
  
 

BoD 1 Nov 2018: Agenda (PUM) 

 
A MEETING OF THE BOARD OF DIRECTORS 

WILL TAKE PLACE ON 1st NOVEMBER 2018, 9.00AM  
IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL 

AGENDA 

No Item   Sponsor Ref 

1.  Apologies and Welcome 

S Wragg, 
Chairman 

 

2.  To receive any further Declarations of interests  

3.  To approve the Minutes of the meeting of the Board of 
Directors held in public on 27th September 2018 

18/10/P-02 

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

18/10/P-03 

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 the Chair’s Log for the Quality & 
Governance Committee 

R Moore 
Chair, Quality & 

Governance Committee  

 
 

18/10/P-06 
 
 
 
 

7.  To receive and endorse the Quarterly Mortality Report 
Dr S Enright, Medical 

Director 
18/10/P-07 

8.  
To endorse the quarterly review of the Board Assurance 
Framework 2018/19 

S Rudd, Trust Secretary 18/10/P-08 

9.  
To endorse the quarterly review of the Corporate Risk 
Register 2018/19 

S Rudd, Trust Secretary 18/10/P-09 

10.  
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 

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

Director of Comms & 
Marketing 

18/10/P-11 

Strategic Aim:  Performance: we will achieve our goals sustainably 

12.  
To receive and approve the Chair’s Log from the Finance & 
Performance Committee 

F Patton, Chair of 
Finance & Performance 

Committee 

 
18/10/P-12 

13.  
To receive and approve the Chair’s Log from the Audit 
Committee 

N Mapstone, Chair of 
Audit Committee 18/10/P-13 

14.  To review the Integrated performance report (Month 06) 
B Kirton, Chief Delivery 

Officer 18/10/P-14 

15.  
To receive and approve the EPPR Annual Core Compliance 
Statement 

B Kirton, Chief Delivery 
Officer 

18/10/P-15a 
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No Item   Sponsor Ref 

16.  
To receive and review the quarterly report on the 2018/19 
Trust Objectives 

B Kirton, Chief Delivery 
Officer 

18/10/P-16 

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

17.  To receive and review the monthly report from the Chairman 
S Wragg, 
Chairman 18/10/P-17 

18.  

To receive and review the monthly report from the Chief 
Executive 

a) Memorandum of Understanding for South Yorkshire 
& Bassetlaw ICS 2018/19 

Dr R Jenkins, 
Chief Executive 

18/10/P-18 
18/10/P-18a 

19.  To receive and review the Quarterly Communications Update 
E Parkes 

Director of Comms & 
Marketing 

18/10/P-19 

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

Director of Comms & 
Marketing 

18/10/P-20 

 

21. 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:   
- 6th December 2018, 9am  

 

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

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



  

REF: 18/11/P-02 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT  
 

 
MINUTES OF A MEETING OF THE 

BOARD OF DIRECTORS 
HELD ON 27th SEPTEMBER 2018  

IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL NHSFT 

PRESENT: 
  
Mrs J Dean  Non Executive Director 
Dr S Enright Medical Director 
Mrs K Firth Non Executive Director 
Mr P Hudson Non Executive Director                     
Dr R Jenkins Chief Executive 
Mrs H McNair Director of Nursing & Quality 
Mrs R Moore Non Executive Director 
Mr F Patton Non Executive Director 
Mr S Wragg Chairman 
Mr M Wright Director of Finance 
  
  

IN ATTENDANCE: 
Mr T Davidson  Director of ICT 
Mr K Hickman Associate Director of HR 
Ms E Parkes Director of Communications 

Ms S Rudd Trust Secretary 
 

OBSERVERS: 
Mr T Conway Public Governor, Barnsley Constituency 
 

 

18/127 APOLOGIES & WELCOME 
Members and Governors were welcomed to the meeting. Apologies were received 
from Mr R Kirton, Chief Delivery Officer and Mr N Mapstone, Non-Executive 
Director. 
 

 

18/128 REGISTER OF INTERESTS                                                            
The standing declarations of interest from Mr Patton and Mrs Firth as Chair and 
Director of Barnsley Facilities Services Limited (BFS) were received and noted.  
 
Dr Jenkins also noted his new role within the Integrated Care System (ICS), 
leading on hospital services review. There is no pecuniary interest associated 
with this role. 
 
No other declarations were received in relation to the meeting’s agenda.  
 

 
 
 

 

18/129 MINUTES OF LAST MEETING                                                          (18/09/P-02) 

The Minutes of the meeting of the Board of Directors held in public on 23rd 
August 2018 were reviewed and accepted as an accurate record. 
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18/130 ACTION LOG                                                                                     (18/09/P-03) 

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

 

 
 

18/131 PATIENT STORY 
 
CF, a senior physiotherapist, attended the meeting to describe a patient story 
and  ‘Going the Extra Mile’. 
 
G attended the hospital and required an urgent tracheostomy, spending time in 
ICU before being transferred to a ward. CF knew of G through previous 
admissions and had previously been involved in his care. This meant that CF 
was aware that G would be unable to support himself with his tracheostomy care 
and management. 
 
A meeting was held with a number of professionals to discuss G’s discharge 
home, and G and both his sons were in attendance at that meeting. It transpired 
that G had expressed a wish to attend his sister’s funeral. This presented issues 
in terms of safe tracheostomy management and GF agreed to accompany G to 
the funeral. Arrangements were put in place to ensure the right level of support 
and equipment was available on the day. 
 
It meant a lot to George and his family that he had been able to attend and is an 
example of teams working together and going the extra mile to make things 
happen. 
 
GF learnt that when professionals come together they can truly deliver personal 
care and how much the little things matter to patients. G could not speak but 
squeezed CF’s hand to show his appreciation. 
 
Board members thanked CF for the presentation and congratulated her on this 
excellent example of provision of outstanding care, determination to get 
something done and that GF clearly always has the patient in mind.  
 

 

18/132 
 
 
 
 
 
 
 
 
 
 

QUALITY & GOVERNANCE COMMITTEE (Q&G)                          (18/09/P-06a) 

Chair’s Log 
The Chair’s Log from the Committee meeting held in August 2018 was received, 
and presented by Ms Moore.   
 
The Committee received a presentation from CHKS, the company that the Trust 
uses to administer the Hospital Standardised Mortality Ratio (HSMR) data. 
Rebasing of the Trust’s actual deaths compared to a statistically generated 
number of expected deaths takes place. The Trust’s HSMR has increased by 10 
points, and is in line with other trusts nationally. The rebasing has provided an 
opportunity for a detailed review of all the statistics.  
 
The Committee heard that focus on the identification of Sepsis, and the success 
of the awareness raising programme, has resulted in increased reporting with a 
corresponding effect on HSMR. 
 
In addition, Palliative Care coding has been identified as under reporting and 
actions are being put in place to address. 
 
CHKS were clear that the Trust should benchmark its performance against 
peers that have similar population and deprivation and not just a regional cohort. 
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CHKS will support the Trust in identifying an appropriate peer group and will be 
discussed at Quality & Governance Committee. 
 
The Committee also received detailed reporting of Learning from Deaths and 
Structured Judgement Reviews. Mr Hudson reported that he had attended a 
workshop about understanding mortality statistics which had emphasised the 
importance of understanding what is happening underneath the statistics. It has 
highlighted what a complex topic this is. Mr Hudson endorsed the very detailed 
work that has been undertaken into understanding and analysis of the statistics.   
 
Mortality statistics continue to be reviewed in detail at both Quality & 
Governance Committee and Board.  
 
Dr Enright referred to the very detailed discussion held at Q&G and the detailed 
diagnostic undertaken. CHKS had then provided an opportunity to review the 
national position.  The processes place for review of mortality are very good with 
the ability to respond quickly to alerts. 
 
Ms Dean also commented on the helpful discussion at Quality & Governance 
Committee which had supported understanding of a complex subject. 
 
Ms Moore reported that the Committee will continue to review Mortality on a 
monthly basis, review the benchmarking peer group and continue to drive 
forward improvements in areas of respiratory, Acute Kidney Injury, Sepsis etc. 
 
A presentation on this topic will be provided to the Governors Quality & 
Governance Group. 
 
The Committee had discussed in detail the continuing work on Falls and also 
reduction in avoidable pressure ulcers.  
 
A full and comprehensive Medical Staffing report was received and it was noted 
that agency spend is higher than expected in ED. The discussion centred on the 
need to balance expenditure with performance, patient safety and experience. 
Mitigating actions are in place including recruitment of staff to the winter plan 
and recruitment of new roles such as Physicians Associates. 
 
The Appraisal and Revalidation report was received and details the processes to 
undertake revalidation and appraisal of doctors. The report is being discussed in 
more detail later in the meeting and it was noted that Quality & Governance 
Committee recommended the approval of the Compliance Statement.  
 
The monthly Nursing and midwifery staffing report was reviewed and agency 
spend has decreased in month, particularly the use of the most expensive 
agency. The introduction of NHS Professionals to run the Nurse Bank in October 
will have a positive impact. 
 
Ms Moore thanked staff for the quality and detail of the papers received at 
Quality & Governance Committee which supports assurance. 
 
Policy for the Development and Approval of Autonomous Practice for SAS 
Doctors and Dentists                                                                        (18/09/P-06ai) 
 
The above policy was received and discussed at the Committee and it puts a 
framework in place to support advancing careers and enabling SAS Doctors, 
non-consultant grade doctors, to develop their practice and undertake 

 
SR 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SR 
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autonomous practice in a safe way. 
 
Following discussion the Board approved the policy. 
 
Quality & Governance Committee Annual Report                            (18/09/P-06b) 
 
Ms Moore presented the Quality & Governance Committee Annual Report where 
performance and fulfilment of purpose is reviewed. This includes reporting from 
sub committees, review of terms of reference and membership of committees 
etc.  The review had highlighted that the Committee continues to fulfil its main 
roles.  
 
The Board thanked Ms Moore for the work undertaken and noted the annual 
report. 
 

 
 
 

 

18/133 APPRAISAL & REVALIDATION ANNUAL REPORT                      (18/09/P-07) 

 
The Annual Appraisal and Revalidation Report was received by the Board, 
which is designed to provide the required assurance to Barnsley NHS 
Foundation Trust and NHS England that the Responsible Officer, Dr Simon 
Enright, is fulfilling his statutory duty and provides the means to demonstrate the 
effectiveness of all the systems they oversee in relation to doctors’ fitness to 
practise, arrangements for medical appraisal and responding to concerns.  
 
For 2017/18 appraisal year, 97% of doctors were in-date for appraisal. Since 
writing the report the compliance rate is now 100%. The increase in the number 
of permanently employed doctors was noted with the corresponding workload 
increase.  This increase has coincided with a decrease of temporary/short term 
contracts which is a positive reflection on medical staffing recruitment. 
 
The quality of appraisals continues to improve as does the quality of appraisers. 
 
Dr Enright noted his thanks to Dr Bannister, Deputy Medical Director, for the 
work as the Trust is an exemplar regionally in this area. Best practice learning 
takes place regionally with a Responsible Officer advisory group. 
 
Mr Patton enquired about remuneration for appraisers and heard that there is a 
0.25PA allowance for a minimum of 5 appraisals per year and attendance at 
appropriate meetings. The equality and diversity of appraisers was also queried 
and members heard that there is a good balance and this was addressed a few 
years ago. 
 
The Board thanked Dr Enright and approved the signing of the Statement of 
Compliance. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SE 
 
 

18/134 CHAIRS LOG EXECUTIVE TEAM                    
 
Dr Jenkins reported on the intentions of Barnsley CCG to develop integrated 
care in Barnsley. They have now written to each of the Providers within the 
Integrated Care Partnership requested that they explore ways of delivering 
integrated care through partnership.  A series of workshops is to be held to 
agree a response to the CCG.  
 

 

18/135 CELEBRATING OUR PEOPLE REPORT                                        (18/09/P-09) 
 

 



BoD 1 November 2018: September Minutes PUM (p5 of 10) 

Ms Parkes presented the report which details winners and nominees in each of 
the three categories of ‘Brilliant’ awards.  The number of nominations for each 
category continues to increase and the website has been updated to help 
members of the public submit their nominations.   
 
Members commented that it is good to see non-clinical staff gaining awards as 
they work hard and support clinical staff in their roles.  
 
The ‘Hall of Fame’ has now been completed and is on view in the hospital. 
 
Members congratulated each of the winners and nominees. 
 
The Board received and noted the report.  
 

18/136 FINANCE & PERFORMANCE COMMITTEE  (F&P)                         (18/09/P-10) 
 
Mr Patton, as Chair of the Finance and Performance Committee presented the 
report noting that : 
 
Finance 

 Year to date financial position is a deficit of £5.169m, £0.005m favourable 
to plan 

 The cash position is £1.242m ahead of plan 

 Capital expenditure at month 5 was £2.09m, £0.41m less than planned 

 Cost Improvement Programme savings are cumulative £3.151m against a 
plan of £2.435m, a positive variance of £0.716m. The recurrency ratio 
had dropped 1% for last month at 69%. The team have now commenced 
the planning process for next year. 
 

Performance 

 Referral to Treatment delivery of the incomplete position shows continued 
delivery, diagnostic wait performance remains compliant in excess of the 
less than 1% target. 

 Compliance against the 62-day Cancer standard is an area of concern, 
and was not compliance at 83.7%. 

 The 4-hour emergency access standard was achieved in August at 97. % 

 Business case tracker was received with demonstration of delivery of 
benefits 
 

People 

 Sickness rates were 4.03% in August (slightly down on July). Detailed 
discussion of ‘hotspot’ areas in the Trust continues to take place at 
People & Engagement Group with follow up of health and wellbeing 
initiatives. The Committee requested that more qualitative data be 
reported to the Committee for discussion. 

 Staff turnover rate is 9.2%, within target range, with the highest recorded 
reason for leaving as promotion. 

 Mandatory training compliance is at 86.7%, below the Trust target of 90%, 
with work continuing in areas of low compliance. 

 Staff appraisals are 92.2%. 
 

The committee also received a request for investment in people from the R&D 
department which the committee were happy to approve and thanked the team 
for their excellent work over the last two years. 

The Committee also reviewed the Board Assurance Framework and Corporate 
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Risk Register. The Committee had noted the work required on air handling units 
in Theatres and the phased closure programme. 
 
The excellent performance against the 4-hour target was noted, with thanks to 
all staff who work hard to ensure good patient experience and care. 
 
Reduction in elective activity was discussed and the effect of thresholds set by 
the CCG and this continues to be analysed. 
 
The Board noted the report. 

 

18/137 INTEGRATED PERFORMANCE REPORT                                       (18/09/P-11) 
 
The Deputy Director of Operations introduced the report noting the good A&E 
performance and consistent delivery. Implementation of the agreed work relating 
to patient flow, flex wards and additional staffing continues in preparation for 
winter. 
 
RTT compliance continues, and it was pleased to hear of achievement of the 
standard at all specialty levels. 
 
The Board noted the quality measures and that Falls continues to be a focus 
area for improvement, with participation in the national Falls collaborative and 
learning from best practice.  
 
Ms Moore highlighted changes to medication incidents reporting and that the 
Chief Pharmacist is now a member of the Quality & Governance Committee. 
Detailed reporting on processes and management relating to medication 
incidents will be received in due course and will include discussion of reporting 
going forward. It is important to encourage a culture of incident reporting and 
therefore the RAG rating has been removed. 
 
People – Sickness rated are increasing and the People & Engagement 
Committee are looking at ‘hotspots’ with learnings and key actions across 
clinical business units. A new sickness absence policy has been agreed with 
staff side. A Flu action plan is in place and it was noted that the Staff survey is 
due to launch 1 October 2018. 
 
Recruitment against winter plan continues with 36 new nurses starting in post. 
They will initially be supernumerary with a preceptor ship approach so agency 
costs will continue to be incurred initially. There are still vacancies but flex wards 
are not fully open and recruitment continues. 
 
Members enquired about sickness absence reasons, with stress and anxiety 
being cited as the main reason. Mr Hickman responded that the Trust is aware 
of areas of stress through referrals received and there is a mix of work and 
personal issues.  
 
The Board reiterated that we are moving to a more stressful period and should 
be ensuring that the Trust does all it can to understand the experience of staff. 
 

 

18/138 HOSPITAL SERVICES REVIEW – STRATEGIC OUTLINE CASE   (18/09/P-12) 
 
The Board received the Hospital Services Review (HSR) Strategic Outline Case 
(SOC) which has been developed following the publication of the HSR final 
report in May 2018.  Feedback on the recommendations was received and used 
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to inform this case.  The SOC outlines the system’s statement of intent around 
how it will take forward the recommendations of the HSR. 
 
The SOC accepts the recommendations of the HSR however it emphasises the 
transformation of the workforce in more detail and outlines Clinical Working 
Groups on maternity and paediatrics being asked to explore models that would 
satisfy interdependencies between maternity and paediatrics, as a possible 
alternative to moving to a stand alone midwifery led unit. 
 
Trust Boards are being asked to confirm their agreement to the publication of the 
Strategic Outline Case. 
 
Members discussed the case in detail and noted agreement on a number of 
principles, including the development of hosted networks as described, which 
would support transformation. There is also support for system wide Health and 
Care Institute and an Innovation Hub 
 
The reconfiguration options prompted further discussions with the need to test 
CCG and/or Provider support for options around Paediatrics and Children’s 
services.  
 
There was further discussion governance and holding to account and how to 
support these arrangements being put in place. 
 
The Board noted the concerns of medical staff regarding capacity and time-
commitment, particularly for those involved in clinical working groups. Concern 
has also been expressed about the move from in-patient capacity to the 
community, which would need further development.  
 
The importance of engaging in the work was emphasised, which the Trust 
continues to do. 
 
Dr Jenkins was asked to provide a response to the HSR. 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

RJ 

18/139 REPORT OF THE CHAIRMAN                                                          (18/09/P-13) 
 
The Chairman presented his report and noted that he had met with Michelle 
Marshall from University of Sheffield with a view to her taking up the partner 
Governor position on the Council of Governors. He was pleased to report that 
Michelle has now been nominated by the University and will take up the seat at 
the October meeting. 
 
It was also noted that Tony Grierson, Public Governor had retired from the 
Council with immediate effect and the Board extended their thanks to him for all 
his work. 
 
A successful Annual Members Meeting was held on 13th September with good 
attendance and questions. 
 
The generosity of local people continues with excellent responses to Charity 
initiatives.  
 

 

18/140 REPORT OF THE CHIEF EXECUTIVE                                              (18/09/P-14) 
 
Dr Jenkins highlighted that he had attended the A&E Delivery Board Chair 
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Regional meeting, discussing issues and challenges for NHS providers. 
Nationally, there remains considerable anxiety that July ED performance was 
88% and support to improve performance in winter. 
  

18/141 INTELLIGENCE REPORT                                                                  (18/09/P-15) 

Ms Parkes presented the monthly Intelligence report, which was received and 
reviewed.   

 

 

18/142 ANY OTHER BUSINESS & DATE OF NEXT MEETING.  

The meeting closed at 11.40am. 

Comments from the governors 
 

Mr Conway commented that he learns a lot from each meeting that he attends 
and it is disappointing that there are not more Governors in attendance. 
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/11/P-04 

SUBJECT: BOARD ACTION LOG 

DATE:  1 NOVEMBER 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 September 2018 Action Log / 1 

 

Subject: Board Action Log Ref: BoD 18/11/P-04 

 
 
ACTIONS ON AGENDA: Table 1   
Minute 

ref 
Meeting 

date 
Item Action Owner Due date Done Date Progress report 

RAG 
status 

18/97 July 2018 Mortality Report 
Review of trend and detail 
for crude mortality to be 
included in next report 

Medical 
Director 

October 
2018 

October 
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 

18/132 
September 

2018 

Chair’s Log – Quality 
& Governance 
Committee 

Discussion of proposed 
peer benchmarking group 
for HSMR 

Medical 
Director 

October 
2018 

October 
2018 

Discussed at Quality & 
Governance Committee 
meetings, 24th October 2018 

 

18/132 
September 

2018 

Chair’s Log – Quality 
& Governance 
Committee 

Request for a presentation 
to Governor’s Quality & 
Governance Group on 
Mortality 

Trust 
Secretary 

October 
2018 

October 
2018 

Added to workplan – now 
scheduled for November 
2018 

 

18/133 
September 

2018 

Appraisal & 
Revalidation Annual 
Report 

Signing and submission of 
Compliance Statement 

Medical 
Director 

September 
2018 

September 
2018 

Complete  

18/138 
September 

2018 

Hospital Services 
Review – Strategic 
Outline Case 

Submission of response to 
HSR following discussion 

Chief 
Executive 

September 
2018 

September 
2018 

Complete  

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

ref 
Meeting 

date 
Item Action Owner Due date Done Date Progress report 

RAG 
status 



 

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

Minute 
ref 

Meeting 
date 

Item Action Owner Due date Done Date Progress report 
RAG 

status 

         

         

 
 

 
 
 
 
 
 
 
 
 

 

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 18/11/P-06 

 

SUBJECT: QUALITY & GOVERNANCE ASSURANCE REPORT   

DATE: 1 NOVEMBER 2018  

PURPOSE: 

 Tick as 

applicable 
  Tick as 

applicable 
For decision/approval   Assurance  

For review   Governance  

For information   Strategy  

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

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

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

STRATEGIC CONTEXT 

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

EXECUTIVE SUMMARY 

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

 Presentation from the Frailty Assessment Unit team 

 Review of the quality components of latest Integrated Performance Report, overview of 
September’s overall performance including an update on IHeart Barnsley CQC review and 
outcomes of the Readmissions Audit. 

