
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A changed approach to the delivery of Inpatient Capacity:  

July 2018 

1. Introduction & Background 

Recent experience of the impact of winter on the Trust demonstrates a clear case for change in the way that we 

deliver inpatient capacity. Seasonal variation in non-elective demand has now outgrown a dated approach to 

increasing inpatient capacity by opening additional escalation wards. The cost of this growth in variation is significant 

and presents an opportunity to improve patient experience, staff satisfaction and to deliver a more cost effective 

approach. 

The previous approach has been delivered against a backdrop of a repetitive scenario where additional winter 

funding has arrived deep in to Q3 at best. Any investment to support winter comes at a time where the market for 

additional staffing resource drives a premium, the secured resource often arrives late and supporting infrastructure 

at a very basic level can be suboptimal. 

The cost of this inability to deliver a plan which makes sense, which is sustainable and which is flexible enough to 

cope with increasingly challenging winters is very difficult to quantify robustly. What is clear is that: 

 Although our quality indicators demonstrate safe and high quality care at BHNFT, improvements can be 
made with a changed approach.  

 Our staff survey outputs and various forms of engagement with front line clinical and operational teams 
demonstrates that there is a substantial impact on the morale and wellbeing of BHNFT teams in delivering 
care in such a way.  

 Our financial analysis demonstrates that targeted investment in a planned approach will at worst be cost 
neutral 

 

Additionally, there is a clear link between our operational performance and our approach to delivering inpatient 

capacity, a resultant struggle with patient flow across winter has a direct impact on 4 hour access for emergency and 

urgent care treatment. Delivering a flexible inpatient model which is responsive to changes in demand will produce a 

far more consistent service for patients requiring treatment. 

 

2. A changed approach to the delivery of inpatient capacity 

In order to address the impact of the challenges associated with our approach in previous years, Executive Team 

recently approved a detailed proposal, which sets out a changed approach: 

Instead of delivering additional wards of escalation capacity, the change in demand for inpatient capacity will be met 

by maintaining that additional capacity all year round, but with the ability to flex the level of capacity at a ward level 

in order to meet total demand. For example, an increase in 20 beds of occupancy will not be managed by new wards 

opening, but beds on a number of inpatient wards that are already operational being made available to cope with 

additional demand. 
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Plans are in place to establish stable leadership teams in those areas and deliver a medium term plan of staffing 

those areas with a more stable, substantively employed workforce with the correct tools to be able to deliver care 

for patients. 

It’s also important to acknowledge the wider determinants of patient flow, which require a number of approaches to 

tackling the challenges of a complex, adaptive system. The establishment of the ‘bed and Patient Management 

Programme, led by a number of senior clinical and operational leaders and overseen by the newly appointed Deputy 

Director of Nursing (Operations) will tackle key areas depicted below: 

 

Bed and Patient Management Programme
 – Project Workstreams Overview

7. Hearts and 
Minds

1. AMU / AMAC / Short Stay Unit

2. Emergency Department

2A. Emergency Department – 
Surgical Pathways

3. Ward Patient Flow and 
Discharge

4. Community and Partnership 
Therapy

6. Management and 
Staffing structures

8. Project 
Governance

5. Bed Capacity and Configuration

 

 

 

What is important to note is that this is a whole system approach to making small improvements across a number of 

critical processes, all of which produce effective patient flow. This with the inclusion of a robust staff engagement 

plan, which has already commenced, will ensure that the approach will be delivered in collaboration with staff, who 

have been part of the development of the proposed approach. 
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3. What do we hope to achieve? 

There are a number of benefits which cut across BHNFT’s strategic objectives and our Quality Goals, which are now 

well established. The analysis below sets out a summary of the objectives of the proposed approach and the impact 

this will have for our patients and our staff. 

Patients will experience outstanding care 

Patient experience will improve in an environment where a more planned and consistent approach to staffing and 

patient moves is maintained. Quality standards at BHNFT are already excellent and patient experience is good, this 

development allows us to build on our recent CQC rating of ‘Good’ to deliver even better care 

People will be proud to work for us 

Staff feedback is clear, our teams wish to work in a consistent ward environment without being moved to escalation 

wards, they wish to work alongside BHNFT colleagues in robust teams where possible and they wish to be supported 

with tools and equipment which allow them to be effective and efficient in delivering care for our patients. Building 

planned ward environments equipped with everything that a substantive ward area has in place, staffed with a 

substantive clinical leadership team and supported by BHNFT medical, therapies and operational teams will create a 

better environment for staff to work in. Moving to NHS Professionals in providing nurse bank facilities will support a 

strong response to staff in offering incentives for Barnsley staff to be rewarded for working any additional shifts at 

Barnsley rather than working for premium agencies elsewhere. This will enable staff to be more productive, better 

rewarded and will allow BHNT to retain staff more effectively. Barnsley will be an improved place to work and will be 

able to build on our strong track record of recruiting to a very high standard. 

Performance – we will achieve our goals sustainably 

4 hour access: Delivering  quality care with happy staff will support the delivery of the Trust’s performance agenda. 

The delivery of our 4 hour access standard remains a challenge, particularly in winter months. Effective patient flow 

and a planned approach to the delivery of additional capacity in addition to the other 7 work streams above will 

affect positive change.  

Elective Care: Our elective services remain a priority, in winter 2017/18, the Trust was subjected to mandatory 

cancellation of elective workloads, which had a resultant impact on the delivery of 18 week access in orthopaedic 

surgery. The proposed approach would see the ability to maintain 18 week access standards with a robust plan to 

deliver activity in early Q3 and late Q4 where disruption to elective workloads will be far less likely. The proposed 

approach will allow Barnsley to maintain the autonomy that was last winter due to a challenged 4 hour access 

position. A fully worked up plan for the delivery of a changed approach to elective care in Q3 and 4 will be presented 

to Executive Team for assurance in August 2018.  

Approach to public holidays and extraordinary events locally: 

A changed approach to high pressure circumstances which may adversely affect performance has commenced and 

will continually improve under a new standard operating procedure. This will ensure we have a planned approach to 

public holidays and also events in the borough that could impact on performance internally and externally.  

Areas of consideration will be  

 Review of medical cover pre, during and post bank holiday to ensure all in patients receive a timely review. 
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 Explore reduction in out patient activity to support in patient workload especially in the bank holiday period 

between Christmas and New Year. 

 Ensure all partners provide a robust plan in relation to their service cover to support patient flow. 

 Ensure we have robust cover in place for weekends and bank holidays in relation to medical discharge team, 

key teams including AMU and ED and adequate junior medical cover to support the decision makers. 

 Ensure we have a robust on call / resident cover in place to support the site. This also includes ensuring we 

have a rota in place for nurse staffing 7 days a week.  

The SOP will be presented to the executive team in June 2018 for consideration and comments. 

4. Operational Plan – how will we approach this? 

In order to deliver such a large programme of change across so many aspects of the way we deliver care, a number 

of approaches to enabling improvements are already underway: 

4.1 Deliver appropriate and clinically aligned inpatient accommodation: 

Bringing together inpatient capacity in the right place is an important part of this development. Ward 29 will provide 

short stay medical capacity delivered close to the Acute Medical Unit located on the floor below. Ward 30, on the 

same floor as W29 will provide additional medical capacity but will not be isolated as a single ward in order to 

provide the most safe and effective setup. Ward 23 will continue to provide additional capacity, adjacent to the 

current medical specialty wards. Ward 36 will then be adjacent to the Acorn Rehabilitation Unit. 
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4.2 Commence a process of recruitment to substantive front line clinical positions 

Current Model 
 
The traditional response to managing an increased demand for inpatient capacity over the winter period has been to 
commission the opening of additional wards. staffing has usually been achieved through the identification of staff on 
a short or long term basis from the base wards and the gaps have been filled through the use of locum staff from our 
internal nurse bank and agency; regularly nursing staff are moved from base wards on an ad-hoc basis to address the 
skill mix on escalation areas. At present we have 3 additional ward areas open.  
 

The need for change 
 
The management of staffing the opening of additional capacity proves to be consistently problematic. There are 
seldom any staff who voluntarily demonstrate a willingness to be moved to the escalation wards. Identifying staff 
through any other process has led to stress, anxiety and sickness absence despite the availability of learning 
opportunities to support them in their practice. Nursing staff that have been moved voice concerns around their 
professional vulnerability and their experience as a nurse working at the Trust. As a consequence this has had a 
direct impact on the outcome of the Trust staff survey and may adversely impact on retention and overall staff 
wellbeing and patient safety.     
 
The use of locum staff is costly for the organisation and on occasion is not reliable. In addition, it has an undesirable 
impact on the continuity of care on the wards, they lack familiarity with the processes of the organisation and they 
don’t possess the commitment of our core team. There has been a negative impact on communication with patients 
and their families which has led to concerns and complaints. Patient moves between wards has increased and has 
impacted on length of stay; temporary staff do not always understand the detail in terms of the patient journey. In 
addition, concerns have been raised from our substantive staff around the differences in remuneration and pay 
structure.  
 
A key element of the bed proposal is to not just match inpatient demand to capacity but to also maximise the 
efficiency of our current workforce, improve staff satisfaction and to begin the work to outline the strategic vision of 
the nursing workforce to make the Trust ‘fit for the future’.  
 

Creating a vision for nurse staffing 
 
It is recognised that there is no quick fix solution to address the registrant shortfall. In attempt to address this, meet 
current organisation demand and build a workforce fit for the future, the immediate steps that need to be taken 
include: 
 

• Recruit the ward management teams 
• Recruit the un-registered nursing workforce 
• Backfill rota gaps with locum staff  
• Develop a nursing workforce strategy: this will include detailed skill mix reviews of all inpatient wards, 

consideration of the skills gap and how we can meet it, explore the use of  new roles to bridge the registrant 
gap (Nurse Associates, Assistant  Practitioners & hybrid Therapy Assistants etc.) and how many would we 
need, review and refresh our recruitment strategies, reconsider the viability of overseas recruitment, staff 
engagement, focus on retention, analysis and development of a workforce profile (aging) 

• Acuity review – SNCT 
• Acuity review – daily snapshot of NEWS scores  
• Remuneration - changing the way we reward our own staff to make internal bank the preferred model for 

additional work.  This will include looking at paying premium bank rates to all staff and reduce reliance on 
agency staff. 

• NHS Professionals - utilising NHSP will ensure we have a wider resource of staff to access as all acute Trust’s 
in the ‘Working Together’ foot print for South Yorkshire utilise NHSP as a bank staffing provider.  



 
 

 

9 

 
 
In recent years there has been an increase in registered nurse vacancies due to external factors, these include 

reduction in university places for registered nurse training and the abolishment of the nursing bursary. This has 

created a competitive market for registered nurse wanting to work in the NHS.  

The Trust has undertaken a review of further options to support registered nurse recruitment this has included: 

 Review of provider of temporary and flexible workforce. In October 2018 the Trust will enter into a working 

partnership with NHS Professionals. The development will ensure we can set competitive rates of pay for all 

nursing and administrate staff, optimise training for staff and form part of a wider network across the ICS 

(Integrated care system) who are also in partnership with NHSP. 

 Development of the nurse associate trainee programme to support nursing establishments 

 Development of trainee practitioners in key areas such as theatres and pre assessment 

 Development of leadership development programmes for all levels of workforce including nursing 

 A scoping exercise in relation to overseas recruitment, this option was not taken forward due to the other 

recruitment strategies we have in place across the Trust.  

The impact of the development of other key roles such as nurse associates and work place based practitioners will 

begin to be realised in 2019/20 once cohorts of trainees become part of the nursing establishment. These posts will 

form part of a wider strategy about how key areas are staffed and the skill mix required. 

In the future some consideration may need to be given to revisiting overseas recruitment and looking at the 

development of an internal School of Nursing in partnership with a university to support development of ‘home 

grown’ nursing students. 

Recruitment plan for proposed additional bed base 
  
Wards 23, 29 and 36 have all been open for 6 months. These areas have been staffed using a mixture of our own 
employed staff and bank/agency. A Lead Nurse has been allocated to each ward along with two Sisters in order to 
ensure clinical leadership and a number of staff have been moved from base wards to ensure some continuity of 
staff for the patients. 
 
To enable these wards to be established on a permanent basis the recruitment strategy will include establishing 
key posts for all the areas such as Lead Nurse and Band 6 sister/ charge nurse. All areas have substantive or acting 
posts in place currently. A scoping exercise will be required to ascertain if key post holders want to continue in 
these posts. 
 
A targeted recruitment campaign will be required in relation to unregistered nurses to ensure we have a core 
team in place for each area. Unregistered recruitment is very successful in the Trust and therefore shouldn’t pose 
any risk to the recruitment strategy. 
 