 Quarterly review of the Board Assurance Framework and Corporate Risk Register 

 Quarterly fall and Pressure ulcer reports 

 Monthly mortality report and proposals for changing reporting after the rebasing by CHKS 

 Flu Vaccination update  

 Monthly review of the Nursing & Midwifery staffing report. 

 Update from the Acorn Rehabilitation Unit team on progress against agreed metrics and proposal 
for future assurance – the Committee recommends to the Board that monitoring continues through 
CBU3 with exception reporting to Quality & Governance Committee. 

 Report on quality impact assessment of Cost Improvement Programmes  

 Regular report from the Guardian of Safe Working  

The Minutes and Chairs’ logs from committee subgroups were also subject to regular review.  

Issues for the attention of Board are reported in the attached Log 

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: 24/10/18 Chair: Ros Moore 

 

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

Recommendation/ Assurance/ 
mandate to receiving body 

1. 

Frailty 
Assessment 
Unit 
Presentation 

The Committee received a presentation on the Hospital 
improved approach to Frailty and the Frailty Assessment 
Unit, which is in operation from 9am to 5pm, Monday to 
Friday. Appropriate patients are seen direct from ED with the 
aim of an ambulatory or short stay (max 72 hours). In the first 
6 weeks of operation, 88 patients were seen with 55% of 
same day discharges and average length of stay reduced to 
1.26 days (previously 8 days for frail patients). 
 
The presentation from medical and nursing leads included 
the impact on care of comprehensive assessments, 
development of a dashboard to monitor key outcomes, and 
patient feedback. 
 
Work continues to raise awareness and strengthen links with 
services both inside and outside the hospital, with 
stakeholder workshops being held and a „Frailty‟ week. 
Education and training for staff is being established and the. 
 
Areas for improvement include recruitment of Frailty nurses 
and extending the opening hours of the service. 
 

Board of Directors To Note  

2. 
Readmissions 
Review 

A review had been requested of readmission performance 
and the Committee received the outcome of the audit of 100 
randomly selected cases of emergency readmissions (within 
30 days) during the period January to June 2018. 
 
The audit identified only 9 cases where the readmission 
could potentially have been avoided. 
 
The audit also identified that patients on an ambulatory care 
pathway, who subsequently returned for planned treatment, 
were classified as a readmission. There is potential for these 

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 

patients to be excluded from the classification and the 
Committee supported work on this and for discussions with 
the CCG. 
 
The Committee agreed that it was assured from a clinical 
perspective that there are no themes of inappropriate 
avoidable discharges and that there has been areas of 
learning identified including links to medication and accuracy 
of information provided. 
 

3. 
Pressure Ulcer 
Quarterly 
Report 

The quarterly pressure ulcers report was received 
highlighting the work already undertaken to reduce the 
incidence of pressure ulcers and providing details of areas 
where further work is being undertaken. 
 
In quarter two there have been 4 hospital acquired grade 2 
pressure ulcers, 2 of which were deemed to be avoidable 
and a reduction from the previous quarter. There have been 
4 hospital acquired grade 3 pressure ulcers in the same 
period, 1 of which was deemed to be avoidable and again a 
reduction from the previous quarter. There were zero grade 4 
pressure ulcers. 
 
Themes identified and actions taken include further training 
ensuring timely completion of risk assessments and the use 
of appropriate mattresses. 
 
The Committee welcomed the publication from NHS 
Improvement “Pressure Ulcers: revised definition and 
measurement” which will enable national benchmarking for 
the first time. This has been reviewed and action plan 
developed for any areas of non-compliance. The change in 
terminology was noted together with the changed reporting 
requirements. 
 

Board of Directors For Assurance 

4. 
Falls Quarterly 
Report 

The Committee received the quarterly Falls report, noting the 
increase in the number of inpatient falls from the same period 
last year, and also the increase in the number of repeat of 
falls. It was highlighted that August has seen the highest 

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 

number of falls in month and work is on going to understand 
the reasons for this.  
 
All falls that result in moderate or severe harm are subject to 
a root cause analysis (RCA). In quarter two 8 RCAs were 
carried out with 3 falls being deemed avoidable. Learning 
points were also identified in the cases of the 5 falls deemed 
unavoidable. 
 
A Falls Practice Facilitator is being put in place to raise 
awareness and education in relation to falls. 
 
The Trust is participating in the NHSI 2nd wave Falls 
Collaborative and undertaking rapid improvement work over 
a 90 day period. This has now concluded with a number of 
key quality improvement initiatives introduced. The work will 
continue to roll out the initiatives trust-wide.  The team have 
also showcased the work that has been undertaken to NHS 
Improvement. 
 



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

Recommendation/ Assurance/ 
mandate to receiving body 

5. Mortality Report 

 
The Committee received the monthly mortality update noting 
that crude mortality at end of September 2018 is 22.58 in 
month and 21.24 year to date.  SHMI for Jan 2018- March 
2018 is 100.2.  HSMR as at July 2018 is 109.48 (following 
rebasing by CHKS). Disease specific mortality is Acute 
Kidney Injury 103 and Sepsis 104. 
 
The rebasing of HSMR was discussed in detail at the Board 
of Directors in September 2018 and work is ongoing on 
improvement actions highlighted. 
 
Learning from reviews continue to be discussed at 
appropriate governance forums and clinical groups to ensure 
wide dissemination. 
 
The quality of Structured Judgement Reviews is improving 
together with the timeliness of review. 
 
Case mix similar peers 
 
Guidance received from CHKS advised that analysis of 
HSMR data should be against a carefully chosen peer 
group, and to then benchmark the Trust‟s performance 
against that peer. 
 
The current peer group for the Trust consists of non-
specialist trusts in the Yorkshire and Humber region. For 
comparison purposes it is advisable to use a peer group 
containing organisations of a similar size, case mix and 
deprivation.  
 
A proposed peer group was reviewed, that match the above 
criteria, and it was agreed to benchmark the organisation 
against both it‟s current peer group and proposed peer group 
for a period of time. 

 
 
 
 

  



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

Recommendation/ Assurance/ 
mandate to receiving body 

6. 
Quality Impact 
Assessments 

 
 
The Trust has an effective quality impact assessment (QIA) 
process for Cost Improvement Programmes (CIPs). CIPs 
and improvement programmes are identified at Clinical 
Business Unit (CBU) level and are assessed for their impact 
on patient safety, clinical outcomes, patient experience and 
staff experience through an agreed QIA process led by the 
Medical Director and Director of Nursing & Quality. 
 
When a potential savings scheme has been identified, the 
key quality risks, agreeing mitigating actions and confirming 
key performance indicators (KPIs) to be tracked during 
delivery of the scheme. 
 
In 2017-18 there were 77 CIP schemes which progressed to 
maturity rating 4. There were four schemes where potential 
high impact to one or more of the quality elements was 
assessed. No schemes were assessed as having potential 
extreme impact to quality.  
 
At Month six of 2018-19 there are 44 CIP schemes which 
have progressed to maturity rating 4. There is one scheme 
where potential high impact to one or more of the quality 
elements has been assessed. No schemes have been 
assessed as having potential extreme impact to quality.  
 
The panel assessing each of the schemes ensures there is 
rigorous challenge to the quality impact of the scheme, 
requesting further information where appropriate. 
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Ref Agenda Item Issue and Lead Officer 
Receiving Body, i.e. 
Board or Committee 

Recommendation/ Assurance/ 
mandate to receiving body 

7. 

Nursing & 
Midwifery 
Staffing – 
monthly report 
and annual 
report 

The monthly nurse staffing report shows that, for September 
2018, the Trust has seen a significant increase in the fill rate 
for registered nurse/midwife day shifts of 3.5% and care staff 
fill rate of 3.5%. For night duty registered nurses/midwives 
the fill rated has remained stable whilst care staff has 
decreased by 5.2% but remains over 100%. There are 4 
wards where staffing levels fell below 80% for registered 
nurses on day shifts, one less than last month. 
 
Three additional wards remain open and are being flexed as 
required and work is on-going to recruit permanently to lead 
nurse and sister posts in these areas. This is reflected in the 
increased number of new starters in month. 
 
Agency spend has decreased this month with continued  
downward trend of reliance on the most expensive agency.  
The planned transfer of management of the nurse bank took 
place on 1st October. 
 
There were 14 new starters in month and also a number of 
graduates that will be reflected in next month‟s figures. 
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8. 
Guardian of 
Safe Working 

The Guardian of Safe Working attended the meeting to 

provide an update on Junior Doctor contracts and exception 

reporting. 

 

Exception report submission by junior doctors is on the rise 

and the majority of reports are around extra hours and lack of 

rest due to work intensity, gaps in rota and under staffing. 

 

Engagement with Junior Doctors is good, with regular 

meetings and held and the Committee heard that, following 

the recent appointment of a number of Physician‟s 

Associates, the workload on Junior Doctors should ease. 

 

Time limit to close a report is a challenge, and is a similar 

picture nationally. The Guardian of Safe Working is 

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 

presenting at a number of meetings to raise awareness and 

improve engagement in the closing of reports. 

9. 
Integrated 
Performance 
Report 

The Committee received the Integrated Performance Report 
for Month 6 and noted the continued achievement of 
performance standards, most notably the ED 4-hour wait 
standard. 

A review of the iHeart service action plan has taken place 
and all actions have been completed, providing assurance 
for our patients. 

Board of Directors For Assurance 

10. 
Acorn 
Rehabilitation 
Unit update 

The Committee received its planned update of performance 
against KPIs, CQUIN achievement and ward based 
initiatives. The on-going work on multi-disciplinary meetings 
and involving families in discharge planning is improving and 
continuity of GP support has improved with additional hours 
in place.  

Initiatives such as ending „pj paralysis‟ ensures that patients 
are dresssed and utilising the dining room for meals. There is 
also a daily timetable of education sessions such as falls, 
anxiety, sleep management etc. 

There are still improvements to be made to the environment 
which will be progressed. 

The Unit is within the CBU3 governance structure and the 
Committee recommend that monitoring will continue through 
that route with exception reporting to the Committee. 

Board of Directors For Assurance and Approval 
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REPORT TO THE BOARD OF DIRECTORS REF: BoD 18/11/07 

 

SUBJECT:   MORTALITY REPORT (Q2) 

DATE:          1 NOVEMBER 2018 PRIVATE & CONFIDENTIAL 

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  

For review √  Governance √ 

For information √  Strategy  

PREPARED BY: Dr Susie Orme and Tracey Radnall 

SPONSORED BY: Dr Simon Enright Medical Director 

PRESENTED BY: Dr Simon Enright Medical Director 

STRATEGIC  CONTEXT 

Reduction in mortality and learning from deaths is a key priority for the Trust 

EXECUTIVE SUMMARY 

 
HSMR is calculated as a comparison of the Trust actual deaths compared to a statistically generated 
number of expected deaths. Quarter 2 saw the release of rebased HSMR data which corrected a 
previous downward drift. Nationally, 2017/18 had seen a significant downward drift, thought to coincide 
with the introduction of new coding rules on Sepsis in April 2017. 
Each year rebasing takes place to account for these changes and corrects any drift in HSMR. This years 
HSMR rebasing has seen an increase in the number of coded spells for sepsis, which has not been 
matched with an increase in deaths. This has reduced the risk of dying from sepsis and resulted in a 
10% difference nationally in HSMR.  
 
BHNFT has seen a drop in Palliative care coding since January 2017. Considerable work has been 
undertaken by the Coding Team, Patient Safety and the Specialist Palliative Care Team, to review the 
current local coding rules in order to provide a positive impact on HSMR moving forward. 
 
Actions have been taken to address the statistical trend and are detailed in the paper: 
 
Crude mortality: Latest analysed data is to the end of September 2018 and is 22.58 in month and 21.24 
year to date.  
SHMI: The latest available period is April 2017 – March 2017 (Q4) and was 100.2. 
HSMR: Latest data from CHKS is to July 2018 and reports 109.68 for the preceding 12 month period. 
(HSMR has increased due to a re-base with CHKS)  
Disease-specific mortality: AKI 103,  Sepsis HSMR: 104,  
Learning From Deaths:  Rolling 6 month period 01/04/2018 – 30/09/2018 
 

RECOMMENDATION(S) 

 
Trust board are asked to receive and review the report. 
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Subject: MORTALITY REPORT (Q2) Ref: BoD 18/10/07 

 
 

1. HSMR Rebase: 
 

HSMR is calculated as a comparison of the Trust actual deaths compared to a statistically 
generated number of expected deaths.  Improvements in care can mean the risk of a patient 
dying of a specific disease lessens and the expected numbers of deaths go down. 2017/18 had 
seen a significant downward drift nationally, thought to coincide with the introduction of new 
coding rules on Sepsis in April 2017. 
 
Each year rebasing takes place to account for these changes and corrects any drift in HSMR.  
 
This years HSMR rebasing has seen an increase in the number of coded spells for sepsis, 
which has not been matched with an increase in deaths. This has reduced the risk of dying from 
sepsis and resulted in a 10% difference nationally in HSMR.  
 
The analysis carried out following the rebase at BHNFT found: 

 There has been a change nationally in Sepsis coding from April 2017 

 The impact on BHNFT is significant as BHNFT has coded more Sepsis spells than 
regional or national groupings. BHNFT has been proactive in delivering Sepsis 
awareness. 

 During analysis of the HSMR rebase a fall off in palliative care coding was noticed. 

 A small number of spells were found to be un-coded due to HES data not being 
refreshed at Month13. 

 
In summary the total number of statistically expected deaths at BHNFT has reduced in 2017/18 
from 983 to 881, due to a decreased risk of dying from sepsis at BHNFT, leading to a HSMR of 
over 100 with an upward trend. 
 
The impact of the rebase nationally and locally is demonstrated in the bar chart, table and 
graphs below: 
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Difference in HSMR – Post Rebase Nationally: 
 

 
 
Difference in HSMR – Post Rebase Barnsley: 
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2. Safety 
 
The rebase may have raised questions about safety at BHNFT. Although rebases have 
occurred every year, this years has seen a significant change in the HSMR value. It is important 
to recognise the increase in HSMR is reflected in regional and national data sets and corrects 
the downward drift seen by the changes in the sepsis coding rules.  
 
The increase in HSMR post rebase could not have been predicted, since the number of actual 
deaths in the reference period at BHNFT has not changed. A positive from the rebase is that the 
national work on sepsis has decreased the risk of dying from sepsis. 
 

3. Next steps 
 
The proposed next steps will aid delivery of the strategic objective but due to reporting 
timescales will not be visible for a 3-6 month period. The management of mortality is 
multifaceted and includes more than just the HSMR. HSMR should be triangulated with other 
mortality statistics, and used in the context of other information sources on coding, case mix 
and care. 
 
To bring the HSMR back in line with strategic objectives the following high level actions have 
been implemented: 
 

 Benchmarking against a suitable peer group,  

 Monitoring against control limits as well as the national average  

 Investigating and managing alerting groups through coding and care 

 Correction of the drift in palliative care coding 

 Explore coding rules for non cancer palliative care patients 

 Ensure HES annual refresh takes place 

 Continuation of improvements in care work streams. 
 

4. Benchmarking 
 

For some time BHNFT has benchmarked against regional peers. As the components that affect 
HSMR (Care, Casemix and Coding) are not equally weighted between organisations it will be 
beneficial for BHNFT to benchmark to similar trusts rather than just regional trusts. For 
comparison purposes it is advisable to use a peer group containing organisations of similar size, 
case mix and deprivation. 
 
Out of the regional group there is only one comparable organisation which is Rotherham. CHKS 
(our external health information analysts) have therefore found a comparable ‘matched’ peer 
group to benchmark against as well as the ‘regional’ peer group. 
 

5. Statistical Monitoring 
 

Statistical monitoring needs to include confidence limits and alerting diagnostic groups. These 
can then be managed as appropriate through care, casemix and coding. CHKs have since 
provided us with revised confidence limits using both Current regional peer groups and a 
national matched peer group 
 

6. Care 
 

Work streams have commenced in  

 Respiratory,  
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 Trauma & orthopaedics and  

 Dementia.  
 
Respiratory are reviewing the care of patients who receive NIV to ensure that patients with 
limited reversibility are not inappropriately treated and to ensure they receive. Orthopaedics 
have a detailed action plan to bring the management of fractured NoF patients in line with best 
practice and work to promote advanced care planning in groups such as patients with dementia 
is being carried forward though the use of assessment tools. Orthopaedics are presenting their 
action plan and progress to Q&G. 
 

7. Case mix 
 

BHNFT has seen an increase in the numbers of patients where a contributory cause of death is 
senility or dementia. Further work is needed to understand how this may be affecting our HSMR 
and whether the reason for admission is a genuine acute admission or lack of advanced care 
planning.  
 

8. Coding: 
 

HSMR is sensitive to increases in palliative care coding; the greater the proportion of palliative 
care coding the lower the overall HSMR will be. Palliative care coding varies greatly between 
hospitals.  
 
For example:  
 

 Quarter 4 BHNFT has an index of palliative care coding 1.09 and the HSMR 107.8.  

 Quarter 4 Calderdale and Huddersfield palliative care coding 1.53 HSMR 81.2. 
 
Calderdale and Huddersfield is consistently high at coding palliation and has a consistently low 
HSMR. Looking at a matched peer group the range of palliative care coding is from 11.18% to 
42.66% with an average of 26.5%.  In the same period Barnsley had a rate of 20.38%. 
 
Palliative care coding index:    
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BHNFT has seen a drop in Palliative care coding since January 2017. This is thought to be due 
to the loss of a coding source from cancer services which included any contacts from the 
Specialist Palliative Care team. Other contributory factors were thought to be the limited use of 
the Z51.5 code (Specialist Palliative Care Code) and under use of Z51.8 code (Non specialist 
Palliative care Code).   
 

9. Coding Rules: 
 
Considerable work was undertaken by the Coding Team, Patient Safety and the Specialist 
Palliative Care Team, to review the current coding rules. Permissible local changes have been 
made to ensure that a previous coding source from cancer services could be re-provided and 
local coding rules amended to cover the palliative patients that are not seen by the Specialist 
Palliative Care Team, to ensure we are capturing patient experience correctly.   
 
This will have an impact on HSMR and income through depth of coding but will also inform 
service development needs of an increasingly frail population. The extent to which a trust codes 
episodes of Palliative Care also matters from a reputational viewpoint.   
 
 

10. HES Refresh 
 

Information within the new HSMR data set shows that the annual refresh on coded episodes to 
HES did not pull through. Therefore there are some un-coded episodes within the data set 
which would adversely affect the HSMR ( since an un-coded episode cannot have a risk of 
dying assigned to it). Recoding within alerting groups such as Syncope and Cardiac arrest has 
also not pulled through which also adversely affects the HSMR.  
 
The Director of IT has already reviewed this process with his team to ensure the annual refresh 
happens in the future ‘in month 13’. 
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11a: MORTALITY STATISTICS 
 
Summary Table 
 

 
 
Crude Mortality (Latest Month September 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) 508 22052 22.58 21.24 

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

 
 
Crude Mortality Statistical Process Control (SPC) Chart  
 

 
  

Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18

HSMR 102.33 102.41 103.41 103.44 103.8 103.32 106.29 107.04 108.41 108.81 109.56 109.68

Discharges 3465 3427 3635 3603 3529 3657 3526 3733 3574 3775 3660 3662 3883 3498

Deaths 60 61 75 79 99 109 101 97 93 77 68 70 74 80

Expected Deaths 61 67 68 69 83 99 74 86 81 76 70 67

Crude Mortality Rate 20.20 20.72 22.83 26.09 32.59 34.45 30.91 28.4 29.66 21.99 22.13 23.21 19.06 22.58

SHMI 101 101.5 100.2
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11b: 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 July 2018 was for the period (Q4) January 18 – March 18 (100).    

The SHMI is not a measure of quality of care. A higher than expected number of deaths should not 

immediately be interpreted as indicating poor performance and instead should be viewed as a 'smoke 

alarm' which requires further investigation. Similarly, an 'as expected' or 'lower than expected' SHMI 

should not immediately be interpreted as indicating satisfactory or good performance 

SHMI Banding Description =  Band2  As expected 

Expected events as calculated by the risk model= 1519.72 

Actual= 1522 
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11c: HOSPITAL STANDARDISED MORTALITY RATIO (HSMR) 
 
The rebase and subsequent changes to our HSMR both in number and trend has led to us examining 
the CKHS database further. There are alerts available by specialty and by diagnostic groups. There are 
concerns raised from the HSMR relating to specific disease groups.  This triangulates with concerns 
raised from other sources with regard to Mortality rates. Multidisciplinary work is already underway to 
understand the issues in these areas. Work is ongoing in the following areas: 
 

 Respiratory – NIV protocols 

 Trauma and Orthopaedics – Fractured Neck of Femue 

 Care of the Elderly – Urosepsis impact of chronic UTI conditions incorrectly categorised 
 
The outcomes will be fed into the LfD group who will be actively supporting or involved in the projects as 
required. Monitoring disease specific HSMR will continue in these specialities and in any other if a rise in 
observed versus expected deaths occur. 
 
This is an example of using the statistics  to inform and monitor improvements in care. We intend to 
monitor departmental data as well as disease specific data going forwards. CBU CD’s have been asked 
to engage with their speciality teams to start investigating their HSMR using simple methodology 
supplied  at the understanding hospital mortality statistics master class attended by the NED for Mortality 
and the Head of Patient Safety. 
 
As previously discussed in the Rebase section, the gap created (see graph below) by the statistical 
rebasing through a  reduction in the number of expected deaths is not going to reduce for a number of 
months. 
 