Recruitment of band 5 registered nurses remains one of the biggest risks to the bed reconfiguration strategy.  
Over winter 2017/18 registered nurse movement across multiple clinical areas has been a large factor in increased 
stress levels, retaining staff in key areas and negative feedback via sources such as staff survey and datix.  
The recruitment of registered nurses is a continuous cycle however the Trust can learn form its experiences 
around recruitment on ward 22 ( a winter ward in 2016 that was kept open on a permanent basis ). The key to 
effective recruitment on this area was establishing a leadership team and also a stable unregistered workforce. 
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This in turn attracted registered nurses and a consistent team was developed. 
 
A comprehensive review has taken place across the Trust to understand core bed base establishments and review 
the wider risks associated with suboptimal staffing levels. This benchmarking will enable the senior nursing 
leadership team to risk assess all vacancies and plan for permanent staff movement to support all the bed base ( 
both existing and proposed ) to ensure all areas are safely staffed. 
The ability to recruit to additional bed stock coupled with a review of all establishments will support the reduction 
of staff movement. This will enhance patient safety and experience and also improve staff retention and stress 
levels associated with staff movement. 
 
 

Recruitment timeline 
 

Action  Lead  Time frame 

Undertake active recruitment into key leadership roles on 
ward 23, ward 36 and short stay unit. This will include 
recruitment to band 7 and band 6 nursing leadership roles 
and potential movement of existing post holders to re 
aligned areas. 

Abigail Trainer 
 
Diane Edwards 
 
Michael Shanaghey 

July 2018 

Undertake a targeted recruitment drive for band 5 registered 

nurse roles; this will be an on-going process to ensure we 

have registered nurse cover on all clinical areas.  

Registered nurses who are currently on ‘escalation’ wards will 

have the opportunity to stay on these areas if that’s their 

preferred option, then their base will recruit into the vacant 

post. 

Review existing workforce on current short stay unit (on 
AMU) to understand their intention about working on AMU 
or on short stay. Once determined a recruitment plan can 
be put in place to ensure posts are recruited into on both 
areas. 

Abigail Trainer 
 
Diane Edwards 
 
Michael Shanaghey 

July 2018 

Undertake targeted recruitment drive for unregistered nurses 

for wards 23 and 36.  

Un registered nurses who are currently on ‘escalation’ wards 

will have the opportunity to stay on these areas if that’s their 

preferred option, then their base will recruit into the vacant 

post. 

Review existing workforce on current short stay unit (on 
AMU) to understand their intention about working on AMU 
or on short stay. Once determined a recruitment plan can 
be put in place to ensure posts are recruited into on both 
areas. 

Abigail Trainer 
 
Diane Edwards 
 
Michael Shanaghey 

July 2018 

Consideration will need to given to reviewing ward clerk 

resource and ensure cover is adequate. A recruitment process 

may need to be considered. 

CBU leads  July 2018 

Consideration will need to given to reviewing provision of Department leads July 2018 



 
 

 

11 

required from support services, including physiotherapists, 

occupational therapists and pharmacy technicians. A 

recruitment process may need to be considered. 

 

4.3 Engage with staff as to plans moving forward 

The engagement approach will focus on a rolling road show campaign, supported by information shared internally 

online and in print and across all hospital areas and directly through clear manager briefings. 

Evidence, and feedback, show that junior staff do not access emails and the intranet post regularly so can miss 

important messages, including mandatory messages.  

Internal engagement 

 Road shows in hospital areas which are accessible and have the capacity for large numbers  

 PowerPoint presentations 

 Monthly Team and Director briefs 

 Briefings to managers by email with PowerPoint presentations 

 Promotional items as message reminders, e.g. pens, posters for staff boards 

 Internal online articles on HUB and in BUZZ 

 All User Emails 

 Ward Communication Folder reminders 

 Posters in staff areas 

 Semi-permanent displays in the new staff dining room and meeting rooms 
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5 Financial Appraisal of Options 

Whilst some of the wards that will be utilised are 24 and 26 beds, the costs have been calculated using either a 28 
bed or 16 bed model, due to the ward costs for 24, 26 & 28 beds being the same. The assumed ward profile that has 
been used to drive the costs is shown below. 
 

 
 
The costs assume cover is provided across all job roles seen on a normal ward, including Medical, nursing, therapies, 
ward clerk and environment coordinator. Relevant estates costs that are currently not incurred have also been 
incorporated, with the assumption that some of the costs are already incurred in current escalation arrangements. 
 
Nursing ratios for the wards are in line with other existing inpatient ward levels, and the costs have been calculated 
assuming full shift fill rate, per the below ratios. The below table shows the costs assumed per 28 or 16 bedded 
ward, as well as the assumed nursing ratios per ward. 
 

 
 
The cost projections for 18/19 have taken into account phasing around assumed recruitment timelines, and 
therefore contain a resultant increased agency usage within the early parts of the year. This gives rise to a projected 
18/19 revenue cost of £5.53m, plus £400k capital estates work. The annual substantive equivalent cost (assumed 
19/20 onwards) is based upon all post being filled with the exception of 15% nursing shifts being filled by agency, 
with a resultant 40% premium being paid. This gives rise to a projected on-going revenue cost of £5.38m. 
 

 

Wards Open Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Escalation 1 28 16 16 16 16 16 16 28 28 28 28 28

Escalation 2 28 16 16 16 16 16 16 28 28 28 28 28

Escalation 3 28 16 16 16 16 16 16 28 28 28 28 28

Escalation 4 28 28 28 28 28

WTE £k WTE £k Nurse Ratios Q UQ Q UQ

Recurrent Costs Early 4 4 2 3

Consultant 1.00 141 0.50 71 Late 4 4 2 3

SHO 2.00 122 1.00 61 Night 2 2 2 2

Nursing 37.28 1,212 27.25 893

Environment co-ordinator 1.00 20 1.00 20

Ward Clerk 1.00 20 1.00 20

O/T 2.00 62 2.00 62

P/T 2.00 62 2.00 62

Others 1.00 31 1.00 31

"Variable" FM Costs 51 51

Recurrent Total 47.28 1,721 35.75 1,270

One off Investment 100 100

TOTAL 47.28 1,821 35.75 1,370

28 Beds 16 Beds28 Bed Ward Costs 16 Bed Ward Costs

18/19 Phased Cost Profile Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Total

Annual 

Substantive 

Equivalent

Ward Establishment 154,600 83,025 140,025 140,025 270,045 306,045 306,045 389,970 479,985 519,960 519,960 519,960 3,829,645 4,446,645

Agency Cover 537,200 291,540 225,930 225,930 20,520 0 0 37,140 43,980 49,520 49,520 49,520 1,530,800 763,399