HSMR Actual Vs. Expected Deaths - Latest Rolling 12 Months: 
 

 
 
 
 
 
 
 
 
 
 
 

 

Month Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18
12 Month 

Rolling

Actual 60 61 75 79 99 109 101 97 93 77 68 70 989

Expected 61 67 68 69 83 99 74 86 81 76 70 67 901

HSMR 98.4 91.0 110.3 114.5 119.3 110.1 136.5 112.8 114.8 101.3 97.1 104.5 109.8
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HSMR Actual Vs. Expected Deaths - Rolling 12 Months (reported previous quarter): 
 

 
 
 

The 12 month rolling HSMR to July 18 is 109.8. 
Applies to in-hospital mortality. Includes around 85% of mortality of deaths 
 
 (POST RE-BASE) 
 

 
 
(PRE RE-BASE) 
 

Month Jun-17 Jul-17 Aug-17 Sep-17 Oct-17 Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18
12 Month 

Rolling

Actual 59 64 60 61 75 79 99 109 101 97 93 77 974

Expected 68 63 61 67 68 69 83 99 74 86 81 76 895

HSMR 86.8 101.6 98.4 91.0 110.3 114.5 119.3 110.1 136.5 112.8 114.8 101.3 108.8
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CONFIDENCE LIMITS: 
 

 
 

The latest Rolling 12 Months HSMR for Yorkshire and Humber Non-Specialist Trusts and Proposed 
Matched peer group are presented below. BHNFT figures are highlighted in peach. 
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11d: AKI HSMR 

AKI Mortality: HSMR 103 (July 18) 
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11e: Septicaemia Mortality  
 
Septicaemia mortality: HSMR 104 (July 18) 
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11F: Palliative care coding 
After discussions with Coding, Palliative Care, MD and AMD a paper is due at ET with a review of the 
local policy for palliative care coding to include a wider range of coding sources such as fast-track 
patients, advanced care planning documentation and a contact list from the Specialist Palliative Care 
team.  
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11G: Weekend HSMR 
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12: LEARNING FROM DEATHS  

12a: Mortality Screening and Structured Judgement Reviews 

 

Number of screening requests sent out  

July to September 2018 
Returned Outstanding 

230 141 (62%) 89 (38%) 

(Data correct as of 10 October 2018) 

SJR Compliance Rolling 6 month period – 01/04/18 to 30/09/18 

Number of SJR sent out 62 

Number of SJR returned 52 

 

We are seeing more timely returns of the screeners with good engagement and narrative on care and 

learning which has reduced the number of SJRs we have needed to request. We have also been able to 

provide positive feedback on quality of care to nursing and medical teams as well as extract themes for 

learning. The work with Palliative Care has given us a template of "Good palliative Care" which we 

shared in the Learning From Deaths bulletin and will focus service improvement projects going forward 

in conjunction with the Learning From Death group. 

1. Simplifying the screener form with questions that relate to care rather than process 

2. Comments on quality of care rather than avoidability of deaths as the latter was difficult to assess and 

the care component reflects the subjective review of care in the SJRs 
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3. The screener no longer require a signature as there were reservations about signing a document in 

terms of potential disclosure. There is no requirement for the screeners or the SJRs to be signed as they 

are separate and do not form part of the case record. they are a subjective assessment of care rather 

than a medico legal case note review 

4. Support of the Clinical Directors in ensuring improved engagement in the process which has been 

extremely valuable in terms of consistency of approach. 

5. To improve engagement we aremeeting with individual consultants will occur to address any concerns 

and barriers they may have with the screening process.  

 

12b: Structured Judgement Review Learning  
 

 
 
SJR Learning – from April 2018  

 
 
 

12c: Structured Judgement Review Learning Points  
 
Key action points: 
 
There has been a focus on providing direct feedback to teams and recent reviews suggest there is a 
change in awareness with regard to invasive investigations being carried out whilst patients are receiving 
end of life care. 
 

Rolling 6 Month Period 01/04/2018 - 30/09/2018 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 0 1 0 0 0 1 1

Poor Care 8 8 0 0 7 5 1

Adequate Care 16 14 3 1 10 18 14

Good Care 17 19 0 1 18 20 21

Excellent Care 5 3 2 1 8 2 2

Not Applicable 6 7 47 49 9 6 13
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Work has commenced to assess whether or not it would be appropriate to for referrers to state on 
radiology request forms if a patient is receiving end of life care, in order to prevent unnecessary 
diagnostic scanning. 
 
Following on from the re-coding work carried out on cardiac arrest codes, the August Learning from 
Deaths bulletin focused on the NCAA findings. The next quality improvement project from the learning 
from deaths group is to implement an RCA approach to all cardiac arrests recorded on Datix. 
 
The following Working Groups are in progress: NIV, NoF and Dementia. 
 
 
Subjective care comments: 
 
Within a structured judgement review there is opportunity to record an opinion on up to 6 care 
judgements and provide an overall assessment. 
 
Individual comments from SJR’s in Q2 that contributed to above expected care being documented: 
 

 Patients assessed and diagnosed quickly and received the correct treatment. 

 Appropriate escalation good communication with family good documentation in patient notes. 

 Excellent management of sepsis 

 Good and appropriate care 

 I thought this was good care 

 Medical treatment was appropriate and satisfactory 

 Resuscitation done initially, then stopped and my care plan started 

 The medical care, observations and documentation were good. 

 This patient was well cared for with a high probable mortality rate 
 
Individual comments from SJR’s in Q2 that contributed to below expected care being documented are: 
 

 Fluid balance records poorly filed 

 Could have provided better care,  

 Poor Prognosis on admission and late starting on my care plan 

 Poor implementation of sepsis pathway,  

 poor AKI Management, late recognition of MOF and management of a dying patient, missed 
opportunities in previous admission to consider DNAR and ceiling of care in patient with multiple 
co-morbidities, PQOL 

 Heart failure initial diagnosis for PE was late and missed dose of Dalteparin 

 Patient was subjected to lots of needles for bloods and cannula in his last days of life, focus 
should have been on providing comfort 

 Fluid balance records poorly filed 

 The diagnosis of PE was made late and a dose of Dalteparin missed  

 Lack of decision making 

 Failure to recognise that the patient had a valid DNACPR 

 Poor implementation of sepsis pathway,  
 
FEEDBACK: 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.  
 
To date 67 individual letters have been sent by the AMD with specific learning for individuals. 
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12d: SJR learning and Feedback on Learning From Deaths 
 
A monthly Learning From Deaths Bulletin goes on the intranet and is emailed link to staff. 
 
Themes include: 
 
Feedback and discussion of good and excellent care to relevant teams 
 

SJR Learning: Feedback on Cardiac arrests: 

SJR Learning: Feedback on Care of the Dying Patient: 

 
 



  

REPORT TO THE BOARD OF DIRECTORS REF: BoD 18/11/08 

 

SUBJECT:   BOARD ASSURANCE FRAMEWORK  

DATE:          1 NOVEMBER 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 one BAF update was presented to the Board of Directors in July 2018. Since the last report to 
the Board the following changes have been made.   
 
Risks removed:  
Risk 1935 – relating to the opening of additional bed capacity to provide in patient beds 

 
Risks added: 
Risk 2122 -  Impact on operational services due to a cyber-security incident due to lack of external support 
for all computer systems. Scored at a risk rating of 8. 
 
Risk 2121 - risk relating to possibility of a ‘no deal’ Brexit scenario. 
 
For month seven, 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 1713 – 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 six 2018/19 

 
 



 

Subject: BOARD ASSURANCE FRAMEWORK   Ref: BoD 18/11/08 

 

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 two of 2018/19  and since the last report to the Board the following 

changes to note have been made: 
 
Risk removed:  
Risk 1935 – relating to the opening of additional bed capacity to provide in patient beds 
 
Risks added: 
Risk 2122 -  Impact on operational services due to a cyber-security incident due to lack of 
external support for all computer systems. Scored at a risk rating of 8. 
 
Risk 2121 - risk relating to possibility of a ‘no deal’ Brexit scenario. 
 
At the recent meeting of the Finance & Performance Committee there was a request to review 
the score of Risk 1713 – this was subsequently reviewed and has been increased to 16 (4x4) 
from 12 (3x4).  
 

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, Finance & 
Performance Committee and Audit Committee. The Board is asked to review and 
approve the Board Assurance Framework. 
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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 

August 
18 

Sept 
18 

Oct 
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 3x2 3x2 2x2 

1868 
Risk identified regarding consultant 
provision for the Stroke Service due to 
vacancies. 

Medical 
Director 

Q&G 3x3 3x2 3x2 

 

Risk controls in place Assurance rating 

CRR 
Ref 

Description of Risk Control August 
18 

Sept 
18 

Oct 
18 

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

M M M 

1866 D1 improvement work on-going. H H H 

1868 New stroke medical model in place using Locums  M M M 

 

Gaps in Risk Control 

CRR 
Ref 

Description of Gap Action to Address Gap in Risk Control Date 

1498 
Gaps in the middle grade rota for August, 3 gaps at middle grade, 3 
gaps at Foundation grade 

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 August 2018 Positive Internal 
1866 Performance Review Report August 2018 Positive Internal 
1868 Regular review at ET May 2018 Positive Internal 

 
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 

August 
18 

Sept 
18 

October 
18 

1966 

Barnsley CCG have expressed their 
intention to procure an Integrated care 
Organisation for Barnsley. Whilst this gives 
the Trust further opportunities to deliver on 
its agreed vision of integrated care it will 
require significant resource to respond to 
and deliver on proposed changes. This 
may have financial and contractual 
implications for the trust. 

Chief Delivery 
Officer 

F&P 4x3 4x3 4x3 

1967 

The ICS (2017) 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 

2121 

The Business security unit has been 
'horizon scanning' over recent months in 
respect of the risks to the Trust and BFS of 
a possible 'no deal' Brexit scenario and 
monitoring the Government's ongoing 
preparations should the UK leave the EU 
without any deal in March 2019. Based on 
a paper from the Secretary of State for 
H&SC dated 23rd August 2018 and a 
number of technical papers from Her 
Majesty's Government there are a number 
of issues highlighted that are possibly 
relevant to the Trust and BFS: Full detail is 
contained in the Trust Risk Register. 

Chief Delivery 
Officer 

F&P  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 July 
18 

August 
18 

September 
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. We have a watching brief 

on CCG procurement activity. 

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 

The Trust is working with all system partners to ensure sustainable local 

services for the future 

M M M 

2121 

Initial discussions on 'no deal' linking into Adaptive Business Continuity 
(BC-Lite) planning to ensure there is no over complication of process. On 
this basis this should focus effects on  Staff, Space (accommodation), 
Services and Supplies with consideration to Safety, Security and 
Safeguarding. Fully discussed at Executive Team and Board September 
2018 

 

 M M 
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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 

2121 Further clarity of Government intentions 
Watching brief on all communications, 

briefing paper to September 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 July 2018 Positive Internal 

1967 
Externally facilitated Board workshop held to further understand Trust 

strategic options  
July  2018 Positive Internal/external 

2121 Briefing paper to September Board September 2018 Positive Internal 

1693 Monthly Communications Planner presented to the Executive Team August 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 

August 
18 

September 
18 

October 
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 3 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 3x3 

 
 

Risk controls in place Assurance rating 

CRR 
Ref 

Description of Risk Control August 
18 

September 
18 

October 
18 

1201 Executive vacancy/agency control panel M M M 

1200 
Revised People &  Engagement Group set up. Chaired by the CEO. New 
People Strategy launched. 

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 

Impact of failing to achieve the strategic objective 

People may choose to work at other local provider Organisations. 
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CRR 
Ref 

Description of Assurance Date Received Positive or 

Negative 

Internal or 

External 

1201 Nurse Staffing Report August 2018 Positive Internal 

1200 Staff Engagement Plan May 2018 Positive Internal 

1199 CBU Insight report May 2018 Positive Internal 

1199 Workforce Report August 2018 Positive Internal 

2104 Recruitment plan June 2018 Positive Internal 

 
 
 
 



BAF  October 2018 

 

 
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 

August 
18 

September 
18 

October 
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 PSF 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 

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 2x5 

2122 
Impact on operational services due to a cyber-
security incident due to lack of external support 
for all computer systems. 

Director ICT F&P  2x4 2x4 

 
 
 

Risk controls in place Assurance rating 

CRR 
Ref 

Description of Risk Control August 
18 

September 
18 

October 
18 
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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 

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 

2122 

Currently all clinical and business critical systems have external support. Minor 
non-critical systems are supported internally. A regular review and assessment 
is carried out to ensure that business critical computer solutions are supported 
externally and a risk assessment completed on minor unsupported solutions. 

 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 August 2018 Positive Internal 

1025  Weekly ED Delivery Board meeting August 2018 Positive Internal 

1025  Patient Flow Improvement Plan 
Introduced through 
the year to autumn 

2018 

Positive Internal 

1434 Integrated Performance Report August 2018 Positive Internal 

1835 
1865 ICT report  to Finance and Performance Committee August 2018 Positive Internal 

1835 Barnsley Digital Roadmap Board May 2018 Positive External 

1865 Assurance Audit completed by Carecert supplier for intrusion detection Sept 2018 Positive External 

1865 Cyberscore solution penetration testing with positive results May 2018 Positive Internal 

1865 CareCert Cybersecurity Audit August 2018 Positive External 

2098 Business case and contract completed August 2018 Positive External 
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Strategic Objective 4  

ii) Finance 

 
Performance: We will achieve our goals sustainably 

Director  

Lead 

Director of Finance & 
Chief Delivery Officer 

Board 

Committee 
Finance & Performance 

 

Impact of failing to achieve the strategic objective ii) Finance 

BHNFT will fail to achieve the financial plan which has been set.  

 
 

 

CRR 
Ref 

 

 

Description of Risk 

 

 

Director 
Lead 

 
A

lig
n

m
en

t 
to

 

C
o

m
m

it
te

e 

August 
18 

September 
18 

October 
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 4x4 4x4 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 PSF 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 August 
18 

September 
18 

October 
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 August 2018 Positive Internal 

1943 CIP report August 2018 Positive Internal 

1713 Monitoring Progress Report & Meetings August 2018 Positive Internal 

1844 Carter working group updates and dashboard August 2018 Positive Internal 

1846 Workforce Report August 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  BoD 18/11/09 

 

SUBJECT:   CORPORATE RISK REGISTER 

DATE:          OCTOBER 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 appendix provides an overview of the current extreme risks on the Corporate Risk Register as 
at 07 October 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. The appendix provides 
details of the high risks on the Corporate Risk Register that are reported every quarter to the Board 
of Directors. 
 
Since the last report to the Committee, the following changes have been made: 
 
Risks removed:  
Risk 1866 - Risk regarding D1's quality of information and timeliness of submission to GP's – risk 
closed by Medical Director as no concerns raised in the last 3 months by the CCG, D1 compliance 
now at c.90% 
 
Risk 2096 - Information Security – Sharepoint. Closed by Director of ICT as start of day processes 
implemented and fully mitigate risk 
 
Risks reduced:  
Risk 1868 – Consultant provision for Stroke Service – risk score reduced from 9 to 6 as substantive 
consultant commenced in post, second vacancy still to be recruited. Risk score reduced by Medical 
Director. 
 
Risk 2049 – National shortage of IV Immunoglobulins. There remains a national shortage however 
there have been no issues accessing supplies, stores and being held here in Barnsley. Risk score 
reduced by Medical Director. 
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Risks added: 
Risk 2122 – Impact on operational services due to a cyber-security incident due to lack of external 
support for all computer systems. Scored at a risk rating of 8 and added by the Director of ICT 
 
Risk 2121 – risk relating to possibility of a „no deal‟ Brexit scenario, details on the attached 
corporate risk register. 
 
Risks reworded: 
 
Risk 1966 – reframed by Chief Delivery Officer following discussion at Board to now read:  
“Barnsley CCG have expressed their intention to procure an Integrated care Organisation for 
Barnsley. Whilst this gives the Trust further opportunities to deliver on its agreed vision of 
integrated care it will require significant resource to respond to and deliver on proposed changes. 
This may have financial and contractual implications for the trust.”  

 

 

The Board of Directors is asked to review and discuss this update of the Corporate Risk Register. 
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Subject: CORPORATE RISK REGISTER Ref: BoD 18/10/09 

 
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. 
The Audit Committee provides oversight and review of the processes supporting the 
Corporate Risk Register. 
 

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 48 risks currently recorded on the Corporate Risk Register of which one is 
graded as Extreme Risk (15+) and 28 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 07 

October 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 07 
October 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 October 2018 review of the Corporate Risk Register the following changes are  

to note: 
 

One risk has been reduced by the Medical Director 
 
Risk 1866  - Risk regarding D1's quality of information and timeliness of submission to 
GP's – risk closed by Medical Director as no concerns raised in the last 3 months by the 
CCG, D1 compliance now at c.90% 
 
One Risk has been closed by the Director of ICT 
 
Risk 2096 - Information Security – Sharepoint. Closed by Director of ICT as start of day 
processes implemented and fully mitigate risk 

 
3. CONCLUSION 

 
3.1 Each month all risks will be reviewed by the risk owner and re-scored appropriately. 
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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. 
 



5 
 

 
 
 
 
 

ID
 

Description Mitigation Lead/Owner 
Consequence 

(current) 
Likelihood 
(current) 

Rating 
(current) 

Risk 
level 
(current) 

Risk level 
(Target) 

Progress Notes 

1
7

9
1

 Insufficient cash funds  to meet the 
operational requirement of the 
Trust, with services having to cease 
as a result 

Micro manage cash 
flow 
Apply for distressed 
funding (only when 
required) 
Ensure debtors pay the 
Trust ASAP 
Ensure creditors are 
managed and the Trust 
is not placed on "STOP" 

WRIGHT,  
MICHAEL - 
Director of 

Finance 

Major Unlikely  8 
High 
Risk (8-
12) 

Moderate 
Risk (4-6) 

Cash position remains 
challenging, although 
borrowing has been less than 
plan at Month 6.  

1
8

8
7

 

Risk identified regarding failure of 
other Trust to pay outstanding 
invoices impacting on the 
availability of cash. (Average 
outstanding balance is in excess of 
£1.2m) 

The Trust has to apply 
for funding via an 
interim revenue 
support facility from 
the Department of 
Health.  The Trust is 
required to pay interest 
on this. 

WRIGHT,  
MICHAEL - 
Director of 

Finance 

Major Unlikely  8 
High 
Risk (8-
12) 

High Risk 
(8-12) 

Risk remains the same as 
remaining monies still owed 
 

2
0

4
2

 

Risk identified due to there being 
no contract in place for the new 
Transition Unit; in addition to some 
outstanding issues with regards to 
the refurbishment requirements 
and costings for the unit. 

Both issues have been 
escalated to the 
Alliance Management 
Team with a request 
for a meeting between 
the senior 
management team of 
BHNFT and Barnsley 
CCG. It is expected that 
the first meeting will be 
held early January 
2018. 

TRAINER,  
ABIGAIL - 
Deputy 

Director of 
Nursing 

(Operations) 

Major Unlikely  8 
High 
Risk (8-
12) 

Moderate 
Risk (4-6) 

The meeting has been 
delayed until march, once 
the contract is agreed and 
signed the Trust will be paid. 
There are ongoing 
discussions re the 
refurbishment. 
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2
1

2
2

 Impact on operational services due 
to a cyber-security incident due to 
lack of external support for all 
computer systems. 

 Currently all clinical 
and business critical 
systems have external 
support. Minor non-
critical systems are 
supported internally. A 
regular review and 
assessment is carried 
out to ensure that 
business critical 
computer solutions are 
supported externally 
and a risk assessment 
completed on minor 
unsupported solutions. 

DAVIDSON,  
THOMAS - 
Director of 

ICT 

Major Unlikely  8 
High 
Risk (8-
12) 

High Risk 
(8-12) 

Unsupported systems 
register established for Trust 
critical solutions 

1
8

6
5

 

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. 

"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." 
. 

DAVIDSON,  
THOMAS - 
Director of 

ICT 

Moderate Possible  9 
High 
Risk (8-
12) 

Low Risk 
(1-3) 

New CARECert processes are 
working well for early 
identification of any issues or 
threats. 
BHNFT are good at keeping 
on top of the 
recommendations. A 
CAREcert cyber security audit 
during August 2018, 
externally provided. 
New intrusion detection 
report supplied by Sapphire 
CAREcert registered supplier 
with no issues identified. 
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2
1

1
4

 
Risk regarding patient safety and 
experience in relation to not 
achieving the emergency 4 hour 
access target.  The impact is 
patients may not be receiving the 
quality and timeliness of care that 
they need. 

We have daily reviews 
of performance in ED.  
Daily review of nursing 
and medical staffing to 
ensure that staffing 
levels are adequate to 
treat the 
patients.Monitor 
trends that may impact 
patient safety. 

TRAINER,  
ABIGAIL - 
Deputy 

Director of 
Nursing 

(Operations) 

Moderate Possible  9 
High 
Risk (8-
12) 

Moderate 
Risk (4-6) 

July 2018 - new risk added 

1
8

3
5

 

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 

Ensure Business 
Continuity plans are up 
to date and fit for 
purpose. 
Challenge the Lorenzo 
Suppliers to improve 
the performance of the 
system and escalate 
through all the 
available channels 
including the house of 
parliament via MP.  

DAVIDSON,  
THOMAS - 
Director of 

ICT 

Moderate Possible  9 
High 
Risk (8-
12) 

Moderate 
Risk (4-6) 

Continuing issues with 
performance will only be 
mitigated on full 
replacement of solution, 
planned for summer 2019 
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1
4

3
4

 

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. 