Estates Costs 17,000 12,750 12,750 12,750 12,750 12,750 12,750 12,750 17,000 17,000 17,000 17,000 174,250 174,250

Total Revenue Cost 708,800 387,315 378,705 378,705 303,315 318,795 318,795 439,860 540,965 586,480 586,480 586,480 5,534,695 5,384,294

Capital Requirement 400,000

Pay Cost Breakdown:

Consultant 47,160 17,685 17,685 17,685 17,685 17,685 17,685 35,370 41,265 47,160 47,160 47,160 371,385 371,306

SHO 40,640 15,240 15,240 15,240 15,240 15,240 15,240 30,480 35,560 40,640 40,640 40,640 320,040 320,303

Nursing 552,480 303,000 294,390 294,390 208,980 224,460 224,460 312,600 382,260 416,800 416,800 416,800 4,047,420 3,853,347

Environment co-ordinator 0 0 0 0 5,010 5,010 5,010 5,010 6,680 6,680 6,680 6,680 46,760 68,573

Ward Clerk 0 0 0 0 5,010 5,010 5,010 5,010 6,680 6,680 6,680 6,680 46,760 68,573

O/T 20,640 15,480 15,480 15,480 15,480 15,480 15,480 15,480 20,640 20,640 20,640 20,640 211,560 211,492

P/T 20,640 15,480 15,480 15,480 15,480 15,480 15,480 15,480 20,640 20,640 20,640 20,640 211,560 211,492

Others 10,240 7,680 7,680 7,680 7,680 7,680 7,680 7,680 10,240 10,240 10,240 10,240 104,960 104,960

Total Pay Cost 691,800 374,565 365,955 365,955 290,565 306,045 306,045 427,110 523,965 569,480 569,480 569,480 5,360,445 5,210,044
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17/18 Comparison 
 
An exact comparator to 17/18 expenditure levels is incredibly difficult to produce, as during 17/18 agency, bank and 
additional sessions have been used to cover a multitude of scenarios within CBU 1, being; escalation capacity, filling 
rota gaps, covering roster gaps, covering annual leave and sickness. These costs are not easily disaggregated into 
what is for escalation and what is for other issues. Costs associated with escalation capacity have also been incurred 
within CBU 2 as medical patients outlie and elective capacity has been contracted. Again, the cost associated with 
covering medical outliers is not easily disaggregated from the normal surgical ward costs. 
 
On top of the cost incurred circa £1m of income has been lost within CBU 2 during 17/18 due to cancelling elective 
work; these proposals would look to protect elective capacity to avoid the significant hit to income seen in 17/18.  
 
The best estimate of existing costs versus proposed cost and explanation of the difference is shown below. 
 

 
 
The 2017/18 comparable expenditure for escalation capacity was £4.172m, and therefore this formed the basis of 
the 2018/19 plan. On top of this the Trust incurred a loss of income of £1m due to elective capacity being impacted 
by escalation pressures, therefore the real cost associated with escalation in 2017/18 was £5.172m. The 2018/19 
plan, however, built back in the income under performance, which represents a risk to plan delivery. 
 
Based upon current run rates the anticipated 2018/19 expenditure on escalation is £6.229m, which is £2.058m more 
than plan. Furthermore, given current escalation configuration is as per 2017/18, there is a strong likelihood that the 
£1m income loss seen in 2017/18 will materialise again in 2018/19, taking the Trust to potentially £3.058m overall 
adverse to plan this year given current configurations. 
 
The proposed reconfigured bed model would cost £5.384m when fully established. Whilst this is £1.213m above 
planned expenditure levels, it is only £0.213m above when the income loss is taken into account to adjust to a “real” 
2017/18 comparator. 
 
When compared against current expenditure run rates the proposed model is £0.845m cheaper, and £1.845m 
cheaper when the income loss is factored in. Under the proposed model elective capacity would be protected, and 
work planned in advance either side of the December / January period, where the loss was seen in 2017/18. This is 
based upon the fully year effect of the implemented model, therefore, the reduction against run rate is likely to be 
lower this year by approximately £0.3m. 
 

Recommendation: The proposal should be supported. It is clear that current models of working are unsustainable, and whilst 
the proposed option represents an increased cost against plan, it represents a reduction against current run rates. The model 
would mitigate the potential for £1m lost income, reduce agency reliance, alongside ensuring safer wards, improving flow 
and improving staff morale. Should the Trust be able to identify schemes to reduce the requirement for beds by a 28 bedded 
ward, then the costs identified would reduce by £1.8m. The above also assumes no additional winter funding will be received 
to support the escalation costs. 

2017/18 

Outturn 

(2018/19 Plan)

2018/19 

Forecast Run 

Rate

Proposed 

Option 

(annualised 

impact)

2017/18 OT vs 

2018/19 FOT

2017/18 OT vs 

Proposed 

Option

2018/19 FOT 

vs Proposed 

Option

Ward Establishment 2,912,858 3,696,645 4,446,645 783,787 1,533,787 750,000

Agency Cover 1,258,721 2,358,591 763,399 1,099,869 (495,322) (1,595,192)

Pay Cost 4,171,580 6,055,236 5,210,044 1,883,657 1,038,465 (845,192)

Estates Costs 0 174,250 174,250 174,250 174,250 0

Total 18/19 Plan impact 4,171,580 6,229,486 5,384,294 2,057,907 1,212,715 (845,192)

Loss of Elective Income 1,000,000 1,000,000 0 0 (1,000,000) (1,000,000)

Total 18/19 Real impact 5,171,580 7,229,486 5,384,294 2,057,907 212,715 (1,845,192)
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7 Quality Impact 

In addition to patients, staff wellbeing is a huge driving factor in this development. Engagement in the staff survey, 

levels of sickness and retention of staff are key drivers. This is an opportunity to significantly improve Barnsley as a 

place to work for our clinical and operational staff. 