The Acute Physicians 
provide cover 17.00 -- 
20.00 weekdays and on 
call and on the AMU 
Saturday and 
Sunday.Gaps in the 
weekday rotas have 
been covered by Acute 
Physicians undertaking 
additional paid clinical 
sessions to ensure 
service continuity.Also 
"specialist in put to 
AMU has commenced / 
planned for 
Respiratory, Cardiology 
/ Gastroenterology/ 
Diabetes and Care of 
the elderly services 

ENRIGHT,  
SIMON - 
Medical 
Director 

Moderate Possible  9 
High 
Risk (8-
12) 

Moderate 
Risk (4-6) 

New AMU Consultant started 
in November. Informal on-
going discussions with three 
AMU trainee doctors with a 
potential to appoint over the 
next 12 months. 

1
5

2
4

 Sepsis  - management of sepsis may 
not be timely and may contribute 
to adverse patient outcomes. 

Sepsis Chart 
Revised Guidelines 
(2014) 
Sepsis 6 Pathway 
Sepsis FABULOS case 
note sticker. 
Training Programme 
Escalation Plan 
Audits 

ENRIGHT,  
SIMON - 
Medical 
Director 

Moderate Possible  9 
High 
Risk (8-
12) 

Moderate 
Risk (4-6) 

Action plan has now been 
developed to deal with 
recognition and 
management of sepsis (and 
achievement of Sepsis 
CQUIN targets). NEWS2 
introduction in Autumn 2018 
will facilitate better data 
collection for sepsis. 
Appointment of an 
antimicrobial pharmacist will 
help in decisions around 
antibiotics made at senior 
level. 
 
Continued improvement in 
Sepsis HSMR (now below 
100) 
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1
5

3
9

 Risk of access to Capital through 
Trust Capital Programme and 
competing service delivery 
programmes. 

Capital programme 
agreed within financial 
tolerances Capital 
programme to be 
monitored monthly by 
Capital Monitoring 
Group and Finance and 
Performance and 
project timescales to 
be flexed into following 
years if cost pressures 
arise. 

WRIGHT,  
MICHAEL - 
Director of 

Finance 

Moderate Possible  9 
High 
Risk (8-
12) 

Low Risk 
(1-3) 

The funding available for 
Capital remains restricted 
and the Capital Monitoring 
Group continue to ensure 
that the Trust does not over 
commit. 

1
5

6
1

 

The Trust bleep system does not 
provide full, robust coverage across 
all areas of the Trust, particularly 
affecting "crash" calls. 
Risk a clinician will not receive a 
message promptly enough to 
respond to a patient in urgent need 
of attention. 

"Crash Bleep requests 
are monitored on log - 
failure to answer 
bleeps in a minimum 
time requires direct 
telephone 
communication. 
The Switchboard 
follow-up with a call if 
the bleep user does not 
contact following a 
crash bleep." 

DAVIDSON,  
THOMAS - 
Director of 

ICT 

Moderate Possible  9 
High 
Risk (8-
12) 

Low Risk 
(1-3) 

Current monitoring shows 
100% delivery of alert in 
under 1 minute - New 
project established to look at 
alternative crash bleep 
solutions to ensure the Trust 
has the best possible 
solution for the task. 

2
0

9
8

 

Lorenzo replacement Medway 
causes 
operational/financial/reputational 
and clinical safety risks during 
replacement. 

The correct 
governance, contract 
management, 
resources, training, 
clinical engagement is 
in place through out 
the programme of 
work. 

DAVIDSON,  
THOMAS - 
Director of 

ICT 

Catastrophic Unlikely  10 
High 
Risk (8-
12) 

Moderate 
Risk (4-6) 

A PID and plan are under 
development, which will fully 
describe what needs to be in 
place to deliver this project 
safety and effectively. The 
detailed deployment plan is 
under draft which also 
identifies source 
requirements. All documents 
will need to be signed off by 
the Trust before deployment 
commences in earnest. 
Stakeholder engagement and 
comms strategy completed. 
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2
1

0
7

 

Medicine Rota coordinator is 
leaving for Band 4 at Mid Yorks. 
Post has been submitted for job 
evaluation on 6/6/18 - was banded 
at Band 3, despite same job 
description being a Band 4 at Mid 
Yorks and NLAG, so appealed 
decision on 7/6/18, still awaiting 
outcome on 22/6/18. Not having a 
medical rota coordinator for august 
has implications on patient safety 
and agency spend  

Problem raised with 
Resourcing Manager 
and Associate Director 
of HR.  

Wiles,  
Andrew - 
Medical 

Directorate 
Business 
Manager 

Moderate Likely 12 
High 
Risk (8-
12) 

Low Risk 
(1-3) 

Business Manager escalated 
to Deputy Director of HR 
outlining the issues.  Made 
ADO for CBU 1 and Medical 
Director aware 
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1
0

2
5

 

Risk identified of not meeting the 4 
hours in ED/A&E : the details and 
impact are as follows:There is a risk 
of a sustained failure to deliver on 
the ED waiting times target or not 
to achieve the trajectory set with 
NHS Improvement each quarter. 

Constant review of 
performance to 
support delivery of 
trajectory. The 
executive structure has 
been changed. 
Achievement of the 
target is overseen by 
the Director of Nursing 
and Chief Delivery 
Officer supported by a 
new deputy director of 
nursing and 
operations.The Trust 
has escalated its 
approach internally and 
externally with 
partners with regular 
updates on progress 
against agreed 
actions.Weekly 
meetings held with ED 
team and other key 
influencers of patient 
flow. Extra support put 
in ED on lates and 
overnight. Primary care 
streaming now fully in 
place seeing 20-25% of 
patients coming to ED. 
Further support to 
Junior doctors working 
overnight to better 
handle peaks in 
activity. 

MCNAIR,  
HEATHER - 
Director of 

Nursing and 
Quality 

Major Possible  12 
High 
Risk (8-
12) 

Moderate 
Risk (4-6) 

Performance for August 2018 
is well above 95% and for the 
quarter well above 94.2% 
however the risk remains as 
94.2% must be achieved by 
the end of Q2 
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1
2

0
1

 

Potential risk of non recruitment to 
vacancies and development of staff 
in post; the details and impact are 
as follows:Inability to recruit to 
vacancies within the Trust and non 
development of staff may lead to 
insufficient staffing/skill mix. 

Appropriate 
development 
programmes in place 
e.g. Apprenticeship 
scheme ANP Training 
CBU Workforce Plans to 
support Business 
Plan.Staff 
redeployment. Training 
needs analysis model. 
Appraisal and PDP's 
schedule and Y&H 
workforce plan. 
Alternative recruitment 
and selection search 
options in place to 
source candidates for 
hard to fill specialist 
posts. Improved 
workforce monthly 
reporting on vacancy 
gap analysis & 
recruitment activity. 
Staff nurse recruitment 
action plan. 
Assessment of 
international 
recruitment of nurses 
recently undertaken 
and finding reported to 
workforce group.WFP 
Steering /Process in 
place with IRIS 
dashboard to provide 
decision making data 
now in place 

WRIGHT,  
MICHAEL - 
Director of 

Finance 

Moderate Likely 12 
High 
Risk (8-
12) 

Low Risk 
(1-3) 

New staff nurse internal 
transfer scheme approved 
for implementation as soon 
as possible, monitored 
through People & 
Engagement Group. 
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2
1

2
1

 
The Business security unit has been 
'horizon scanning' over recent 
months in respect of the risks to the 
Trust and BFS of a possible 'no deal' 
Brexit scenario and monitoring the 
Government's ongoing preparations 
should the UK leave the EU without 
any deal in March 2019. Based on a 
paper from the Secretary of State 
for H&SC dated 23rd August 2018 
and a number of technical papers 
from Her Majesty's Government 
there are a number of issues 
highlighted that are possibly 
relevant to the Trust and BFS:> 
Continuity of supply 
(medicines,equipment,consumables 
)> Although unlikely - continuity of 
utility services (power/gas 
interconnectors)> Workforce 
planning - EU citizens - 
doctors/nurses exempt from cap - 
however it may impact on other 
staff categories.> Workplace rights - 
agency staff, WTD, TUPE, Equality 
Act> Financial services (banking & 
insurance)> Business VAT> Student 
funding (EU and Erasmus+)> 
Quality, safety of human tissue, 
blood, blood products and organs> 
R&D: Regulatory information and 
trials on medicines and medical 
devices. 

Initial discussions on 
'no deal' linking into 
Adaptive Business 
Continuity (BC-Lite) 
planning to ensure 
there is no over 
complication of 
process. On this basis 
this should focus 
effects on  Staff, Space 
(accommodation), 
Services and Supplies 
with consideration to 
Safety, Security and 
Safeguarding. A more 
detailed brief is being 
prepared for discussion 
at September Board. 

KIRTON,  
BOB - Chief 

Delivery 
Officer 

Major Possible  12 
High 
Risk (8-
12) 

Moderate 
Risk (4-6) 

The risk was discussed at ET 
and Trust Board in 
December. The trust will be 
keeping a watching brief on 
this national issue. 
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1
7

1
3

 

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 PSF (30% of 
which links to ED 
performance).(cross ref to Risks: 
1025, 1832, 1849) 

Vacancy Control 
Implemented.Progress 
reported to the Trust 
Board.Additional 
controls in place to 
manage agency 
spendCost and 
Productivity group in 
place looking at various 
costs 

WRIGHT,  
MICHAEL - 
Director of 

Finance 

Major Possible  12 
High 
Risk (8-
12) 

Low Risk 
(1-3) 

On plan as at Month 5, 
although very challenging 
position. The PSF funding has 
been accrued into the month 
5 position. Plan for the 
remainder of the financial 
year remains challenging. 

1
7

4
6

 

Ongoing issues of intermittent 
printing from Lorenzo causing 
operational delays and can delay 
clinical care particularly in ED where 
ED card drives the first stages of the 
patient pathway. 

Printers are never 
highly reliable. 
Processes are in place 
to resolve the issues 
rapidly and effectively. 
Business Continuity 
plan in ED department 
to write out paper CAS 
cards on failure. 

DAVIDSON,  
THOMAS - 
Director of 

ICT 

Major Possible  12 
High 
Risk (8-
12) 

Moderate 
Risk (4-6) 

Print Management solution 
delivery being led by Head of 
Procurement 
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1
8

4
6

 

Risk identified regarding the 
mandatory Apprenticeship levy 
introduced April 2017 causing a 
significant cost pressure to the 
Trust 

To ensure that the 
Trust accesses 
sufficient virtual 
funding from the e 
voucher scheme to 
support apprenticeship 
training. Workforce 
strategy, Ongoing 
successful 
apprenticeship scheme, 
monitoring currently 
via Health Education 
England, future 
monitoring will be 
conducted nationally   

WRIGHT,  
MICHAEL - 
Director of 

Finance 

Major Possible  12 
High 
Risk (8-
12) 

Moderate 
Risk (4-6) 

Risk remains; no change for 
September 2018 

1
8

5
7

 

Risk identified regarding the agency 
control target for 18/19.  The Trust 
has been given an agency control 
target of £4.2m.  To achieve the 
control target deficit of £8.7m, 
there will need to be savings on 
agency expenditure. The impact of 
this risk is that we cannot attract 
agency staff at the capped rates 
due to other NHS Trusts offering 
more preferential rates.  This would 
result in the Trust being unable to 
achieve the £8.7m Control Target 
deficit. 

The Trust is attempting 
to adhere to capped 
rates put forward by 
Monitor in 15/16 which 
caps the hourly rate 
paid to agency staff. 

WRIGHT,  
MICHAEL - 
Director of 

Finance 

Moderate Likely 12 
High 
Risk (8-
12) 

Moderate 
Risk (4-6) 

Trust will spend more than 
the £4.2 million cap however 
plans are in place to 
minimise the overspend.  
Trust is working with NHS 
Professionals to reduce 
agency spend and a weekly 
locum bank payroll has been 
established. 
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Potential service changes 
highlighted by the hospital service 
review may impact on clinical staff 
decision making on place of work 
e.g. hyper acute stroke service 
proposals. 

Ensuring regular 
communication with 
clinical and operational 
teams re the ongoing 
hospital service review 
and the strength of the 
hospital's position. 
Work with teams on 
ensuring the highest 
quality services whilst 
developing solutions 
that are in line with the 
proposed direction. 

KIRTON,  
BOB - Chief 

Delivery 
Officer 

Major Possible  12 
High 
Risk (8-
12) 

Moderate 
Risk (4-6) 

The final report has been 
released and is with 
commissioners to agree 
forward actions. There have 
been full briefings to all 
impacted teams, the Board 
and the wider organisation. 

2
0

5
0

 

The underlying financial deficit is 
not addressed resulting in the Trust 
being unable to realise its back to 
balance within three years position 
as documented within the Trust’s 
Strategy. 

Achievement of the 
Trust's financial plan 
and control total. 
 
Delivery of the CIP 
programme recurrently 
and income generation 
schemes. 
 
Continuation of 
controls and actions to 
ensure a reduced 
agency spend including 
compliance with the 
agency cap. 
 
Action plan for delivery 
of the 15 Carter 
recommendations re 
productivity & 
efficiency including 
procurement, estates, 
back office, pharmacy, 
pathology, IT and 
patient flow. 

WRIGHT,  
MICHAEL - 
Director of 

Finance 

Major Possible  12 
High 
Risk (8-
12) 

Moderate 
Risk (4-6) 

The current financial run-rate 
is not in line with plan and 
further analysis is being 
undertaken 
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1. Risk of dispensing errors. 
Workload has increased putting 
pressure on the space available to 
staff.2. There is a risk to patient 
confidentiality and personal data at 
the reception desk of the out 
patient pharmacy due to the 
proximity of the Volunteers Café 
and queuing at Out Patients.  3. Risk 
identified regarding the training of 
new pharmacy staff that rotate 
through the outpatient pharmacy 
causing pressure on trained staff. 
This increases the risk of making 
dispensing error and increase in the 
waiting times.  4. Risk identified 
regarding issue with space within 
the outpatient pharmacy. There is a 
health and safety risk due to the 
deliveries (with roll cages) and extra 
stock as workload in the pharmacy 
has increased.  

Mitigations for Risk 1: 
Review layout, storage, 
workflowsManage 
chemotherapy 
workloadLong term 
plan for 
layoutMitigations for 
Risk 2: Demark queuing 
area to be agreed with 
Estates.Review layout 
with Estates to see if 
any minor alterations 
can be made.Long term 
plan to increase the 
size of the 
department.Mitigations 
for Risk 3: Rota to allow 
only one trainee at a 
time within the 
outpatient pharmacy 
Mitigation for Risk 4: 
Some of the stock are 
moved to the old 
inpatient pharmacy but 
that is limited as stock 
needs to be available 
within the outpatient 
pharmacy.  

ENRIGHT,  
SIMON - 
Medical 
Director 

Moderate Likely 12 
High 
Risk (8-
12) 

Moderate 
Risk (4-6) 

Business case being 
developed and discussed 
through appropriate 
governance forums. 
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Risk identified regarding opening of 
additional bed capacity to provide 
in patient beds for patients 
requiring in patient medical careA 
total of 37 additional beds that 
require both Registered and un 
Registered staffing from within the 
current nursing establishment for 
the Trust which includes nurses 
from non clinical roles in education 
and training Clinical Nurse Specialist 
roles and Senior Nurses in 
Leadership rolesDaily review of 
available staffing by senior nurses 
to cover all areas risks identified 
include,lack of continuity in patient 
carereduced training and 
development, interruption's to core 
CBU and corporate business, poor 
standards of patient care and 
experiencepotential for reduction 
in CNS activity Nurse staffing on 
AMUSignificantly reduced numbers 
of qualified and unqualified nursing 
staff  available to work within AMU 
mainly due to  high number of 
vacancies.  Staffing levels being 
monitored and managed on a daily 
basis. 

Daily review with 
Associate Director of 
Nursing and brief to 
Director of Nursing 
Additional requests for 
external agency both 
below and above cap, 
staffing fill rate remains 
constant.Nurse staffing 
on AMUAMU vacancies 
for band 5 registered 
nurses, 10.0 WTE. 
Recruitment on-going 
through various adverts 
and campaigns. To 
mitigate the risk staff 
are redeployed on a 
temporary basis from 
medical wards/surgery 
to support.  

MCNAIR,  
HEATHER - 
Director of 

Nursing and 
Quality 

Moderate Likely 12 
High 
Risk (8-
12) 

Low Risk 
(1-3) 

All three escalation wards 
now agreed to be 
established as base wards, 
recruitment is underway, 
leadership teams already in 
post. The majority of 
vacancies on the established 
base wards are recruited to 
with new starters in 
September. 
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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. 

Challenge to all CBU's & 
departments via the 
monthly CIP steering 
group and performance 
meetings. Continued 
work on workforce 
productivity to release 
recurrent savings. 
Business planning 
workshop to be held 
June with updates to ET 
and F&P in July 
outlining the approach 
going forward. 
Continued work within 
the STP framework to 
realise long term 
savings and sustainable 
models of care for 
south yorks. 

WRIGHT,  
MICHAEL - 
Director of 

Finance 

Moderate Likely 12 
High 
Risk (8-
12) 

High Risk 
(8-12) 

CIP gap remains but 
continues to be 
incrementally reduced, 
month on month 
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Barnsley CCG have expressed their 
intention to procure an Integrated 
care Organisation for Barnsley. 
Whilst this gives the Trust further 
opportunities to deliver on its 
agreed vision of integrated care it 
will require significant resource to 
respond to and deliver on proposed 
changes. This may have financial 
and contractual implications for the 
trust. 

Information and 
progress for the 
intended work is 
reported through the 
Executive Team 
meeting and Trust 
Board. The Trust is 
signed up to an alliance 
contract and will 
ensure they are 
working closely with 
partners to improve 
care and maintain 
service sustainability. 
We have a watching 
brief on CCG 
procurement activity. 

KIRTON,  
BOB - Chief 

Delivery 
Officer 

Moderate Likely 12 
High 
Risk (8-
12) 

High Risk 
(8-12) 

The trust is now delivering a 
number of integrated 
services with partners 
including the BREATHE 
(respiratory service), an 
integrated diabetes service 
and a transition unit (Acorn 
unit). To date all services 
have been delivered within 
the existing financial 
envelope and have had a 
positive impact on patient 
care. The performance of 
these services are being 
tracked through the Trust 
governance. Further updates 
about future changes will 
follow. 
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The ICS plan (2017) has a stated 
goal to reduce acute activity by 15% 
in 5 years. This would necessitate 
significant change in the current 
design of the Trust's services and 
associated funding. The challenge is 
that BHNFT responds positively to 
these changes to enable the ICS to 
deliver timely benefits to Barnsley 
people, and that BHNFT's financial 
position remains stable. 

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. 

KIRTON,  
BOB - Chief 

Delivery 
Officer 

Major Possible  12 
High 
Risk (8-
12) 

High Risk 
(8-12) 

The STP is now known as the 
integrated care system (ICS), 
regular reports are brought 
to ET and Trust Board. The 
key piece of work is the 
Hospital Services Review, the 
Trust is fully engaged in this 
process with regular 
briefings given to all key 
stakeholders especially the 5 
prioritised services: 
maternity, ED/AMU, acute 
paediatrics, stroke and 
gastroenterology/endoscopy. 
Final report was released in 
May 2018, full briefings have 
been delivered to staff and 
Board. 
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Risk regarding the current EPR 
system has been converting RTT 
applicable patients to non RTT 
applicable patients.  To this end, 
patients who would have been 
tracked on an RTT pathway have 
not been, this may have had a 
negative impact on patients being 
treated within 18 weeks.  Also, the 
Trust has been mis-reporting its RTT 
position since the implementation 
of the EPR system (Lorenzo. 

The clinical systems 
team are working with 
Derby hospital to 
assess whether the 
configuration of their 
Lorenzo system could 
be aligned with our 
Lorenzo system, 
thereby eradicating the 
issue.Manual validation 
is ongoing with the 
remaining 14,000 
patient pathways, circa 
10,000 of which have 
already been closed to 
ensure patients are on 
the correct RTT 
position of their 
pathway (or not 
dependent on their 
referral route) 

KIRTON,  
BOB - Chief 

Delivery 
Officer 

Moderate Likely 12 
High 
Risk (8-
12) 

Moderate 
Risk (4-6) 

Validation of the remaining 
patients has not revealed any 
concerns. Process of 
validation will continue until 
complete (October) expected 
completion date). Regular 
updates to ET, forms part of 
audit committee action 
tracker. 
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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 planIncrease 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 availableLoss of 
reputation of the department 
resulting in issues recruiting and 
retaining staffUnable 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 DF & ADG 
09/10/2018- PR 
(Procurement Lead for the 
ICS) has created a paper 
outlining the procurement 
options and risks for BRILS. 
Both organisations have now 
opted for a direct award. 
Currently need to 
understand the process to be 
followed for a direct award.  
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/11/P-11  

 

SUBJECT:   CELEBRATING OUR PEOPLE 

DATE:          1 NOVEMBER 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 3,800 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 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 18/11/P-11 

 

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 internally and externally within a variety 
of communications media.  

 
. 

1. INDIVIDUAL BRILLIANT AWARD 
 
1.1 Winner: Nichola Davies, Payroll and Pensions Team Leader 

Nichola has been a hard working member of the team for many years, showing huge 
levels of dedication and commitment to the Trust, through some challenging times 
covering staff absences. This past month she has gone above and beyond to ensure 
that deadlines were met. Payroll had been hit with resource issues, and in the weeks 
leading up to pay day Nichola needed to cover the work load of several members of 
staff at short notice, resulting in Nichola working late into the evenings and weekends 
to ensure everything was achieved.   
 

1.2 Nominees 
Maria Cooper, Lead Nurse, Inpatient Surgery unit 
Maria is the heart of Ward 32. She is a super supportive manager. She strives to 
make sure we achieve our best. Maria employed me as an Auxiliary Nurse knowing I 
would be attending university to progress my career, giving me the opportunity to 
learn on a busy surgical ward, she supported me to do my training and observe 
procedures that would benefit my studies. She is truly one of kind and I feel she has 
allowed me to grow and boosted my confidence when giving praise when needed and 
counselled me when I could improve. If anyone deserves an award to show what 
dedication to the NHS should look like its Maria. 
 
Carol Parker, Claims Coordinator 
Carol has worked at the hospital for over 20 years and works very hard. She is 
always happy, polite and kind, every team needs a Carol. She never complains, is 
supportive of her colleagues and genuinely cares about her Town's hospital. She is 
bright and has many talents and I believe the hospital legal service's team would be 
lost without her, her experience and knowledge is vast. She is always willing to help 
anyone in our department or in others. I feel the medics and nurses feel confident 
they have Carol to communicate with in our department. I am proud to call Carol a 
colleague. 
 
Rachael Sanderson, Lead Nurse, Endoscopy 
Rachael and I have worked closely together over the last few months to complete and 
submit evidence that is required to maintain JAG accreditation. Accreditation is 
essential as it provides assurance that the Endoscopy service is working to national 
standards and ensures current endoscopy services can continue to develop, not only 
in respect of cancer services but also as a means of ensuring essential revenue to 
the trust. When faced with the daily challenges of Endoscopy Rachael works tirelessly 
to provide a safe, high standard of care to all patients that attend the Endoscopy unit. 
Without compromising her role as Lead Nurse, Rachael has remained motivated in 
our challenge to complete the necessary standards for the JAG accreditation, and 
has assisted me throughout with support and determination for which I would like to 
nominate Rachael for an award. 
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Kerry Darnbrough, Gastroenterology Practitioner 
Kerry has worked tirelessly for the past 9 months on the JAG Audits for the 
Endoscopy Unit. She has worked in conjunction with the infoflex team to ensure that 
the information collected and recorded will be in correct order for the next year audits. 
She has done this along side training as a nurse endoscopist and supporting others 
working on JAG. 

 
Rebecca Clarke, Learning Coordinator 
Schwartz rounds have been introduced recently to the Trust with amazing results. A 
large part of the success is down to Rebecca, who has been on a 3 month 
secondment. She has been absolutely amazing at helping to start up Schwartz 
rounds. This has involved a great deal of work and although the clinical lead and I 
were aware that there would be a great deal to do to implement the rounds, we didn't 
fully appreciate the enormity of the task. I would also like specially mention Michelle 
Sheppard at this point for the exuberance and commitment she has shown to 
promote the rounds and along with Rebecca. A cliché much often abused is 'we 
couldn't have done it without you'. I certainly wouldn't have wanted to attempt the 
Schwartz rounds without Rebecca and goodness knows her shoes will be really 
difficult to walk in.  I would dearly love for Rebecca to be given a brilliant award in 
recognition for her passion, commitment, expertise and relentless efforts to making 
sure that the Trust's investment for Schwartz rounds paid dividends and be a great 
success. I'm also reliably informed that Rebecca often works well above her pay 
grade in her day job which is also testament to her dedication to the organisation. It's 
great that we have the brilliant awards to be able nominate someone who deserves 
recognition for going above and beyond the call. Rebecca is that person and Rebecca 
deserves to be nominated and win an award. I couldn't finish off this nomination 
without a mention to everyone else who have been involved in the rounds, the 
steering group, awesome Andy & amazing Emma from Communications.  

 
 

2. TEAM BRILLIANT AWARD 

2.1 Winner:  Ward 21 Nursing Team 
The Gastroenterology ward is a challenging area to work in. It is busy and acute with 
a high turnover of patients. I feel that the nursing staff need to know that they are 
appreciated because of the following: 
 
Our nursing team have supported other ward areas tirelessly throughout times of bed 
pressure by moving areas in order that other wards are not left short.  
 
They were the first team to implement VitalPac, they then moved wards twice within 
six months all during the middle of winter. 
 
They are now in the midst of trialling a new electronic whiteboard system, electronic 
information screens at the back of patient beds and an electronic handover system 
(all at once) - they really do try so hard to trial anything they can in order to improve 
patient care. 
 
Despite all of this, the nursing team never falter to deliver outstanding care to our 
patients. They are a fantastic team who care not only about the patients, but about 
each other too and I just feel that they deserve to be shown how exceptional they 
really are. 
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2.2 Nominees: 

 
Workforce Planning and Information Team 
This team are truly brilliant in every way! Being a small team they are all great at 
achieving and are always happy and helpful. I would like to nominate this team as I 
was their apprentice and they have given me the best start within the hospital I could 
have asked for. Being excellent to work alongside of and excellent teachers they 
really do deserve some praise. I can not thank them all enough for what they have 
done for me in terms of building confidence. They all work extremely hard between 
themselves as the department they all work in is a very difficult one at times but they 
all still try their ultimate best and always go above and beyond. Thank you Workforce! 
 
Ward 18 
I was recently an inpatient on ward 18 and being a member of staff found it very 
strange seeing the hospital from the other side. I was treated with dignity and respect 
all the time, I had everything explained to me, what was happening and when, even 
the possible diagnoses were discussed. The ward felt like a team that enjoyed their 
work and nothing was too much trouble and in a time of obvious low morale for the 
NHS as a whole I found this inspiring and uplifting. At one point I found myself quite 
emotional and the student nurse was brilliant, comforting but not condescending, she 
realised that I needed to be on my own so let me be, however came back to check I 
was OK. All aspects of my care were taken into consideration. Every member of staff 
was uplifting always had a smile always informed me of what they were doing and 
why, whether it be observations or changing the bedding. This was my first 
experience of being an inpatient and the whole team made it so much easier to deal 
with. I think staff that are caring, compassionate and selfless epitomise what the 
public’s expectation of the NHS is and the staff on ward 18 are all of these things and 
more. I also need to point out that no one on the ward was aware that I am staff 
therefore no one can say I received different treatment to any other patient on the 
ward. 
 
Joanne Thornton and Catherine Rawson 
Part of my role is to co-ordinate and complete an analysis of the Endoscopy JAG 
audits, that are compulsory to maintain JAG accreditation that is essential as it 
provides assurance that the Endoscopy service is working to national standards. This 
accreditation ensures that current endoscopy services can continue and develop, not 
only in respect of cancer services but also as a means of ensuring essential revenue 
to the trust. Over the last few months I worked closely with Joanne and Cathy as they 
have been validating, analysing and completing the presentations/reports ready for 
submission to JAG as preparation for the inspection in November.  In June last year 
the trust switched from the Endosoft reporting database to Infoflex. Following the 
switch to Infoflex Joanne and Cathy faced a number of challenges in extracting the 
data required, and have been a lot more involved with the whole process than 
(Clinical Audit) would usually be. It has been their main focus over the last few 
months and they have given it priority over other work streams/services that they 
support.  Joanne works part-time and she has changed her days and both Joanne 
and Cathy have stayed into the evening to ensure they have been able to meet the 
deadline. Without the help and support of Joanne and Cathy I would not have been 
able to meet the deadline as timely as we have, and would like to show my 
appreciation for all their hard work and support, and for that reason would love for 
them to be considered for the brilliant award. 
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Outpatient/ Clinic clerks/casenote clerks 
I feel that the above teams are very much overlooked. Without these teams, 
Consultants wouldn’y be able to do their jobs efficiently. These teams are the 
mainstay of the way that the hospital runs. They manage the clinics and finding of the 
notes to be ready for the Consultants/nurses in clinics and on wards and I feel that 
they need some recognition. They are short-staffed and still they manage to ensure 
that clinics run efficiently. They are all very friendly and efficient and I would love to 
see them appreciated officially. 
 
Infection Prevention and Control Team 
The whole team are constantly looking at ways to improve the care and management 
of patients to ensure that the Trust is able to minimise the number of avoidable health 
care associated infections and to maintain reduction targets for C.difficile toxin. The 
team have engaged with ward staff through focus groups and promotional events to 
raise the profile of infection control and to give staff the knowledge to make positive 
decisions regarding the patients care. The team has also looked at ways of improving 
efficiency within the department. The team has adapted to new ways of working 
having secured the contract to provide a service for care homes and GP practices. 

 
3. PUBLIC BRILLIANT AWARD 

3.1 Winner: Karen Dawn, Rheumatology Nurse Practitioner 
Karen has cared for me on and off for 20 years. Her friendliness, professionalism and 
care have been outstanding. She truly deserves an award. Had it not been for her, I 
would have succumbed to depression a long time ago. As it is she was the one who 
picked up on me having sepsis. Living with RA can be quite tough at times but with 
Karen on my case I am one lucky lady. 
        

4.2 Nominees 
 

Mr Farag (Gynaecology Consultant) and Team 
The care I received from Mr Farag and his team on Ward 14 was remarkable and 
saved my life, I was rushed in back in Nov 2015 with a suspected burst appendix, 
after two days of every test possible, they discovered I had a tumour on one ovary, 
that was twisted round my fallopian tube. I was in eight more days till they stabilised 
my condition. I had the operation to remove the tumour and came home. I took turn 
for the worst and got rushed back in, Ward 14 took me back under their wing where I 
was all Christmas. The care, compassion, understanding I and my family received 
from ALL staff & volunteers was truly amazing and I’m grateful to this day and every 
one to come. Without Mr Farag and his team I wouldn’t be writing this today. 
 
Surgical Admissions Unit 
I would like to nominate the SAU unit as the staff were brilliant when I had my 
operation they made me feel at ease as I was told I had sepsis quite bad and I have a 
six week old baby so all kind of thoughts were going through my head at the time but 
all the staff day and night were brilliant they made sure I was comfortable and made 
sure I was getting all my medication. They were also really good with letting me have 
privacy with my daughter when she visited. 

 
Neonatal Unit 
I am nominating the whole neonatal unit! They are quite simply brilliant, specially Nat, 
she was my son's nurse the day he was born and what a FAB job she did...they 
saved his life as they do many babies day in day out. Life saving, fundraising all in a 
day's work for them. They deserve recognition for their efforts. Well done everyone. 
Keep up the fab work. From an ever grateful mummy and one of your miracles. 
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Intensive Care Unit 
I am nominating the ITU department of the hospital for their outstanding level of care, 
compassion and dedication towards the care of my sister who is currently still a 
patient on the unit. She has been there for over two weeks (at the time I write this) 
and in that time the staff have been nothing short of amazing! I am a nurse myself, 
although not currently part of the trust and have the utmost respect for the skilled care 
they deliver. The team have kept my sister alive through their expertise, involving 
other hospitals, departments and specialists to work out what treatment she needed 
and are skilfully navigating her through her illness. She is making improvements as 
each day passes by but still has a long way to go. It is obvious that the staff on the 
unit are rooting for her, communicating with her openly and honestly, explaining 
what’s happening and encouraging her on her journey with them and we could not 
possibly express just how grateful we are. Its clear the team really understand and 
show empathy towards the patient experience and how important it is to ensure 
patients have some recollection of their time in the unit, good and bad so that the 
aftercare can be successful and people are able to get on with the rest of their lives. 
The consultants, doctors and nursing staff involved in my sisters care have kept me 
and my family updated during visits, been positive when the news has been positive 
and clear and concise at times when things haven't been so promising. The emotion 
involved in having a loved one admitted to ITU is unrivalled, in my opinion. As a family 
we have been here before and hoped in the nicest possible way, never to be part of 
the unit again.... but we are and my sister could not be in better hands. Please 
consider this unit for the award. Each and every staff member deserves the 
recognition! 

 
Dr Gouta, Consultant Paediatrician  
Dr Gouta has been absolutely amazing with our daughter. She has had asthma from 
a very early age but due to being so young it couldn't be diagnosed. Amelia was 
admitted to A&E numerous times when the final time Dr Gouta saw her on the ward 
and referred her to his clinic. Since then Amelia has come on leaps and bounds. He 
really does listen to us, listen to her and if something need a changing he does it. I 
know he probably has hundreds of patients but we do really feel valued by him and 
team. They do an amazing job and Amelia is a very shy person especially around 
men and he always works hard to get her talking. I have nothing but genuine praise 
for him and his team. They turned what was a nightmare for us into something really 
easy to manage. 
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD:18/11/P-12  

 

SUBJECT: FINANCE & PERFORMANCE ASSURANCE REPORT  

DATE: 1 November 2018  

PURPOSE: 

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  

For review   Governance  

For information   Strategy  

PREPARED BY: 
Francis Patton, Non Executive Director, Chair Finance & Performance 
Committee 

SPONSORED BY: 
Francis Patton, Non Executive Director, Chair Finance & Performance 
Committee 

PRESENTED BY: 
Francis Patton, Non Executive Director, Chair Finance & Performance 
Committee 

STRATEGIC CONTEXT  

The Finance & Performance Committee (F&P) is one of the key sub committees of the Board responsible 
for Governance.  Its purpose is to provide detailed scrutiny of financial matters and operational 
performance in order to provide assurance and raise concerns (if appropriate) to the Board of Directors 
and to make recommendations, as appropriate, on financial and performance matters to the Board of 
Directors 

EXECUTIVE SUMMARY  
KEY: £k = thousands 
         £m = millions 

The aim of this report is to critically analyse and evaluate the financial and operational performance of the 
Trust in order to provide assurance to the Board. This will be accomplished by: 

- critically analysing and reviewing the financial performance in order to identify any opportunities or 

threats 

- critically analysing and reviewing the Cost Improvement Programme (CIP) in order to get assurance 
that it is on plan and will deliver the planned savings 

- critically analysing and reviewing the corporate performance in order to ensure that the Trust is 
delivering the optimum performance safely and negating any penalties 

- reviewing business cases at the six months anniversary in order to ensure that they are delivering 
planned benefits 

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

 
In terms of the finances the year to date position at month six is a deficit of £6.836m, which is £0.012m 
favourable to plan. The cash position at the end of the month is £1.278m, £0.208m ahead of plan. The 
capital expenditure as at month 6 was £2.61m, which is £0.57m less than planned.  

In terms of the CIP programme £0.856m was delivered against a plan of £0.557m; £0.299m ahead of 
plan. Cumulative savings to date are £4.008m against a plan of £2.992m which gives a year to date 
positive variance of £1.016m The forecast programme position against target has risen since last month 
from £7,730,242 to £7,951,632 (a rise of approximately £221k) which leaves a deficit of £0.548m. 
Recurrency level has increased to 70% and the team are now heavily involved in the planning process for 
next year.  

In terms of performance the Trust continues to do exceptionally well. The validated position for RTT in 
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September shows continued delivery with all specialities compliant (1 of only 4 Trusts nationally), 
Diagnostic wait performance remains compliant in excess of the less than 1% target, Cancer performance 
shows 62 days compliant at 91.8% with improvements in 38 inter day provider transfers and the Trust 
delivered the 4 hour emergency access standard with 98.6% of patients being seen within 4 hours.  

In terms of People sickness is running at 4.14% (slightly up on August 4.03%), training is at 86%, 
appraisals excluding medical staff were at 92.2% and turnover is 9.2%.  

From an ICT perspective the committee received an update on the Medway System C, VitalPac, the 
Bleeps replacement solution, PACS and ICE filing.  

The committee received a number of reports as follows:- 

- Service Level Agreements – good work to date but a number still need finalising. 

- Strategic Initiatives Update – the committee commended the team for the work involved and 
recommended it to the Board. 

- Business planning document – the committee commended the team for the audit findings and 
supported the approach to 2019/20. 

- Data Protection Update – the committee supported the paper submitted. 

Finally the committee reviewed the BAF and Risk register from a financial and performance perspective 
and risks and suggested some amendments be made based upon discussions in the meeting.   

RECOMMENDATIONS  

This report therefore recommends that: 

- The Board notes the continued delivery versus budget both financially and acknowledges how 
tight the finances are but also acknowledges the excellent operational performance.  

- The Board notes the substantial challenge involved in delivering the year end control total and 
the plans in place to deliver that target. 

- The Board notes the continued excellent performance in delivering the 18/19 CIP programme. 

- The Board notes the continued excellent Operational Performance.  

- The Board notes the support for the Strategic Initiatives update and Business planning 
process. 

- The Board takes assurance that the BAF/CRR are being regularly reviewed. 

 



BoD_November 2018  

Subject: Finance & Performance Committee Assurance Report Ref: BoD:18/11/C-12 

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

Committee / Group Date 25th October 2018 Chair 

Finance and Performance Committee October 2018 Francis Patton, Non Executive Director 

KEY: £k = thousands  /            £m = millions 

Log 
Ref 

Agenda Item Issue and Lead Officer 

Receiving 
Body, i.e. 
Board or 
Committee 

Recommendation
/ Assurance/ 
mandate to 
receiving body 

1.  Finance  

The consolidated group position is a deficit in month of £1.674m which is better than plan 
by £7k and a year to date deficit of £6.84m, which is £0.012m favourable to plan. This 
position is driven by activity levels being ahead of plan. The main areas of overtrade year 
to date, before adjustments for risk, are, non-elective inpatients £1.762m, and A&E 
£0.393m. However, the increased non-elective activity has led to continued pressures 
being seen within the bed base, through additional escalation wards and nursing agency 
pressures. It was also noted that the new to follow-up ratio needed to be closely 
monitored as the associated penalty was higher than expected as at month 6. 
The full value of the Sustainability and Transformation Funding (now known as Provider 
Sustainability Funding) has been accrued into the position as a result of the ED 4 hour 
wait trajectory being achieved in quarters 1 and 2. CIP is £4.008m against a plan of 
£2.992m; £1.016m favourable to plan. The cash position at the end of the month is 
£1.278m, £0.208m above plan. Loan funding of £1.2m has been drawn in September. 
The capital expenditure as at month 6 was £2.61m, which is £0.57m less than planned. 
The committee also reviewed the charity and consolidated accounts. 

Board 
For information 
and Assurance 

2.  CIP 

Month 6 saw actual savings of £856,724 against a plan of £557,000 resulting in an 
overachievement of £299,724. The large over-achievement is due mainly to the 
remaining £402k being released for the CNST maternity scheme. Cumulative savings to 
date are £4,008,153 against a plan of £2,992,000 which gives a year to date positive 
variance of £1,016,153.  

In terms of the 2018/19 Programme Position the forecast overall position against target 
has risen since last month from £7,730,243 to £7,951,632 (a rise of c.£221k) which 
leaves a deficit of £548k against the £8.5m target. Recurrency ratio is 70% which is a 1% 
increase since last month. There are 80 schemes in the Programme. Of these schemes, 
45 are at full maturity, with a value of £6,588,562 – 6 schemes progressing to full maturity 
since the last meeting (value £83K).  

In terms of risk the Pharmacy schemes continue to run behind plan at Month 6. This is to 
be picked up directly by Michael Wright with the Head of Department, Mike Smith, to 
further understand the risk and subsequent mitigation. The rates rebate (£500k), Plastics 
Repatriation (£100k) schemes and the T&O OH+ savings (£100k) also continue to be at 
risk in the Programme. There has been some level of recovery in T & O but this has been 

 
 
 
 
 
 
 
 
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 

over a very short period of time and further monitoring is required to ascertain whether 
this will be sustained. Progress is still being made with regard to reducing the overall gap 
to target but this has slowed down somewhat. Although new schemes have been 
introduced this month it was reinforced to the group that more were needed. It is 
estimated that we need to identify a further £1.4m to close the gap and mitigate existing 
risk in the Programme. The group discussed plans to mitigate the £1.4m at risk and 
schemes put forward in the meeting, if successful, will cover the existing gap to target of 
£548k but should also mitigate a significant amount of the existing programme risk. 
Further work continues on productivity and benchmarking to identify opportunities, with a 
focus on Nursing eRosters scheduled for the November Cost and Productivity Working 
group. Post the CIP meeting some additional coding opportunities had been identified 
which are now being actively pursued. 

In terms of the 2018/19 CIP plan work has continued in developing the draft CIP 
Programme for 2019/20. The current list of schemes was discussed in the meeting and a 
deadline of 5 November has been set for further development and validation of schemes 
to build the draft programme. The group also agreed that the process of assigning CIP 
targets at CBU level was still the most sensible approach for next year so this will be 
replicated. The target for 2019/20 is not yet known but the group were informed that this 
was unlikely to be less than £8.5m. 

3.  IPR 

The committee reviewed the IPR focusing on the key performance indicators around 
patient access, people and finance and key issues to come out were as follows:- 

- Emergency access & Patient Flow: The Trust delivered the 4 hour emergency 
access standard with 98.6% of patients being seen within 4 hours in September, 
delivering the strongest performance of any acute adult provider, nationally. This 
performance is despite a YTD 12% increase in ED attendance relative to plan. 

- RTT:The Trust delivered the incomplete standard at 95.1% for August 
(September validation not yet complete). All specialties are now compliant, one of 
only 4 Trusts to achieve this, nationally. 

- Cancer: In August, the 62 day referral to treatment standard was compliant at 
91.8%. Work continues at a local and alliance level to strengthen individual 
pathways in order to continue to improve the robustness of cancer pathways 
access. Recent improvements in 38 day inter provider transfers have also been 
maintained  

- Diagnostic Waits: Access to diagnostic tests remains strong in a compliant 
position against the <1% standard  

Board 
For information 
and Assurance 
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4.  
Service Level 
Agreements 

The committee received an update on the ongoing SLA programme of work to ensure 
that service delivery and costs are completely agreed. There are 61 SLA agreements in 
place with other organisations. As things stand 42 are valid / renewed (green) with a 
further 5 approved reviewed awaiting sign off (amber). There are currently 10 SLAs that 
are outstanding (red) and 4 Services have been identified as having a requirement for an 
SLA to be drawn up. Procurement are working with the Service to ascertain full 
requirements of provision and build / draft and SLA to support this. Of the other 10, 4 
have continually posed a problem in getting to signature and the remaining 6 are at 
various stages with Commissioners and our service managers. 