Impact Description Quality:  

Pt Safety 

Pt Experience 

Effectiveness 

Staff 

Engagement 

and Wellbeing 

Operational 

Performance 

Financial 

Performance 

Reduced likelihood of last minute 

opening of inpatient capacity 

Positive Positive Positive Neutral 

Very infrequent need to use outlier 

capacity 

Positive Positive Positive Neutral 

Retained initiatives critical to 

reducing admissions and LOS like 

AMAC, assessment models, 

discharge lounge, surgical 

assessment bays 

Positive Positive Positive Neutral 

Maintenance of elective programme 

with a revised phasing 

Positive Positive Positive Positive 

Planned management of medical 

resource not requiring cancelled 

outpatient or specialist diagnostic 

activity 

Positive Positive Positive Positive 

Robust engagement strategy with 

staff 

Neutral Positive Positive Neutral 

Planned substantively staffed and 

increased medical bed-base 

Positive Positive Positive Neutral 

Reduced premium agency usage Positive Positive Neutral Positive 
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8 Risk Analysis 

Residual Risk Detail Likelihood Impact Score 

Performance - Insufficient Medical IP Capacity in winter 3 Possible 4 Major 12 

Performance - Insufficient Surgical IP Capacity 2 Unlikely 3 Moderate 6 

Performance - 4 hour access 3 Possible 4 Major 12 

Performance – 18 week elective programme 2 Unlikely 3 Moderate 5 

People/Wellbeing – staffing of escalation areas 3 Possible 4 Major 12 

People/Wellbeing – Recruitment to substantive posts 3 Possible 4 Major 12 

9 Recommendations: 

 

Finance and Performance Committee is asked to endorse the primary recommendation that BHNFT teams continue 

to work towards the proposed change in delivering a more effective inpatient bed base ahead of winter 2018/19. 

Finance and Performance Committee are asked to review the changed approach in Q1 of 2019/20 in order to 

establish its success and the merit of building on this approach for winter 2019/20 

Finance and Performance Committee is asked to acknowledge that despite this development being an increase 

against planned spend, that it presents a reduction against run rates with an opportunity for significant offsets on 

lost income from elective activity, overall capacity required and staff wellbeing. 
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Subject: CHAIRMAN’S REPORT Ref: BoD 18/07/P-19  

 

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. It is important that we continue to maintain our good 
financial performance in this financial year, and continue to meet 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 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 Governors Finance and Performance sub-group was held on 6 June, where I reported 
back on my investigation around the issues reported by Tony Grierson and Trevor 
Smith. The meeting was also attended by Francis Patton and Keely Firth and had an 
excellent presentation on ICT in the Trust, from our ICT Director Tom Davidson. 

3.2 Council of Governors general meeting was held on 13 June where Governors heard 
about the Hospital Services Review from the CEO, and agreed with the consultation on 
removing the volunteer constituency, which allows Governors to serve as volunteers in 
the Trust.  

3.3  Council of Governors Quality and Performance sub-group met on 18 July, where 
Governors heard from Mr Jeremy Bannister on Medical Staffing, and Ros Moore, 
supported by Philip Hudson, took Governors through the Quality and Governance 
issues brought together at the board governance committee. 

3.4   I received and accepted the resignation of our partner governor from the CCG, Chris 
Millington. Chris has taken on an extended role in the procurement of the Barnsley 
Integrated Care Organisation, and felt that this was a significant conflict of interest. His 
contribution and challenge will be missed by Governors, who wish him well in his new 
role.  
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4. NEWS & EVENTS 

4.1 RATS committee met on 28 June, where we heard from the CEO on his annual appraisal 
of his executive team. We also agreed to accept the national recommendations for Very 
Senior staff and Senior staff regarding the annual pay settlement.21 May I visited 
Barnsley Central Scout Group to receive a cheque for £388, which they had raised from 
a sponsored cycling event. 

4.2 I very much enjoyed a tour of maternity and Obs and Gynae along with Laura Rumsey 
and Sarah Stables on 2 July. They talked me through the current situation in the 
department and we discussed their plans for the future of the department. Laura also 
requested that we have a Non-Executive Director to champion the department.  

4.3 Also on 2 July I met with the Chair of SWYPFT to discuss our continued partnership and 
our response to the impending Barnsley ICO procurement 

4.4 The major event of the 5 July was the celebrations of the 70th Birthday of the NHS which 
many of us attended. We were also privileged to host a visit by Royal College of Nursing 
President, Cecilia Anim.   

4.5 I chaired the Organ Donation Committee on 13 July, where we agreed the Organ 
Donation Policy, which is on the agenda today. Barnsley generally contributes to this 
issue very well and we received reports on our performance in this financial year. 

4.6 I accepted an invitation to attend the Annual General Meeting of The Rotherham 
Foundation Trust in the spirit of our growing partnership with them. I was interested to 
hear about their performance in the previous financial year and their plans for the current 
one.   

 

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 May 2018 
  Donations excluding Tiny Hearts  £6,752.01 £14,328.94 

Donations Tiny Hearts £7,315.43 £10,638.93 

   Total June 2018 
 

  

Donations excluding Tiny Hearts  £11,502.98   

Donations Tiny Hearts £11,297.42   

  

  

Total Tiny Hearts Raised £655,628.74   

Tiny Hearts Balance £47,166.04   

  
There was slight concern raised within the June Trustees regarding the dip in income for Tiny Hearts in the first 
quarter this time last year and I am delighted to say that this has certainly not happened this year. Last year’s income 
for Tiny Hearts for April to June was a total of £13,376 however this year’s income for the same period is over double 
at £27,398. 
  
Key Dates: 
NHS Big7Tea – 5th July – Tea Parties on and around this date in aid of the Charity have raised £1,779.61 so far and we 
still have some more monies to come in. 
  
Also for your information our additional third party organised events that we have going on are: 
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29th July – Higham Methodist Church Fundraiser in aid of the Chemotherapy ward 
11th Aug – Elvis Night at East Dene WMC in aid of Tiny Hearts 
11th Aug – Headstock Music Festival in aid of Tiny Hearts (2nd Year of holding this) 
25th Aug – Barnsley to Skegness Cycle in aid of Tiny Hearts 
9th Sept – Coast to Coast Cycle in aid of A&E 

 
    

 
Stephen Wragg 
CHAIRMAN 
July 2018 

 



Head Office
Oak House

Hertfordshire
WD24 4QN

Tel: 01923 366800
www.nhsbt.nhs.uk

May 2018

Dear Dr Jenkins and Dr Enright,

Thank you for helping the UK with the ambition of becoming world class in the area of organ donation and
transplantation. This letter explains what we would like you to do to help with that ambition by ensuring best quality
of care in organ donation on every occasion.

Taking Organ Transplantation to 2020: Trust Performance - 2017/18
From 5 consented donors, Barnsley Hospital NHS Foundation Trust facilitated 3 actual solid organ donors
resulting in 10 patients receiving a life-saving or life-changing transplant during the time period.