Board For Assurance 

5.  
Strategic 
Initiatives 

The committee received the quarter 2 update on the strategic initiatives and were asked 
to note progress to date, discuss any issues or concerns and make any changes prior to 
submission to Board. There were questions around CNST, Barnsley ICO, Out-Patients 
Modernisation and Ophthalmology that were all answered to the committee’s satisfaction. 
The committee commended Ms Sowden on an excellent report and the whole team on 
the results outlined in the report and commend it to the Board. 
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6.  
Business 
Planning 

The committee received a report reviewing the 18/19 process and outlining the 19/20 
process. Overall the planning cycle for 2018/19 went well. All Lorenzo validation was 
completed, standard documentation for demand and capacity plans was introduced and 
greater collaboration was seen between supporting services and CBUs. There were 
some issues experienced including operational pressures impacting availability for 
developing plans and more time being required for support services such as Radiology 
but these were mitigated and planning was successfully completed in time. Of note, 360 
Assurance have just completed an audit of the business planning process and have 
confirmed a rating of significant assurance.  

In terms of 2019/20 Planning the Trust’s annual business planning process formally 
commenced in September. The Business Planning Steering Group has been re-
established for this planning cycle to provide direction to the business planning process, 
ensuring that all deadlines are met, interdependencies between work streams are 
managed effectively and risks and issues are monitored throughout the process and 
escalated appropriately. As the planning process has now been developed to a stage 
where it is working well, no major changes will be made to it this year and the team will 
work to the same timeline as last year pending publication of the national planning 
guidance. Some additional developments/enhancements will be introduced this year 
including improved sophistication of planning for electives and endoscopy, sharing plans 
with Out-Patients to allow scheduling of clinics in their estates footprint, incorporation of 
waiting list numbers into demand and capacity planning, clinic utilisation and mapping of 
2 week wait slots. This year will also see the development and introduction of Corporate 
Services business planning with formal Director challenge sessions. 

The committee commended all involved in delivering such a good process. 

Board For Assurance 

7.  People 

 In terms of workforce:- 

- Sickness absence has increased slightly by 0.11% on last month to stand at 
4.14% and continues to sit at the average control level within the SPC chart. 
Latest national benchmarking figures available as at May 2018 show NHS 
sickness rate on average has dropped to 3.79% (Yorkshire and Humber 3.97%). 
Therefore the Trust sickness absence rate continues to be higher than the 
national average. The senior HR and Occupational Health teams have scoped 
some ideas for a fresh approach to sickness absence management for further 
discussions with the Executive Team. The main reason for sickness absence 
remains stress, anxiety, depression and other psychiatric illness, with 1376 FTE 
days lost in September. There were 61 manager, 41 self, 5 stress and 3 MSK fast 
track referrals to Occupational Health received in September 2018. Psychological 
wellbeing (including home and work related stress) has continued to remain the 

Board 
For information 
and Assurance. 
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top reason for referrals since January. Further data analysis is underway to 
understand whether family friendly leave, flexible working requests, carer 
responsibilities and/or bereavement corresponds to high sickness absence. The 
new VIVUP employee assistance programme (EAP) launched to all staff on 17 
September. We are awaiting a full monitoring report from VIVUP. Early indications 
are that the number of staff who have self-referred to this service has been very 
high. The re-instated Health & Well Being Steering Group has met in early 
October. The group is looking at the NHS England H&WB framework and self-
diagnostic tool to measure our current offer and progress of H&WB initiatives 
across the Trust.  

- Headcount & FTE: Headcount for month is at 3932 with FTE at 2968, compared 
to a budgeted establishment FTE of 3086, leaving a 118 FTE vacancy gap (a 
reduction from last month of 178 FTE gap). The number of open vacancies in 
month to help close the gap are 96 FTE.  

- Staff Turnover: Turnover rate excluding TUPE transfers remains static at 9.2% 
and therefore within the target range of between 7 – 10%. There were 31 leavers 
and 90 starters this month (excluding leavers due to TUPE transfer to NHSP).  

- Time to Hire and Disciplinary investigation timeline: 84% of jobs met the 49 
working days’ time to hire standard from advert to start date agreed. Recruitment 
workload peaked in month due to increased activity as a result of handling two 
TUPE transfers which is reflected in the performance figures. There are 6 
disciplinary investigations that remain ongoing and therefore the performance 
against the 12 weeks’ timeline standard will be reported when they complete. 
Mandatory Training:  

- Mandatory training compliance is at 86% and remains in an amber position below 
the Trust target of 90%. Moving & Handling Back Care Awareness continues to 
be the topic with the highest compliance at 96.1% and Infection Control Level 2 
has the lowest compliance at 74.8% (with 654 people not in date). The topic with 
the highest number of people not in date is Fire, Health & Safety at 719 people 
out of date. 

- Appraisals: Staff appraisals are at 92.2% as at 30 September. Qualitative 
measures: The results of the recent staff pulse check survey were shared at an 
Executive Team meeting. Work is underway to identify 10 survey questions to be 
asked every two months and the responses will be used to report on staff 
engagement and staff experience measures within the workforce performance 
report.  

- General update: The flu vaccine and staff survey communications campaigns 
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have launched in September/October. As at 19/10/18 the flu vaccine uptake for 
clinical staff is at 46%. As at 2310/18 the staff survey response rate is at 9.5%. 

8.  ICT 

The committee received the usual ICT Strategy update with key areas covered including 
updates on System C Medway EPR project (There has been an additional 
announcement of £11 Million of digital provider funding for SYB ICS over 3 years. Matt 
Hancock announced a further tranche of Global Digital Exemplar (GDE) with £200M 
funding that needs to be explored. Preparatory work around integration and data 
migration continues and a demo of EDMS (Electronic Document Management System) 
scheduled for 18th October to determine feasibility of bringing this forwards in the overall 
System C plan), VitalPac, the Bleeps replacement solution (on 25th October several 
suppliers will demonstrate alternative solutions in the restaurant), PACS (the trust is 
currently investigating options for a PACS managed service with Agfa to enable transfer 
of Visbion Breast Screening Imaging solution, which is currently on the CBU3 risk 
registers) and ICE filing where gastro and rheumatology have signed off the pilot).  

Board 
For information 
and Assurance 

9.  
Data Protection 
Update 

As part of the information data protection and security requirements the trust has to 
complete a brand new toolkit by 31st March 2019. This has been introduced and updated 
following the NHS challenges regarding the cybersecurity and malware attacks on the 
NHS. The data security and protections has to be fully completed and all the mandatory 
actions in place in order for the organisation to be considered compliant. This is 
considered as part of any tender process and as part of CQC and NHSI inspections. The 
trust needs to publish an early baselining/holding position by October 31st 2018. The 
report detailed the trusts current position regarding the data protection and security 
toolkit. An action plan to be fully compliant with the tool is in place and there are no risks 
of non-delivery. This is managed as part of the Information governance steering group 
that the trust SIRO, Caldicott Guardian and GDPR Data Protection Officer are all 
members of. As part of the toolkit submission the F&P committee need to endorse the 
trusts personal identifiable information flows. The trust has a new eform process for 
collecting information flows and this will be published to staff to complete as part of a full 
trust corroboration process. The committee supported the report. 

  

10.  
BAF & Corporate 
Risk Register 

The BAF and Corporate Risk Register were reviewed and based upon discussions during 
the meeting it was suggested that a number of changes needed making to both the BAF 
and the Corporate Risk register before submission to the Board. 

Board 
For information 
and Assurance 

 



 
 

REPORT TO THE  
BOARD OF DIRECTORS 

REF: 18/11/P-13 

 

SUBJECT: AUDIT COMMITTEE – CHAIR’S LOG  

DATE: October 2018    

PURPOSE: 

 
Tick as 

applicable   
Tick as 

applicable  

For decision/approval   Assurance   

For review   Governance   

For information   Strategy   

PREPARED BY: 
 
  Nick Mapstone, Audit Committee Chair 

SPONSORED BY:   

PRESENTED BY:  Nick Mapstone, Audit Committee Chair 

STRATEGIC CONTEXT  

Effective governance. 

 

EXECUTIVE SUMMARY 
 

 The Committee recommends to the Council of Governors that Grant Thornton’s contract as our 
external auditors be extended for one year. 

 

 Since the July Audit Committee, three internal audit reports have been issued. All provide Significant 
Assurance on the effectiveness of internal controls. 

 

 Several of the agreed actions to mitigate risks associated with incomplete medicines charts have not 
been implemented within the agreed timetable. The Committee agreed that this matter should be best 
monitored through the Medicines Management Group that reports to the Quality and Safety 
Committee. 

 

 The Assessment of Compliance against NHS Counter Fraud Authority Standards for Providers 
2018/19 report is generally satisfactory but the Trust needs to find ways to provide stronger evidence 
of staff awareness and understanding. 

RECOMMENDATION    

 

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

 



 

Audit Chairs Log 17 October 18 

Subject: AUDIT COMMITTEE ASSURANCE REPORT Ref: 18/10/P-13 

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

Committee / Group Date Chair 

Audit Committee 17 October 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 

 

A new computer system for tracking progress with the implementation of internal 
audit recommendations is being introduced and will be fully functional by the end 
the calendar year. 

 

Board For assurance 

4.1 

External Audit 

 

The committee welcomed Thilina de Souza, Grant Thornton’s new engagement 
lead for BHFT. Plans for the audit of financial statements for 2018/19 are in place, 
and the formal audit plan will be agreed at the Audit Committee in January 2019. 

 

The committee has reviewed the performance of the external auditors throughout 
the year. 2018/19 is the last year of the current contract. An excellent service has 
been received from the local GT team. The committee therefore recommends to the 
Council of Governors that the option to extend the contract for one more year is 
approved; however, this is subject to the satisfactory outcome of discussions about 
an additional audit fee requested for the audit of BFS. 

Board For assurance 

4.2 
 
 
 
 
 
 
 
 

Internal Audit 

 

The committee welcomed Kay Meats, 360 Assurance’s new client lead for BHFT. 
The following reports (with associated ratings) have been issued since the July 
Audit Committee: 

 

Annual Business Planning (Significant Assurance) 

Safety in Children’s Services (Significant Assurance) 

Compliance with GDPR  (Significant Assurance) 

 
 
 
 

Board 
 
 
 
 
 
 

 
 
 
 
For assurance 
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Receiving Body, 
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Committee 
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Assurance/ mandate to 

receiving body 

Medicines Management – follow up report 

Data Quality Framework – follow up report 

 

Several of the agreed actions to mitigate risks associated with incomplete 
medicines charts have not been implemented within the agreed timetable. The 
committee agreed that this matter should be best monitored through the Medicines 
Management Group that reports to the Quality and Safety Committee. 

 

The proposed audit of data quality (Q3) has been deferred at officers’ request. The 
committee agreed that the audit days would be reinvested in the data quality review 
needed to support the preparation of the annual Quality Account. 

 

360 Assurance will facilitate a Board Workshop on the topic of risk appetite on 14 
December.  

 
 
 

QSC  
 
 
 
 
 

Board 

 
 
 
Recommendation 
 
 
 
 
 
Assurance 

4.3 

Counter Fraud Service (CFS) 

 

The CFS has provided training in counter fraud to the new BFS staff who have 
transferred from G4S. 

 

The committee reviewed the Assessment of Compliance against NHS Counter 
Fraud Authority Standards for Providers 2018/19. Three principal risks have been 
identified. They all relate the Trust’s ability to demonstrate staff awareness and 
understanding of counter fraud measures. Staff surveys have very low response 
rates, and the Trust needs to find ways to increase the number of responses. 

 

Board For assurance 

 
5.3 and 5.4 
 
 
 
 

Board Assurance Framework and Corporate Risk Register 

 

No changes to the BAF or CRR were considered necessary. 

Board Board to note. 



 

Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate to 

receiving body 

6 

Review of Governance Arrangements 

 

The effectiveness of the Trust’s governance arrangements form part of the Annual 
Governance Statement. In addition, the Audit Committee also reviews the 
arrangements annually. The committee felt that high-level arrangements from 
assurance committees to the Board were well embedded and working well. The 
committee felt that the focus of attention now needs to be at CBU and sub-group 
level. An internal audit review has been commissioned and is included in the 
2018/19 Internal Audit plan. 

Board Board to note. 

 



  

REPORT TO BOARD OF DIRECTORS REF: BoD 18/11/14   

 

SUBJECT:   Integrated Performance Report:  September 2018 

DATE:          1 November 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: Ben Brewis – Deputy Director of Operations 

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 Trust delivered the 4 hour emergency access standard with 98.6% of patients being seen within 4 
hours in September, delivering the strongest performance of any acute adult provider, nationally. This 
performance is despite a YTD 12% increase in ED attendance relative to plan. 
 
RTT: 
The Trust delivered the incomplete standard at 95.1% for August (September validation not yet 
complete). All specialties are now compliant, one of only 4 Trusts to achieve this, nationally. 
 
Cancer:  
In August, the 62 day referral to treatment standard was compliant at 91.8%. Work continues at a local 
and alliance level to strengthen individual pathways in order to continue to improve the robustness of 
cancer pathways access. Recent improvements in 38 day inter provider transfers have also been 
maintained 
 
Diagnostic Waits:  
Access to diagnostic tests remains strong in a compliant position against the <1% standard 
 

2. Quality of Care: 
 
Patient Safety: 

Falls: For the month of September, there were 58 inpatient falls, 12 were repeat falls. Of the 58 falls, 1 fall resulted 
in moderate harm – no severe or deaths. This is a marked decrease in falls numbers compared to August and also 
an improvement on July. This may be due to increased awareness through NHSi collaborative work, however, 
sustainability is not yet established 
 
Pressure Ulcers:  There have been 2 avoidable grade 3 pressure ulcers attributable to ward 20 and the Acorn 



Rehabilitation Unit (ARU). Actions agreed are to ensure that staff are appropriately referring to the Tissue Viability 
Team (ARU) and audit of pressure ulcer prevention practice on ward 20. 
 
There have been 3 avoidable grade 2 pressure ulcers, 1 attributable to ward 33 and 2 to the Acorn Rehabilitation 
Unit (ARU)actions agreed following RCA are for ward 33 to ensure they are undertaking appropriate positioning of 
patients which will be audited.  ARU need to ensure appropriate referral to TVN as identified above. 
 
Patient Harm: 
One incident resulting in severe harm: Delay in treatment – due to nature of incident level of harm still under 
validation. 
 
Five serious incidents declared : 
• 2018/21453 – delayed diagnosis of Acute Kidney Injury (AKI) 
• 2018/23204 – omission of anti-epileptic medication 
• 2018/22036 – avoidable inpatient fall resulting in fracture 
• 2018/23206 – patient required readmission and return to theatre 
• 2018/22032 – inappropriate discharge 
 
Three medication incidents, all resulting in low harm 
 
Patient Experience: 

Complaints:  
During September the Trust received 28 new complaints, allocated as follows: 
CBU 1 – 12, CBU 2 – 10, CBU 3 – 5 and Corporate Services – 1.   Primary themes related to clinical care/treatment 
and communication issues.  The percentage of cases closed within agreed timeframe for the month was 97% and 
the year to date position is 88%. The average number of working days to investigate complaints has reduced 
further to 49 working days. 72% of complaints were upheld or partly upheld.  The PA&C Team dealt with 188 
concerns and enquiries during the month. 
 

3. People:  
 
Sickness - Overall sickness increased by 0.11% on last month to stand at 4.47%. CBU1 and 2 who have the highest 
sickness rates both saw a decrease in sickness with CBU 1 at 4.65%, a drop of 0.06% and CBU2 at 5.01%, with a 
decrease of 0.85%. Corporate sickness increased by 0.41%  to 4.16% with CBU 3  remaining below target at 3.6% 
 
Mandatory Training - Mandatory training compliance fell slightly to 86% from 86.7% against our  target of 90% 
 
Staff Appraisal Rate - Staff Appraisal rate remains above target rate at 92.2% and compliant 
 
Staff Turnover— within the expected range at 0.71% 
 

4. Finance:  
 

 The planned financial position is £12k favourable to plan 

 Clinical activity based income is £1.88m favourable to plan before risks and penalties 

 CIP achievement is favourable to plan by £1.02m 

 Cash is £0.21m favourable to plan.   

 Capital expenditure is £0.56m less than plan. 

RECOMMENDATIONS 

 
The Board of Directors is asked to receive and endorse the latest IPR and the proposed approach to 
continually improving the document over the coming months 
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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 
August 2018 



1 2 3 9 10 16 17 18 19 20 21

Capital Plan

The overall  deficit is  £0.012m favourable to plan

Clinical activity based income is £1.88m favourable to plan before risks and penalties.    

CIP achievement is favourable to plan by £1.02m

Cash is £0.21m favourable to plan.  

Capital expenditure is £0.56m behind plan.  

Sickness - Overall sickness increased by 0.11% on last month to stand at 4.47%. CBU1 and 2 who have the highest sickness rates both saw a decrease in sickness with CBU 1 at

4.65%, a drop of 0.06% and CBU2 at 5.01%, with a decrease of 0.85%. Corporate sickness increased by 0.41%  to 4.16% with CBU 3  remaining below target at 3.6% .

Mandatory Training  - Mandatory training compliance fell slightly to 86% from 86.7% and is in amber against target of 90%

Staff Appraisal Rate  -  Staff Appraisal rate remains above target rate at 92.2% and compliant

Staff Turnover -  Turnover remains within the target  range and compliant

18wks Referral To Treatment
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4hour Emergency Access

Planned Cash Position

Planned Financial Position 

Income

Cost Improvement Programme

Cancer 

Diagnostic Waits

Sickness Absence

Mandatory Training

Staff Turnover

Staff Appraisal Rates

4hr Emergency Access

The Trust delivered the 4 hour emergency access standard with 98.6% of patients being seen within 4 hours. Work continues to deliver increased capacity and aligned medical 

wards ahead of an anticipated increase in activity and acuity associated with seasonal pressures.

18 Weeks Referral to Treatment

Continued delivery of the 18 week standard has been achieved. All specialties are now compliant with the incomplete standard, one of only four trusts to deliver this, nationally.

Cancer

The Trust delivered 91.8% against the 62 day referral to treatment standard with maintained improved performance against the 38 day inter provider transfer standard of 38 

days, delivering at 93.1%

Diagnostic Access

Access to diagnostic tests remains strong in a compliant position against the <1% standard

Patients Partnerships People Performance  

BHNFT At-a-Glance 
September 2018 
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Patient 

Experience

Clinical 

Effectiveness

Incidents:

All resulting in low harm:

• Missed anti-epileptic drug (September serious incident – 2018/23204)

• Adverse reaction to drug when used as intended

• Patient allergic to treatment

One incident resulting in severe harm

• Delay in treatment – due to nature of incident level of harm still under validation

The five SI reported in September are as follows:

• 2018/21453 – delayed diagnosis of Acute Kidney Injury (AKI)

• 2018/23204 – omission of anti-epileptic medication

• 2018/22036 – avoidable inpatient fall resulting in fracture

• 2018/23206 – patient required readmission and return to theatre

• 2018/22032 – inappropriate discharge

HSMR

HSMR Rolling 12 month HSMR - August 17 - July 18 is 109.68 FYTD 

SHMI - Rolling 12 Months -  Q4  100.2

HSMR is calculated as a comparison of the Trust actual deaths compared to a statistically generated number of expected deaths.  Improvements in care can mean the risk of a patient dying of a specific disease lessens and the expected numbers of deaths go down. 2017/18 had 

seen a significant downward drift nationally, thought to coincide with the introduction of new coding rules on Sepsis in April 2017.

Each year rebasing takes place to account for these changes and corrects any drift in HSMR. This years HSMR rebasing has seen an increase in the number of coded spells for sepsis, which has not been matched with an increase in deaths. This has reduced the risk of dying from 

sepsis and resulted in a 10% difference nationally in HSMR. 

The analysis found:

1. There has been a change nationally in Sepsis coding from April 2017

2. The impact on BHNFT of is significant as BHNFT has coded more Sepsis spells than regional or national groupings. BHNFT has been proactive in delivering Sepsis awareness.

3. During analysis of the HSMR rebase a fall off in palliative care coding was noticed.

4. A small number of spells were found to be un-coded due to HES data not being refreshed at Month13.

The total number of expected deaths has reduced in 2017/18 from 983 to 881.  The number of actual deaths has not changed (934). The HSMR has now been recalculated and the result is that the Trust is now showing a HSMR of over 100 for the last 12 months; the latest value 

being 107.8.

Pressure Ulcers:

There have been 2 avoidable grade 3 pressure ulcers attributable to ward 20 and the Acorn Rehabilitation Unit(ARU). Actions agreed are to ensure that staff are appropriately referring to the Tissue Viability Team (ARU) and audit of pressure ulcer prevention practice  on ward 20.

There have been 3 avoidable grade 2 pressure ulcers, 1 attributable to ward 33 and 2 to the Acorn Rehabilitation Unit (ARU)actions agreed following RCA are for ward 33 to ensure they are undertaking appropriate positioning of patients which will be audited. ARU need to ensure appropriate 

referral to TVN as identified above.

Falls

For the month of September, there were 58 inpatient falls, 12 were repeat falls. of the 58 falls, 1 fall resulted in moderate harm – no severe or deaths. 

This is a marked decrease in falls numbers compared to August (98 IP falls in August – 29 were repeat falls) and also an improvement on July  (72 IP falls in July, 13 were repeat falls).

At this point we cannot say with certain what has led to the reduction in falls, however the work with NHSI Falls Collaborative and associated PDSAs has evidenced an increase in falls awareness in staff. 

 


Patient 

Safety

Complaints

During September the Trust received 28 new complaints, allocated as follows:

CBU 1 – 12, CBU 2 – 10, CBU 3 – 5 and Corporate Services – 1.   Primary themes related to clinical care/treatment and communication issues.  The percentage of cases closed within agreed timeframe for the month was 97% and the year to date positon is 88%.    The average number of working days 

to investigate complaints has reduced further to 49 working days.  72% of complaints were upheld or partly upheld.   The PA&C Team dealt with 188 concerns and enquiries during the month.

Patients Partnerships People Performance  

BHNFT At-a-Glance 
September 2018 
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Domain KPI Target
Target 
(Month)

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

Dementia - Find/Assess 90% (>) National 92.3% 92.4% 96.5% 87.4% 87.7% 91.9% 90.6% 94.1% 93.7% 91.4% 91.8% 92.7% 92.5%  

Dementia - Investigate 90% (>) National 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 229 468 90 82 93 80 72 86 73 94 72 73 98 58

Multiple Falls n/a BHNFT 54 112 24 17 26 22 13 18 18 24 16 13 29 12

Falls resulting in moderate harm or above 20 (<) 1 BHNFT 9 1 3 1 6 3 4 7 0 1 1 4 4 1

Hand washing 95% (>) National 99% 99% 99.8% 99.9% 99.7% 99.9% 100% 98% 100% 100% 99% 99% 100% 99%

Pressure Ulcers Grade 3 & 4 (Avoidable) 0 0 BHNFT 3 5 0 2 0 3 1 2 1 1 0 0 1 2

Pressure Ulcers Grade 2 (Avoidable) 0 0 BHNFT 4 13 0 3 3 4 4 3 3 1 5 0 1 3

Hospital Acquired Clostridium Difficile 13 (<) 1 NHSE 4 5 0 1 0 2 3 3 0 1 0 0 2 2

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

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

Q - Serious Incidents - NHSE 20 28 7 3 1 7 5 1 6 8 6 0 3 5

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

Q - Total Number of Incidents Resulting in Severe Harm 0 0 National 3 7 2 1 1 1 3 4 0 1 2 1 2 1

Q - Percentage of Incidents Causing Harm 28% (<) BHNFT 34.6% 67.2% 9.5% 9.1% 10.1% 8.2% 9.9% 11.1% 11.9% 11.4% 11.3% 10.5% 12.1% 10.0%

Q - Total (All) 7400 (>) 617 BHNFT 1907 3870 705 668 661 850 680 684 624 673 610 676 659 628

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

<82.5% (> )
BHNFT 90% 88% 86.5% 85.7% 85.6% 90.5% 89.4% 85% 87% 88% 86.2% 84.1% 83.9% 97.1%

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

<82.5% (> )
BHNFT 97% 97.5% 96.9% 97.1% 97.5% 95.8% 98.4% 98.9% 98.1% 97.6% 98.3% 97.6% 97.0% 95.9%

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

<82.5% (> )
BHNFT 96.6% 95.8% 94.5% 94.9% 96.5% 95.9% 95% 95.5% 94.2% 95.3% 95.9% 96.0% 96.2% 97.5%

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

<82.5% (> )
BHNFT 97.0% 97% 97.5% 99.2% 98.5% 96.5% 98.2% 100% 97% 98% 96.4% 96.1% 98.7% 97.0%

Q - Complaints closed within target % G >90%, A >=70%-90%, R <70% (>) BHNFT 93.6% 88.0% 88.9% 94.4% 87% 93.3% 88.9% 87.5% 90.0% 68.4% 80.0% 84.8% 100.0% 97.1%

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 98.0% 98.5% 98.8% 97.8% 98.2% 97.7% 98.0% 98.2% 97.9% 97.2% 98.5% 97.6% 98.6%

Recorded Medication Incidents 400 (<) 33 National 128 293 28 24 21 32 38 35 37 53 38 52 59 54

Recorded Medication Errors - Causing harm 10 (<) 1 National 6 13 1 0 1 4 6 8 1 4 1 1 3 3

Q - HSMR (Rolling 12 months) Latest Data is May 2018 Pre Rebase 97.5 96.7 96.0 94.4 96.2 95.9 97.1

Q - HSMR (Rolling 12 months) Latest Data is July 2018 Post ReBase - - - 103.4 103.4 103.8 103.3 106.3 107.0 108.4 108.8 109.6 109.7

Crude Mortality (Number of Deaths) - - - 83 94 115 126 109 106 106 83 81 85 74 74

SHMI (Rolling 12 months) Latest Data is December 2017 - - - 101 100

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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People and Patient Access Scorecard

Domain KPI Target
Target 
(Month)

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

People will be proud to work for us

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

Staff Appraisal Rate G >90%, A >=70%-90%, R <70% (>) BHNFT 92.2% 98.0% 93.4% 92.7% 92.6% 92.3% 91.7% 91.0% 11.7% 43.5% 91.9% 92.3% 92.2% 92.2%

Mandatory Training G >90%, A >=85%-90%, R <85% (>) BHNFT 86.9% 87.6% 87.1% 87.1% 86.9% 87.7% 88.1% 88.4% 88.4% 88.2% 88.0% 88.0% 86.7% 86.0%

Sickness Absence (In Month)
G <=3.75%, A >3.75%-4.25%, R >4.25% 

(<)
BHNFT 4.1% 4.2% 4.3% 4.7% 5.1% 5.8% 4.6% 4.3% 4.3% 4.1% 4.2% 4.2% 4.0% 4.1%

Performance matters - Key Performance Indicators

RTT Incomplete Pathways (September 2018) 92% (>) National 93.4% 94.0% 92.1% 92% 92% 92.1% 92.4% 92.2% 93.2% 93.4% 93.6% 94.3% 94.7% 95.1%

Q - Cancer 2 Week Waits 93% (>) National 94.9% 95.6% 95.5% 96.6% 96.7% 96.2% 95.8% 95.1% 94.1% 95.3% 95.1% 96.7% 96.8%

Q - Symptomatic Breast 2 Week Waits 93% (>) National 92.6% 93.3% 100% 97.8% 98.5% 99.1% 96.2% 91.7% 93.7% 92.7% 91.7% 96.5% 91.3%

Q - 31 Day - 1st Definitive Treatment 96% (>) National 99% 100% 100% 98.7% 98.6% 98.8% 100% 97.8% 100% 100% 98% 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% 100.0% 100.0% 100.0% 100.0% 100.0%

Q - 38 Day - Inter-Provider Transfer 85% (>) BHNFT 87.9% 75.2% 81% 87.5% 75% 63.6% 85.7% 77.4% 63.2% 64.3% 70.6% 80.6% 90.0% 93.1%

Q - 62 Day - GP Referral to Treatment 85% (>) National 90.1% 89.2% 93.2% 91.1% 89.2% 89.5% 91.1% 90.6% 92.7% 87.3% 90.6% 83.7% 91.8%

Q - 62 Day - Screening Referral to Treatment 90% (>) National 86.2% 90.8% 92.3% 100% 75% 88.2% 96.3% 90.9% 85.7% 83.3% 88.5% 93.8% 100.0%

Q - 62 Day - Consultant Upgrade to Treatment 85% (>) BHNFT 81.5% 86.0% 85.7% 100% 100% 100% 80% 100% 33% 81% 100% 83% 100%

Emergency % Patients Waiting <4 Hours 95% (>) National 95.9% 94.4% 87.6% 92.2% 85.9% 85.5% 89.9% 91.1% 90.3% 93.0% 95.4% 92.1% 97.2% 98.6%

Average Length of Stay - Elective (Spell) G <=3.45, A >3.45-3.91, R >3.91 (<) BHNFT 2.49 2.85 2.16 2.72 2.76 2.28 2.53 2.48 3.27 3.26 3.08 2.66 2.38 2.44

Average Length of Stay - Non-Elective (Spell) G <=3.45, A >3.45-3.91, R >3.91 (<) BHNFT 3.27 3.45 2.39 2.59 2.81 2.74 2.75 2.52 3.85 3.40 3.65 3.16 3.26 3.40

Re-admissions % (Validated) - BHNFT 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 0.8% 0.6% 1.0% 0.5% 0.5% 0.4% 0.8% 1.1% 0.6% 0.4% 0.6% 0.8% 0.8% 0.8%

DNA Outpatient DNA Rates G <=8%, A >8%-10%, R >10% (<) BHNFT 7.2% 7.2% 7.8% 7.5% 7.8% 7.8% 7.1% 7.8% 6.8% 7.1% 7.6% 7.2% 7.3% 7.0%

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 

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

Workforce

Elective Access

Cancer

Patients Partnerships People Performance 
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Patients will experience safe care (Quality & Experience)

Nursing Staffing Fill Rate (Quality Strategy - Goal 4: Building on Capacity and Capability)

Gynae IP 

Ward
100% 100% 100% 100% 3.8 3.8 7.5

Registered Nurses

17 101.9% 97.7% 103% 136.4% 3.1 2.3 5.4
Registered Midwives

18 69.8% 91.5% 83.6% 123.4% 3.3 2.4 5.7
Unregistered health care/midwifery care assistants

19 Elderly 73% 80% 102% 98.9% 2.4 4.1 6.5
Unregistered nursing/midwifery auxiliaries.

AMU 87% 84% 102.9% 87.2% 5.7 3.5 9.2

20_ASU 97.6% 83.0% 98.4% 118.9% 2.6 4.3 6.9

24 93.7% 98.3% 98.2% 83.3% 4.9 3.5 8.4

21 82.7% 87.1% 106.8% 101.6% 2.3 2.5 4.8

31/SA 95.9% 94.4% 100.2% 98.2% 3.8 3.5 7.3

32 84.8% 108.9% 101.8% 95.1% 3.0 3.2 6.1

33 90.9% 107.5% 108.3% 143.3% 2.9 3.6 6.5

34 77.3% 78.0% 98.4% 96.7% 7.1 3.7 10.8

ITU 96.0% 60.4% 92.7% - 34.2 2.0 36.2

SHDU 99.8% 58.0% 100.0% - 17.8 3.2 21.0

CCU 92.8% 80.0% 99.5% - 12.4 1.6 14.0

AN/PN 97% 94% 95% 96.9% 5.9 1.8 7.7

Birthing 

Centre
97% 97% 94% 100.0% 33.0 5.6 38.7

37 99% 97% 105% - 6.9 2.1 9.0

15 100% 97% 101% 96.3% 9.0 2.0 11.0

Diabetes/

Endocrinol
62% 77% 102% 103.2% 2.6 2.8 5.4

823 - HAEMATOLOGY

301 - GASTROENTEROLOGY

100 - GENERAL SURGERY

110 - TRAUMA & 

ORTHOPAEDICS

Ave fill 

rate Care 

staff (%)

The Trust uses an e-rostering system with duty rosters created eight weeks in 

advance to ensure the levels and skill mix of the nursing staff on duty are 

appropriate for providing safe and effective care. 

Ave fill rate 

Care staff (%)

340 - RESPIRATORY MEDICINE

430 - GERIATRIC MEDICINE

502 - GYNAECOLOGY

BHNFT is committed to ensuring that levels of nursing staff, match the acuity 

and dependency needs of patients in order to provide safe and effective care. 

Nurse staffing includes:

300 - GENERAL MEDICINE

Care Staff

Registered 

Nurses/Midwi

ves

Overall

A monthly nurse staffing paper is presented to the Quality and Governance 

Committee. This paper presents in depth information on all aspects of nurse 

staffing including; vacancies, bank and agency usage, risk areas and mitigation 

of risk. The paper also triangulates nursing staffing against a heat map of 

harm. There is a full discussion at each meeting regarding this paper.

Ward 

name

Ave fill rate 

Registered

Night Care Hours Per Patient

Specialty
Ave fill rate 

Registered

N
u
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g 
St

af
fi

n
g 

Fi
ll 

R
at

e

300 - GENERAL MEDICINE

192 - CRITICAL CARE 

MEDICINE

501 - OBSTETRICS

420 - PAEDIATRICS

422- NEONATOLOGY

307-DIABETIC MEDICINE

Day

501 - OBSTETRICS

100 - GENERAL SURGERY

110 - TRAUMA & 

ORTHOPAEDICS

320 - CARDIOLOGY

192 - CRITICAL CARE 

MEDICINE

This allows for contingency plans to be made where the roster identifies that 

the planned staffing falls short of the minimum requirement, for example 

where there are vacant nursing posts or staff appointed have not started in 

post.  These contingency plans can include:  moving staff from a shift which is 

above the minimum required level, moving staff from another ward/area 

which is above the minimum required level, or the use of flexible/temporary 

staffing from the Trust’s internal bank or via an external nursing agency.

There are four wards whereby the staffing levels fell below 80% for registered 

nurses on day shifts in September 2018; this is one less than last month. The 

wards with a fill rate less than 80% are the same as last month with the 

exception of the Acute Medical Unit and are; wards 18 (respiratory), ward 19 

(elderly care), ward 22 (endocrinology and diabetes) and ward 34 (elective 

orthopaedics).There are no wards with a fill rate of less than 80% for the 

night shift. There are two escalation beds open which will become regular 

wards from next month and staffing these areas 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 but are seeing a 

reduction in the numbers of agency staff used. From the 1 October NHS 

Professionals will take over the management of the nurse bank.

320 - CARDIOLOGY

Patients Partnerships People Performance 
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High Level Summary 
 

Sickness -   Overall sickness increased by 0.11% on last month to stand at 4.47%. CBU1 and 2 
who  have the highest sickness rates both saw a decrease in sickness with CBU 1 at 4.65%, a 
drop of 0.06% and CBU2 at 5.01%, with a decrease of 0.85%. Corporate sickness increased by 
0.41%  to 4.16% with CBU 3  remaining below target at 3.6%. 
 
Staff Turnover - Turnover remains within the target  range and compliant. 
 
Mandatory Training - Mandatory training compliance fell slightly to 86% from 86.7% and is in 
amber against target of 90%. 
 
Staff Appraisal Rate - Staff Appraisal rate remains above target rate at 92.2% and compliant. 

Key Issues Target
Current 

Month

Last 

Month

Rolling 12 

Months

Sickness Absence 

Rate 
3.75% 4.14% 4.03% 4.47%

Staff Turnover
7 - 10 % 

(0.58-0.83 %)
0.95% 0.71% 9.20%

Mandatory Training 90% 86.0% 86.7%

Staff Appraisal Rate 90% 92.2% 92.2%

8



People - Trend Analysis 

Turnover Rates (BFS Only) Sickness SPC Chart - Not Available for July.

July sickness absence data not available as at 13th August
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Performance Matters (KPIs)
Operational Efficiency

Comments:

Diagnostics

Comments:

Barnsley CCG patients only. Real time validation is now in place internally but our reported position relies 

on a quarterly validation by Barnsley CCG (Blue Bars). A monthly work stream led by the Medical Director 

and Deputy Director of Operations is now in place. Amber bar shows current YTD performance after 

internal validation only.
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Diagnostic access is compliant with the sub 1% standard.

Cancelled operations remain a focus of the operational teams on a weekly basis. Individual actions and trend analysis is monitored real time

Patients Partnerships People Performance  

8.11% 
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DNA Rates 

New Follow Up Total Target 2017/18

Cancelled Operations target is '0' 

0.4% 
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0.8% 
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28 Day Breaches % Cancelled Ops Target

Cancelled Operations Target '0' 
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Cumulative Validated Re-admissions 
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Diagnostic Tests over 6 Weeks 

Target Actual % 1718/1819

Diagnostic tests over 6 weeks target is  <1% 
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Performance Matters (KPIs)
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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:

• Board approval of bed reconfiguration proposal. This includes managing the core bed base on a flex model to support seasonal and operational pressures. Defining the wards that will stay open with a focus on short stay and frail elderly and 

recruiting substantive nursing, medical, AHP and support staff for these areas. 

• On-going implementation of organisational 9 steps

• Launch of the Red2Green and SAFER patient flow bundle. This includes the appointment of a matron to lead the operational role out plan across the Trust.

• Board level approval to look at  a Trust wide implementation of care flow and ProWard, this will support patient flow via an electronic solution. A detailed proposal is being devised in relation to roll out plan.

• A review is planned for November / December 2018 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 and opportunities’ further events to be planned

• 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 has commenced in August 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 September and November.

• A scoping exercise has taken place to review the patients in the bed base who could access pathways outside of the acute bed base to expedite discharge. Further scoping exercise to take place with community partners to review the 

development of a virtual ward concept and in reach services. This is planned for October 2018

• Discussions taking place with CCG in relation to tele-medicine model to support patients in care home settings to avoid admission to the emergency department. An initial scoping meeting planned on 23rd August to review this methodology 

and how we could adopt it internally. A trial is planned to commence October 2018 with 7 care homes in Dearne area of the borough
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Performance Matters (KPIs)
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Emergency Access and Patient Flow (2)

A&E benchmarking 
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Acuity analysis shows an expected increase as measured by EWS scores above. This is reflected in increased bed occupancy and mitigated by the flexible use of inpatient capacity
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No. Ambulance Handover Times (Pre-validated YAS) 

No. between 15 & 30 mins No. between 30 & 60 mins

No. between 60 & 120 mins No. over 120 mins

Not recorded
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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)
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Regulatory Performance - 18 Week Referral to Treatment

As stated 

RTT 18 Week Performance - September 2018
Validated Position

Comments
Specialty <18 >18 Total %

General Surgery 1688 91 1779 94.9%

Urology 724 61 785 92.2%

Trauma & Orthopaedics 1026 81 1107 92.7%

Ear, Nose & Throat (ENT) 1135 27 1162 97.7%

Ophthalmology 1469 119 1588 92.5%

Oral Surgery 1081 93 1174 92.1%

General Medicine 264 1 265 99.6%

Gastroenterology 757 0 757 100.0%

Cardiology 416 6 422 98.6%

Dermatology 933 76 1009 92.5%

Thoracic Medicine 255 12 267 95.5%

Rheumatology 281 17 298 94.3%

Geriatric Medicine 87 0 87 100.0%

Gynaecology 973 14 987 98.6%

Other 777 16 793 98.0%

Total 11866 614 12480 95.1%
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Incompletes - Target 92%

BHNFT is now delivering compliant RTT incomplete pathways in all specialties. Further 

strengthening this position in key specialties remains a priority with ongoing 

transformational work at a specialty level delivering continual improvement
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - Cancer
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - Cancer

Graph to follow from Cancer services

Comments
62 day GP referral to treatment:

The validated August performance against the 62 day cancer pathway standard for the Trust was compliant at 91.8%. This is in keeping with performance in previous months, with the exception of July, and is reflective of the ongoing service improvement work

that is underway across multiple pathways.

 Breast symptomatic:

The validated August position was non-compliant at 91.3% with breach reasons being equally split between patient choice delays and capacity constraints as a result of increased demand. 

 

Consultant upgrades:

Despite the small number of patients being upgraded onto cancer pathways, as previously reported, the Trust was compliant for August with 100% of patients being treated within 62 days.

The uploaded and validated August position shows compliance across all key performance indicators except for symptomatic breast referrals, which was 91.3% against a target of 93%.

 

All specialties achieved the two week wait standard, which is excellent given the increase in referrals seen within the last few months and all specialties achieved 100% compliance across the 31 day treatment standard, which is excellent. 

 

All specialties achieved 100% compliance against the 62 day GP referral to treatment standard in August, with the exception of Colorectal and Urology. Head and Neck achieved 100% as a result of breach reallocations to Sheffield. Colorectal reported low

numbers of patients treated in month and one local pathway breach resulting in non-compliance of the 85% standard at specialty level.  Urology, however, despite not achieving 100% compliance, still remained complaint at 85.7%.

 

All screening specialties achieved 100% compliance against the 62 day screening referral to treatment standard, which is excellent and the locally agreed 62 day consultant upgrade to treatment standard also achieved 100% compliance for August. 

The IPT agreed standard of 85% was compliant for August at 90% and again in September with 93.1% of referrals to Sheffield being sent on or before day 38. This shows continued improvement month on month and in actual terms, the September position

relates to 27/29 patients with almost all specialties achieving 100% compliance this month.

Prolonged pathways:

All completed RCAs have not revealed any new emergent themes/causes,  other than those previously elicited through breach analysis and not already reflected in improvement plans. 

No adverse clinical outcomes have been identified. However, the process for evaluating adverse clinical impact is poorly defined and the Alliance is seeking clarity around this issue through discussions with NHSI. The recent rise in the number of prolonged

pathways is reflective of the wider system pressures around shared pathways and delays to treatment at the tertiary centre.
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Performance Matters
Activity

17/18 18/19 18/19

Actual Plan Actual Variance %

Elective Day cases 13,824 13,852 13,539 -313 -2%

Elective Inpatients 2,038 1,961 1,731 -230 -12%

Elective Total 15,862 15,813 15,270 -543 -3%

Non Elective 18,229 18,541 19,257 716 4%

Maternity Pathway 3,235 3,281 3,152 -129 -4%

A&E Attendances 41,875 42,093 47,266 5173 12%

Outpatients 164,136 159,753 163,075 3322 2%

* 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

El
e

ct
iv

e
 In

p
at

ie
n

ts

N
o

n
-E

le
ct

iv
e

 In
p

at
ie

n
ts

Patients Partnerships People Performance  

17



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 Gastro inc Bowel Screening/Scope -53, T&O -341, Paediatric Oral Surgery -104 and Respiratory 

Medicine -113.  Specialities over performing are General Surgery +233 and Ophthalmology +106.