Best quality of care in organ donation - 2017/18
When compared with the national average, during the time period your Trust was:
• Average for the referral of potential organ donors to NHS Blood and Transplant's Organ Donation Service
• Exceptional for Specialist Nurse presence when approaching families to discuss organ donation

Best quality of care in these areas must be followed at all times if we are to become world class in saving and
improving lives through organ transplantation. See NICE Clinical Guidance 135. The activity data in this letter
may also be used for Care Quality Commission (CQC) inspections.

• Your Trust referred 22 potential organ donors to NHS Blood and Transplant's Organ Donation Service during the
time period. There were 2 occasions where potential organ donors were not referred.
• A Specialist Nurse was present for 5 organ donation discussions with families of eligible donors. There were no
occasions where a Specialist Nurse for Organ Donation was not present for the organ donation discussion.
• Your Trust therefore missed 2 opportunities for best practice out of 29. The best performing Trust similar to
yours missed 0.

What we would like you to do
• Ensure your Trust misses no opportunities to make a transplant happen. In addition to the information provided in
this letter, detailed information is also available on request from your Specialist Nurse for Organ Donation.
• Discuss performance data at the Board with support from your Organ Donation Committee Chair and Clinical
Lead for Organ Donation.

Why it matters
• 318 people benefitted from a life-saving or life-changing solid organ transplant in Yorkshire And The Humber, in
2017/18.
• However, in Yorkshire And The Humber 34 people died on the transplant waiting list during this time and 483
people were still waiting at 31 March 2018.

Thank you for your ongoing support for organ donation and transplantation. As the NHS celebrates its 70th
anniversary this year, giving blood and registering on the Organ Donor Register have been identified as one of
the seven key legacy themes. Please consider what your Trust can do to encourage your employees and
patients to donate where they can.  We provide a range of assets which can be used through the promoting
donation hub: https://www.nhsbt.nhs.uk/get-involved/promoting-donation-hub/ and your local Organ Donation
Committee will be happy to help.

Yours sincerely,

Ian Trenholm
Chief Executive, NHS Blood and Transplant



EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD/18/07/P-20 

 

SUBJECT:   CHIEF EXECUTIVE’S REPORT 

DATE:          JULY 2018  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For 
decision/approval 

  Assurance  

For review   Governance  

For information   Strategy  

PREPARED BY: Dr Richard Jenkins, Chief Executive 

SPONSORED BY: Dr Richard Jenkins, Chief Executive 

PRESENTED BY: Dr Richard Jenkins, Chief Executive 

 
To report particular events, meetings publications and decisions that the Chief Executive would 
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The Board of Directors is asked to receive and note this report. 
  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Subject: CHIEF EXECUTIVE’S REPORT Ref: BoD 18/07/P-20    

 
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 NHS 70  
 
Thursday 5 July marked 70 years since the start of the NHS. It was an absolute 
privilege to be part of the local and regional celebrations and to see how our hospital 
as a whole celebrated the landmark.  
 
To mark the occasion Barnsley Mayor, Councillor Steve Green, lead a celebration 
event at the hospital, attended by staff, volunteers, Governors and MP Stephanie 
Peacock.  
 
Across the hospital, staff and members of the public held NHS Big 7Tea parties in 
support of Barnsley Hospital Charity, raising almost £2,000.  

 
I also attended a choral concert to celebrate 70 years of the NHS at York Minster 
along with two members of staff at the Trust.   
 
Finally, the hospital were successful in securing significant positive media coverage 
showcasing our services and highlighting the dedication of our staff.  

 
2.2 Urgent & Emergency Care Delivery Board  

On 5 July I chaired the Urgent & Emergency Care Delivery Board.  The meeting 
provided the opportunity for an early reflection on plans for the winter months, with a 
view to a final winter plan being agreed in September. 
 

2.3 Schwartz Rounds 
 

The second Schwartz Round took place on 9 July with a theme of ‘Breaking Bad 
News’. Staff members shared their experiences and a very rich discussion followed. 
Attendance was good with positive feedback from attendees.  
 

2.4 LGBT Plus Staff Open Meeting 
On 12 July I attended the open meeting for our staff with a view to understanding more 
about how it feels to work out Barnsley Hospital.  The meeting was very productive, 
with some very good open dialogue about experiences. A further session is planned in 
September.  
 

2.5 Freedom to Speak Up  
The Freedom to Speak Up Guardian role is currently out to advert for a new post 
holder.   

 
 



 
2.6   Ready, Together – Bed Reconfiguration   
  

I have attended three staff meetings within the month to talk about our preparations 
and early plans for managing the winter period.  Each session was well attended by a 
range of staff disciplines, particularly nursing colleagues. The plans were well received 
and prompted a good level of interaction and positive feedback.  

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

SYSTEM (sICS) ACTIVITIES 
 

3.1 I am delighted to confirm that from September 2018 onwards, I will take lead 
responsibility for NHS Provider Development within the STP. I see this as a positive 
opportunity for the Trust to be actively involved in the sICS and in particular, provider 
development.  As the role will require up to one and half days per week of my time, 
back fill will be provided.     

 
3.2 Other activity 

I attended a North of England workshop for STP leaders, with a focus on 
cardiovascular atrial fibrillation, for which challenging aspirational targets are in place.   
  

4. PARTNERSHIP WORKING WITH OTHER ORGANISATIONS 
 

4.1 Care Quality Commission Reports 
Barnsley Healthcare Federation received an overall rating of Inadequate. Included 
within this is the i-Heart 365 GP provision, which is operated by the Federation from 
Barnsley Hospital. As a key partner to the Federation, the Trust is prepared to provide 
support to help them address areas for improvement identified in the CQC report if 
needed.  
 
South West Yorkshire Partnership NHS Foundation Trust received a CQC rating of 
Requires Improvement. 

 
4.2 Barnsley Clinical Commissioning Group (CCG)  

The CCG, along with NHS provider organisations in Barnsley and Barnsley Council, 
has been working on the best approach to delivering the vision of integrated, seamless 
working that we have all signed up to in the Barnsley Plan. The CCG has developed a 
strategic outline case for change which sets out a proposal to develop an Integrated 
Care Organisation for Barnsley, potentially via procurement. The CCG is now ready to 
submit this and other supporting documentation to NHS England as part of the 
national Integrated Support and Assurance Process. The first part of this, Early 
Engagement, commenced at the end of July. The CCG will undertake consultation, 
involvement and engagement with staff, patients and citizens on what this might mean 
for Barnsley. The CCG expects this process to start in August 2018.” 

 
 
5. NEW CONSULTANT APPOINTMENTS  
 

Two new Consultants have been appointed in Anaesthetics and Gastroenterology. 
  
Dr Richard Jenkins 
Chief Executive 
July 2018  
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To provide a brief overview of NHS Choices reviews and ratings together with information on 
relative key developments, news 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 

 New Health and Social Care Secretary 

 Technology Fund for STPs 

 NHS contract with China 

 World‟s first real-time, dynamic artificial intelligence system designed for the operating 
room  

 £37.5m investment in Digital Innovation Hubs 

 CQC calls for action to address variation in radiology reporting timescales 

 Accountable Care Organisations - NHS England wins second legal challenge 
 

 
 

The Board of Directors is asked to receive the contents of this report for information. 
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*please note that this is not an exhaustive report, submissions welcome to emmaparkes1@nhs.net 

Publication Detail Impact/ Action/ 
Owner / Will 
Board are 
involved? 

My 
NHS/NHS 
Choices  

NHS Choices User Rating – 4.5* (5* is Excellent)  
 
Feedback 
 
Dermatology - Discharged after 5 years of excellent care 
and advice – Diagnosed with malignant melanoma 5 years ago. 
During that time I have had numerous appointments where I was 
treated with kindness, respect and professionalism. Every one 
involved in my treatment was approachable and understanding. 
Thanks to all in the dermatology department at Barnsley 
Hospital. 
 
Dental - I went to hospital for a removal of a tooth, also I'm deaf.  
After a short wait, I met two ladies. One explained to me by 
writing it down on paper so I could understand what they were 
going to do, how long etc. Two injections went in but they 
weren't fully numb. I was worried so I thought „here we go 
again‟.  But they were determined to get it numb properly, after a 
good 20 minutes, till fully numbed, they managed to pull the 
tooth out. They made sure I was ok and kept talking to me. After 
that they provided me with a leaflet 'Care of the mouth' that 
explained it to me. They have been wonderful and got the job 
done, full credits to them, thank you! 
 
No time for old people - Fracture clinic. Was given three 
minutes with consultant and was written off. I had an 
appointment to start physiotherapy after shoulder fracture. His 
knowledge of English Language limited. Told me it might never 
heal but would give physio a try and discharged me referring me 
to physio unit. Having to see another specialist at a cost I can 
barely afford, so much for paying into this system for almost 50 
years. By the way it looks like I have rotator cuff damage which 
was never mentioned. 

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

National  New Health &Social Care Secretary Matt Hancock replaces 
Jeremy Hunt 
 
Mr Hancock was previously Culture Secretary. He is MP for 
West Suffolk and was elected to the Commons in 2010. His 
early priorities have ben defined as technology, workforce and 
prevention.   Mr Hunt‟s departure follows the announcement last 
month of a five-year funding deal for the NHS, which Mr Hunt 
was given substantial credit for securing.  
Following the announcement of the funding deal, a ten-year 
NHS plan is now under development to be published in 
November. This is expected to be led jointly by NHS England 
and Government, with involvement from the local NHS, and 
clinical and patient groups. 

Board to note 
for information  



Publication Detail Impact/ Action/ 
Owner / Will 
Board are 
involved? 

National  NHS England Chief Executive Simon Stevens has identified 
five major priorities for the 10 year NHS plan due to be 
unveiled this autumn. 
 

1. Mental health - especially services for children and young 
people, and potentially”core crisis care”.  

2. Cancer - reforming early intervention and diagnostics was 
dependent on changes to the NHS “workforce over a 10 
year timeframe”. 

3. Cardiovascular disease – stroke and heart attacks and 
improved outcomes for brain bleed strokes. 

4. Children‟s services -  prevention and inequality in 
children‟s services 

5. New objectives for reducing health inequalities – including 
people with a learning disability 

Mr Stevens stressed the plan would contain other priorities and 
that he is due to meet with leaders of NHS organisations, 
sustainability and transformation partnerships and integrated 
care systems in coming weeks to discuss it. 
 

Board to note 
for information  

National  £412m technology fund for sustainability and 
transformation partnerships 
 
The £412m fund will run through to 2020-21 and STPs will be 
able to make regional bids for allocations from autumn this year. 
The first tranche is scheduled for release by the end of financial 
year and will flow to individual hospital trusts. Access to funds 
will be assessed against national and local digital priorities, such 
as connecting patient records across regions, using patient data 
intelligently and live hospital bed tracking. 
 
A further £75m is to be available for hospitals to deploy 
electronic prescribing and point to innovations. The STP 
technology fund is also not new money but part out of the 
£1.3bn “paperless 2020” fund, through to 2020-21, agreed in 
2016 and subsequently drip-fed in tranches to the system, 
subject to Treasury approval. 
  

Board to note. 
Director of ICT 
to monitor and 
report as 
appropriate 

Global 
issue 

Two “outstanding” foundation trusts have signed a contract 
with a Chinese real estate company to advise it on building 
10 new hospitals which could be worth millions for the NHS 
 
Northumbria Healthcare and the Christie FT have signed the 
contract for the first stage of collaboration with the Rongqiao 
Group alongside Northumberland County Council and architects 
BDP. 
 
The Rongqiao Group is looking to build 10 new hospitals in 
China and its UK partners, acting under the NHS Northumbria 
International Alliance, will act as advisors during the project 
which will include how to link up acute and community and social 
care as well as establishing specialist cancer services. 

Board to note.   



Publication Detail Impact/ Action/ 
Owner / Will 
Board are 
involved? 

It aims to introduce joined up health and social care services in 
its country through investing £1bn to build the new state-of-the-
art facilities. 
 
The first stage will see the UK partners supporting the Rongqiao 
Group to build a “world class multispecialty hospital” with a 
cancer centre of excellence in Fuzhou, the capital of the Fujian 
Province in south eastern China. The group has also signed a 
memorandum of understanding with Northumbria for its next 
project to develop a 500 bed cancer hospital and community and 
older people care services in Chongqing, south west China‟s 
commercial capital. 
 

National  Digital Surgery has announced it has developed and 
demonstrated the world’s first real-time, dynamic artificial 
intelligence (AI) system designed for the operating room 
(OR). 
 
The company is building the data to power the future of surgery 
through its surgical procedure road maps, which aim to aid the 
surgical team in the OR, reducing risk and making surgery safer. 
Digital Surgery is the first patented AI platform bringing this 
scale of knowledge to the surgical community. 
 
Dr. Sanjay Purkayastha, Consultant Laparoscopic, Bariatric & 
Robotic Surgeon, Imperial College Healthcare NHS Trust and 
Clinical Senior Lecturer at Imperial College London “What Digital 
Surgery has done with this technology feels like a comparison 
with the advent of laparoscopy which was a truly disruptive and 
groundbreaking revolution and paradigm shift in surgery. This 
resulted in a huge change in approach from maximally invasive 
to minimally invasive surgery. In the next five years, I expect 
there to be a transformation from non-AI to AI supported surgery 
as common practice, benefiting training, patient safety, data 
collection and outcomes analysis. This is something my OR 
teams, clinical teams and I would look forward to and will truly 
impact patient care.” 
 
The team at Digital Surgery is best known for its leading mobile 
surgical training app, Touch Surgery, which is embedded in 
more than 160 residency programs and used by more than 2 
million surgeons and healthcare professionals globally. Touch 
Surgery has more than 150 surgical simulations across 14 
specialties, and it has been validated by 15 peer-reviewed 
publications for its approach to virtual surgical training. 
 

Board to note.  

National  £37.5m investment in Digital Innovation Hubs to tackle 
Britain’s biggest health challenges 
 
The new hubs will help connect regional health and care data 
with biomedical data in secure environments. This will pave the 
way for NHS, academic researchers and industry innovators to 
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harness scientific knowledge and emerging technologies to 
develop new drugs and devices and improve health services. 
Funded through the Industrial Strategy Challenge Fund, the 
Digital Innovation Hubs will be led by Health Data Research UK 
(HDR UK), the national institute for data science in health, 
delivering on behalf of UK Research and Innovation. 
 
Between three and five hubs will be created across the UK over 
the next three years to enable innovation that will have a long-
lasting impact on improving the health of the public. The hubs 
will provide safe, secure and controlled environments for data 
and enable NHS clinicians to work together with health 
researchers, data scientists, computer scientists, ethicists, social 
scientists and the public. 
 
The Digital Innovation Hubs will securely and safely connect 
data across regions of 3-5 million people and create an 
accessible layer of data from GP practices, hospitals, social and 
community care providers, alongside genetic and biomedical 
information and other datasets for research and innovation. 
Combined with the unique research expertise across UK 
universities and industry, this initiative offers an unprecedented 
opportunity to use data to improve the long-term health of the 
public. It will also create new jobs in the UK‟s life sciences 
economy, drive medical innovation and ensure that NHS 
patients benefit from new treatments first. 
 
The Digital Innovation Hubs programme will launch this Autumn 
with HDR UK seeking, and learning from, local examples of 
research partnerships that are already working in practice. 
These „demonstrator projects‟ will test approaches that will 
inform the design and delivery of the Digital Innovation Hubs. 
Following this, in Spring 2019, HDR UK will invite regional 
partnerships of NHS, academia and industry to bid to establish a 
Digital Innovation Hub. 
 
The hubs will complement other initiatives across the UK, 
including the NHS‟ Local Health and Care Record Exemplar 
programme, which is joining up local health and care data for 
individual care and planning purposes, and the work of NHS 
Digital to create a Data Services Platform. 
 

National  CQC calls for action to address variation in radiology 
reporting timescales 
 
A national review by the Care Quality Commission (CQC), has 
found significant variation in the timescales for reporting on 
radiology examinations and a wide range of arrangements in 
place to monitor and manage backlogs of unreported images at 
NHS hospital trusts across the country. This could mean a delay 
to patients‟ x-ray results being shared with the clinician 
responsible for their care, or x-rays being examined by clinicians 
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without specialist training in this area. 
  
The  CQC has raised concerns about the lack of agreed best 
practice and is calling for the development of national standards 
for reporting turnaround times, and improved guidance to 
support trusts in monitoring their own performance in order to 
protect patients from the potential risk of delayed or missed 
diagnoses. 
   
With demand for radiology services increasing, the shortage of 
radiologists is a contributing factor to delays and backlogs in 
reporting. CQC found the average vacancy rate across all non 
specialist acute trusts was 14 % which supports evidence from 
the Royal College of Radiologists about the national difficulties 
in recruiting and retaining radiologists. Reporting radiographers 
can play a valuable role in helping to increase resource, but in 
some cases CQC found that trusts were not always recognising 
their skills or allowing protected time for reporting radiographers 
to report on radiology examinations or undertake relevant 
training.    
  
As a result of its review, CQC has made the following 
recommendations aimed at reducing the risks to patients caused 
by increased demand and delays in reporting radiology 
examinations:  
 
1. NHS Trust Boards should ensure that:  

 They have effective oversight of any backlog of radiology 
reports.  

 Risks to patients are fully assessed and managed. 
 Staffing and other resources are used effectively to 

ensure examinations are reported in an appropriate 
timeframe. 

2. The National Imaging Optimisation Delivery Board should 
advise on national standards for report turnaround times, so that 
trusts can monitor and benchmark their performance.  
 
3. The Royal College of Radiologists and the Society and 
College of Radiographers should make sure that clear 
frameworks are developed to support trusts in managing 
turnaround times safely.  
 
Having inspected and rated every NHS trust in England, CQC‟s 
„next phase‟ of regulation introduced in October last year 
includes a strengthened approach to assessing radiology 
services with new key lines of enquiry to help inspectors monitor 
the reporting of imaging examinations to ensure that radiology 
services are providing a safe, responsive, effective, caring and 
well-led service for patients. 
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National  NHS England wins second legal challenge 
 
The outcome of a judicial review into planned accountable care 
organisations has been dismissed by a High Court judge. 
The judicial review had been backed by the late Professor 
Stephen Hawking as well as the British Medical Association. 
The crowd funded campaign against ACOs had argued that 
plans to create organisations that would allow commissioners 
and providers to come together had not been given proper 
scrutiny. The group had argued that the policy amounted to 
“radical and substantial” changes to the Health and Social Care 
Act 2012. 
 
The judge, Mr Justice Green, said the policy was “lawful” but 
that health and social care secretary Jeremy Hunt was “under a 
duty” to consider criticism against ACOs when it goes to public 
consultation later this year. 
 
The High Court held that the policy falls within the “statutory 
powers of a clinical commissioning group” and is “not contrary to 
the „commissioner-provider split‟ under the National Health 
Service Act 2006”. 
 
The campaign believed that ACOs involved “unlawful 
delegation” of CCGs responsibilities to a single provider, that 
may be a private, for profit organisation.  However, it has 
decided not to appeal the decision. 
 
The first legal challenge against ACOs failed in May this year. 
That was led by campaign group 999 Call for the NHS, 
represented by law firm Leigh Day. It unsuccessfully argued that 
a plan to introduce whole population payments through an ACO 
contract was unlawful. 
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