Elective under performance: T&O -119, Colorectal -62, Cardiology -48 and Gynaecology -105. Specialties over performing are: 

General Surgery +32 and ENT +60.

Outpatients: New attendances are under performing by -1312 and follow ups are over performing by +4565.
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Barnsley is currently unable to flow the RTT patient pathway data in the APC & OP datasets, hence the reduced 

data quality score.
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Appendix  
Data Quality - Secondary Uses Service (SUS) Dashboard

O
u

tp
at

ie
n

ts
 C

D
S

O
u

tp
at

ie
n

ts
 C

D
S

O
u

tp
at

ie
n

ts
 C

D
S

O
u

tp
at

ie
n

ts
 C

D
S

Patients Partnerships People Performance  

99.9% 99.9% 100.0% 99.9% 99.8% 99.6% 
99.9% 

92%

93%

94%

95%

96%

97%

98%

99%

100%

Barnsley Sheffield
Children's

Sheffield
Teaching

Rotherham Doncaster &
Bassetlaw

National
Average

Area Team
Average

NHS Number 
100.0% 100.0% 100.0% 100.0% 100.0% 99.8% 100.0% 

92%

93%

94%

95%

96%

97%

98%

99%

100%

Barnsley Sheffield
Children's

Sheffield
Teaching

Rotherham Doncaster &
Bassetlaw

National
Average

Area Team
Average

Registered GP Practice 

99.9% 100.0% 100.0% 100.0% 100.0% 99.9% 99.9% 

92%

93%

94%

95%

96%

97%

98%

99%

100%

Barnsley Sheffield
Children's

Sheffield
Teaching

Rotherham Doncaster &
Bassetlaw

National
Average

Area Team
Average

Postcode 

91.4% 

100.0% 100.0% 100.0% 
98.5% 98.3% 99.3% 

50%

55%

60%

65%

70%

75%

80%

85%

90%

95%

100%

BarnsleySheffield Children'sSheffield TeachingRotherhamDoncaster & BassetlawNational AverageArea Team Average

Attendance Outcome 

20



Appendix  

Q - Data Quality - Secondary Uses Service (SUS) Dashboard
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SUMMARY

Item RAG

1

2

3

4

5

6

Comments

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.
The only is change is with regards the RTT98 backlog. This is now 

complete and the backlog is cleared. As a side note, daily 98s 

continue to be completed when required with no issues.

Comments

Average outpatient tariff / patient record

Referral APP Ratio 

Duplicate Access Plans

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.

Report looked at weekly and any errors reported. This will remain 

amber as will always be an on-going task. 

The duplicate access plan report is now on outpatients dashboard 

and is  been monitored weekly by the higher clerical offices.

A 100 case note audit was undertaken in September 2018.  The 

sample was taken from the first 6 months of 2018 (n=1855)  The 

following observations were made:

•         Readmission performance in 2018/19 is comparable to 

performance in 2017/18 at month 6; however the Trust remains 

above the 6.57% cap.

•         Half of the readmissions in the sample cohort were not 

directly relatable to the original admission.  Of the 100, 9 were 

assessed as avoidable and a further 10 were assessed as 

potentially avoidable.

•         There are a number of readmissions into the Trusts two 

Ambulatory Care units.  It is thought that these are planned 

attendances and are therefore not readmissions. Work is 

therefore on-going to look into these admissions and the 

associated data in more detail.

The only is change is with regards the RTT98 backlog. This is now 

complete and the backlog is cleared. As a side note, daily 98s 

continue to be completed when required with no issues.

Average tariff: £92.31

Current position is 130.89%

0 Identified

4hr Readmissions - 0

24hr Readmissions - 240

Action Metric Metric Current Position

Outpatient missing and incomplete coding. 

Referral Management - Management of 

multiple pathways from the same referral.

Duplicate Access Plans

Re-Admissions.

Referral to Treatment Validation. 0  Specialties are failing out of 15.

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 312 258 -17.31% -54 1,961 1,731 -11.73% -230 EBITDA -1,126 -1,156 -2.66% -30 -3,618 -3,677 -1.63% -59

Day Cases 2,203 2,143 -2.72% -60 13,852 13,539 -2.26% -313 Depreciation -419 -412 1.67% 7 -2466 -2447 0.77% 19

Non-elective inpatients 2,914 3,086 5.90% 172 18,563 19,310 4.02% 747 Restructuring & Other -21 -8 61.90% 13 -126 -115 8.73% 11

Outpatients 25,179 25,500 1.27% 321 158,408 161,661 2.05% 3,253 Financing Costs -107 -91 14.95% 16 -638 -597 6.43% 41

A&E 6,976 7,553 8.27% 577 42,093 47,266 12.29% 5,173 SURPLUS/(DEFICIT) -1,673 -1,667 0.36% 6 -6,848 -6,836 0.18% 12

'Clinical' Activity

Other (excludes direct access tests) 7,570 7,921 4.64% 351 47,344 49,614 4.79% 2,270 SOFP £'000 £'000 £'000 £'000 £'000 £'000

Total activity 45,154 46,461 2.89% 1,307 282,221 293,121 3.86% 10,900 Capital Spend -688 -529 -23.11% 159 -3,180 -2,614 -17.80% 566

Inventory 3,398 2,928 13.83% 470

CIP £'000 £'000 £'000 £'000 £'000 £'000 Receivables & Prepayments 16,568 11,957 27.83% 4,611

Income 92 170 84.78% 78 548 1,272 132.12% 724 Payables -17,903 -15,530 -13.25% -2,373

Pay 220 156 -29.09% -64 1,144 1,099 -3.93% -45 Accruals -7,739 -5,462 -29.42% -2,277

Non-Pay 245 531 116.73% 286 1,300 1,637 25.92% 337 Deferred Income -915 -1,167 27.54% 252

Total CIP 557 857 53.86% 300 2,992 4,008 33.96% 1,016

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

INCOME £'000 £'000 £'000 £'000 £'000 £'000 Cash 1,200 1,278 6.50% 78

Clinical (Activity) 10,085 10,576 4.87% 491 63,554 65,433 2.96% 1,879 Loan Funding 0 -658 -63,650 -62,029 2.55% 1,621

Other Clinical 4,273 4,631 8.38% 358 26,215 26,440 0.86% 225

CQUINS 311 319 2.57% 8 1,959 1,997 1.94% 38 KPIs

Risks & Penalties 0 -84 -84 0 -437 -437 EBITDA % -6.76% -6.86% 1.54% -0.10% -3.50% -3.51% -0.26% -0.01%

Non Recurrent Income 0 -447 #DIV/0! -447 0 -259 #DIV/0! -259 Deficit % -10.04% -9.90% 1.45% 0.15% -6.63% -6.53% 1.52% 0.10%

PSF Funding 552 551 -0.18% -1 2,893 2,892 -0.03% -1 Receivable Days 28.2 20.3 27.83% 7.8

Other 1,439 1,299 -9.73% -140 8,628 8,595 -0.38% -33 Payable (excluding accruals) Days 74.7 64.8 -13.25% -9.9

Total income 16,660 16,845 1.11% 185 103,249 104,661 1.37% 1,412 Payable (including accruals) Days 107.0 87.6 -18.13% -19

Use of Resource metric 3 3 0.00% 0

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

Pay -11,911 -12,614 -5.90% -703 -71,617 -75,129 -4.90% -3,512

Drugs -1,319 -1,310 0.68% 9 -7,914 -7,732 2.30% 182

Non-Pay -4,556 -4,077 10.51% 479 -27,336 -25,477 6.80% 1,859 Consolidated

Total Costs -17,786 -18,001 -1.21% -215 -106,867 -108,338 -1.38% -1,471 excl charity

Payable days are total op exps, less total pay, add back lead units and agency control total

Payables are Trade & Other only

Performance - Financial Overview Performance - Financial Overview

Patients Partnerships People Performance  
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Performance Matters - Finance

September 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 £1.02m 
 

• Clinical activity based income is £1.88m favourable to plan before risks and penalties.  The main variances are  non elective income £1.76m favourable, and A&E £0.39m favourable.  Other 
income is  £0.03m adverse to plan. 

• perating costs are £1.47m adverse to plan in total.  Pay is £3.51 adverse. 
 

• Non-pay costs total are £2.04m favourable to plan. 
 

• EBITDA is £0.06m below plan. 
 

• Depreciation is broadly to plan, finance costs are favourable to plan.  
 

• The overall  deficit is  £0.012m favourable to plan 
 

• Capital expenditure is £0.56m less than plan. 
 

• Inventory is £0.47m below plan. 
 

• Total receivables incl. prepayments are £4.61m lower than plan. 
 

• Total payables incl. accruals are £4.65m below plan. 
 

• Deferred income is £0.25m above plan. 
 

• Cash is £0.21m favourable to plan.   
 

• Debtor days are 20.3 year to date, which is  7.8 days favourable to plan. 
 

• Payable days are  64.8 year to date which is  9.9 days lower 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 September 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 above plan at September 2018
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Performance Matters (Financial Overview)

Patients Partnerships People Performance  

Comments:

CIP is £1,016k ahead of plan at month 6.
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Agency monthly spend - Total agency spend is £4.7m for the year.  Agency expenditure is 

reviewed in depth. 

Deficit  trend analysis - this graph highlights the gap between plan and actual at month 6.  

Currently the Trust deficit is £457k ahead of plan
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REPORT TO THE BOARD OF DIRECTORS REF: 18/11/P-15 

 

SUBJECT: 
 NHS ENGLAND EPRR CORE STANDARDS FOR 2018/19 
 

Date: 1 NOVEMBER 2018 

PURPOSE: 

 Tick as  
applicable 

 
 Tick as 

applicable 
 For decision/approval X Assurance  

For review   Governance X 

For information   Strategy   

PREPARED BY: Mike Lees – Head of Business Security 

SPONSORED BY: Bob Kirton – EPRR Accountable Emergency Officer (AEO) 

PRESENTED BY: Bob Kirton – EPRR Accountable Emergency Officer (AEO) 

STRATEGIC CONTEXT  

 
Annually health provider organisations that receive NHS funding must carry out a self-
assessment against the NHS England Core Standards for Emergency Preparedness, 
Resilience & Response (EPRR). This is then reviewed at a full joint meeting of the South 
Yorkshire Local Health Resilience Partnership (LHRP) attended by the Trust Accountable 
Emergency Officer and Head of Business Security. The self assessment matrix, statement of 
compliance and action plan for 2018/19 are attached for information and Board approval  
 
The 2018 ‘Confirm and Challenge’ meeting with NHS England and other South Yorkshire health 
provider AEOs will take place in December 2018 on a date to be confirmed. The full assurance 
process for 2018 is for consideration by ET, Board approval in October and submission to NHS 
England within the stated timeframe of 31st October 2018. 
 
 

QUESTION(S) ADDRESSED IN THIS REPORT  

 
There are number of minimum standards which the Trust as a provider of NHS funded care 
must meet. The Accountable Emergency Officer (AEO) of the Trust is responsible for ensuring 
that the standards are met. 

The NHS Core Standards for Emergency Preparedness, Resilience and Response have also 
been checked against our current compliance and cover the following areas: 

 Nomination of a Trust accountable emergency officer (AEO) 

 Ability to share resources during major incidents 

 Have plans to set out coordinated arrangements along with response plans for worst 
case scenarios. 

 Incident response plans must be in line with published guidance and NHS governance 



arrangements. 

 Staff awareness and training alongside command and control arrangements and 
identified incident room(s). 

 Robust business continuity arrangements generally aligned to national guidance 

 Governance is fully covered within the Resilience Framework and associated policy 
which, subject to the adoption of a much less complex process for business continuity, 
will be revised for Board approval. 

Assurance is provided by self-assessment with the assurance framework now a formal control 
process administered by NHS England. The Trust has already previously taken part in peer 
reviews of major incident plans along with the provision of a training and exercise schedule. 

The self-assessment matrix is attached, and any areas of action are summarised on the titled 
sheet and to be accepted as enhancements and not remedial.  

CONCLUSION AND RECOMMENDATION(S)  

 
Following this assessment, the Trust demonstrates a ‘Fully Compliant’ level. 

It is recommended that the self-assessment and compliance statement receive approval by the 
Board and be forwarded to NHS England for the information of the Local Health Resilience 
Partnership (LHRP). 

 



Yorkshire and the Humber Local Health Resilience Partnership (LHRP) 

Emergency Preparedness, Resilience and Response (EPRR) assurance 2018-2019  

 

STATEMENT OF COMPLIANCE 

 

Barnsley Hospital NHS Foundation Trust has undertaken a self-assessment against required 
areas of the EPRR Core standards self-assessment tool v1.0 
 
Where areas require further action, Barnsley Hospital NHS Foundation Trust will meet with the 
LHRP to review the attached core standards, associated improvement plan and to agree a 
process ensuring non-compliant standards are regularly monitored until an agreed level of 
compliance is reached. 
 

Following self-assessment, the organisation has been assigned as an EPRR assurance rating of 

Full (from the four options in the table below) against the core standards. 

 

I confirm that the above level of compliance with the core standards has been agreed by the 

organisation’s board / governing body along with the enclosed action plan and governance deep 

dive responses. 

 

________________________________________________________________ 

Signed by the organisation’s Accountable Emergency Officer 

 

 
 

Date signed 

01/11/2018 01/11/2018 01/05/2019 

Date of Board/governing body 
meeting 

Date presented at Public Board Date published in organisations 
Annual Report 
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/11/P-16 

 

SUBJECT:   2018-19 TRUST OBJECTIVES Q2 REPORT 

DATE:          October 2018  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval √  Assurance √ 

For review   Governance √ 

For information   Strategy √ 

PREPARED BY: Gavin Brownett, PMO Programme Manager 

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. This paper presents the 
progress for Quarter 2 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. 
 
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 Q2 REPORT Ref: BoD  18/11/P-16 

 

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 attached report (Appendix 1) outlines all progress against Trust Objectives during 

Quarter 2 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 Q2 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 Clinical Strategy launched. Monitoring to start in Q4.

Heather Mcnair

Bob Kirton
Oct-18*

Oct-18*

Oct-18*

Oct-18*

Green A flexible bed base model to meet seasonal variation in demand, will be fully in place by 10th October 

2018.

A short stay model is now in place on ward 29 and is being embedded to support patient flow.

Review completed of the core teams that support patient flow, new site team in place and also senior 

management on call team to support the site.

A new matron has been appointed, this post holder will work with Deputy Director of Nursing to review 

current practice and patient pathways to support new models  for discharge team planning and the 

management of stranded patients. 

Oct-18*

Oct-18*

Oct-18*

Development of a virtual advice model for patients in care homes who require a GP appointment. 

To support standardisation of ward round practices and the implementation of a new IT solution for 

live bed status reports a proposal paper for the roll out of Careflow and ProWard across the Trust is to 

be agreed at ET early October.

Simon Enright

Heather Mcnair

Lorraine Christopher

Oct-18*

Oct-18*

Green On track for delivery, with Neonatal unit construction scheduled for October 2018 completion. 

Operational go live expected November 2018.

Bob Kirton Mar-19*

Mar-19*

Green Working with Macmillan on developing a strategy involving all key stakeholders.

Bob Kirton

Heather Mcnair
Mar-19*

Mar-19*

Green Full business case nearing completion. NHSi review process commences early November with 

Department of Health review following this. Planning permission now completed and RIBA 

procurement stages are well advanced following completion of design process working with clinical 

and operational teams. Patient and user engagement sessions commencing in late October 2018. 

Bob Kirton May-18* Amber A full review of the programme has been undertaken overseen by the SRO.  Although good work has 

been completed to date, this has been operationally focused, such as DNA rates, ASI etc.  It has been 

agreed that the original ambitions set out for the Programme are not realistically achievable.  A 

presentation will be given to the Executive Team in October focused on re-setting priorities.

Tom Davidson Mar-19*

Mar-19*

Amber A request to bring the Medway project start date forward to July 2018 has been declined, therefore the 

start date will be April 2019.  In the meantime the IT Project team are concentrating on completing the 

current projects roll-out such as Vital Signs, eOutcomes, eForms etc.

Amber

Green

Aim 2 Lead Directors
Completion 

Date
RAG Status Quarterly Progress Update

Michael Wright Mar-19*

Mar-19*

Green A follow up LGBT+ staff engagement event is planned for November 2018. The Trust also held 

disability staff engagement events and BAME and Eastern European staff events.  First date for 

disability staff network agreed for 26th October 2018 following on from feedback at previous 

engagement events.

CBU leadership development programme is underway. A subject for the next pulse check survey in 

early 2019 is regarding managers being visible and engaged.

Aim 3 Lead Directors
Completion 

Date
RAG Status Quarterly Progress Update

Bob Kirton Mar-19*

Apr-18*

Mar-19*

Integrated services continue to be delivered successfully. 

In Diabetes, a communication piece has been distributed to primary care outlining the service and 

what it can offer to Patients and GPs. A training needs analysis is being collated to ascertain which 

practices need which level of support. Joint clinics have been established in most of the 6 locations 

and work is on-going to create more collaborative working.

All 3 workstreams reporting to Integrated Care Partnership Group. Frailty Assessment Area trial with 

preferred model commenced 16th July for an 8 week period. The results have been positive with a 

turnaround of circa 50% patients for same day discharge during the first few weeks. A total of 161 

patients have been seen to date, however further analysis is required to understand impact overall. 

Mar-19*

This area has now been incorporated into core business and forms part of the bed reconfiguration 

paper. A Lead Nurse for the FAU has been appointed.

Acute Frailty Network workshop held 21st September, positive feedback of progress from the network 

and a Case Study of the service has been requested.

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 started in August.

Tom Davidson

Lorraine Christopher

Emma Parkes

Mar-19*

Mar-19*

Green Jointly agreed project plan is being worked to and Contract Change Notice to be agreed in order to 

facilitate a shared record with Sheffield Place and Barnsley Place organisations.

The Trust is currently working with BFS to review and update the 2017-2022 Estates Strategy. The 

strategy is 80% complete and was presented in draft to the Trust on 24 September 2018.  Will be 

completed by February 2019.

An initial meeting of all communications leads across Barnsley is to take place in October 2018.  

Collaboration regarding joined up communications across Barnsley is a driver for the meeting with 

regular meetings expected.

Simon Enright

Richard Jenkins
Mar-19*

Mar-19*

Mar-19*

Green The Trust has fed back on the Commissioner Strategic Outline Case agreed by Joint Committee of 

Clinical Commissioning Groups. The Trust have been involved in 2 workshops, the first of which 

hosted by BHNFT.  Clinical working groups continue in the 5 areas of HSR with good representation 

from BHNFT.

Bob Kirton

Michael Wright 
Mar-19* Green The options case for the managed equipment was presented at the September Trust Board, where the 

option to extend the current contract to 2022 was approved.  This will allow the Trust to then take part 

in the wider ICS procurement.  An ICS business case is being developed for with a deadline of March 

2019.

Green

Bob Kirton

Simon Enright

Heather Mcnair

Lorraine Christopher

Michael Wright

Apr-18* New Critical Care facility, Cancer Hub and Stroke Rehab business cases submitted to ICS and are still 

awaiting final decision from NHSi. 

Business case 80% complete for Childrens Assessment Unit and Paediatric ED and will be submitted 

to NHSi in November 2018. The delay seen in this business case has given this objective an 

Amber/Green rating.

*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

-Completion of full Business Case for CAU

Michael Wright Mar-19*

Mar-19*

Mar-19*

Mar-19*

Apr-18*

*Development of a new GP referral/admission model 

*Standardisation of ward round practices

*Implementation of a new IT solution for live bed status reports

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

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

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

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

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
*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

*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

*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

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

*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

Secure ICS Capital Prioritisation funds to support capital developments across the 

Trust

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

Patients will 

experience 

outstanding care

Patients: Will experience outstanding care

People:   Will be proud to work for us

Michael Wright

Development and delivery of the Trust's Cancer Strategy in 2018/19 *Strategy developed, agreed and signed off

*Strategy delivery commenced

Strategic Aims: 

People will be 

proud to work for 

us

Heather Mcnair

Simon Enright

Jun-18*

Mar-19*

Mar-19*

Mar-19*

Nov-18*

Mar-19*

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

*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

*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

Focus on improving the health and well being of or our staff

* 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

Mar-19*

Mar-19*

Mar-19*

Mar-19*

Mar-19*

Mar-19*

Mar-19*

Improving performance for the identification and treatment of sepsis within ED and inpatient areas and 

maintaining compliance with VTE assessment.

Friends and Family Test  (FFT) ED response rates fallen slightly below the target of 87.5% positivity 

rate since the end of  the SMS pilot, working with Kieran Baker to identify new ways of working for 

FFT data collection in ED.

As of 31 August 2018 three Hospital Acquired Clostridium Difficile.

On track for achieving all other quality improvement targets.

Green

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 Re-commencement of Health and Wellbeing Steering Group from Oct 2018.   Staff survey pre- launch 

comms campaign included Health & Well Being promotional messages. Employee Assistance 

Program (EAP) 24/7 telephone counselling and access to self help materials website launched in Sept 

2018. 

New simplified electronic appraisal record form proposal ready to present to exec team for approval. 

Currently have 91 apprentices including 19 trainee nursing associates.                                                    

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

People Strategy launched end of August 2018. 

New leadership and values behavioural framework approved ready for launch following full 

consultation with staff, managers, executive team and staff side representatives. 

Schwartz Rounds well attended and supported by staff. Feedback from all rounds is incredibly 

encouraging. Quarterly pulse check survey completed in August with a 14% response rate. Majority of 

responses were positive. Annual staff survey to launch  to 5/10/18. The Trust has attended a multi 

agency disability jobs fair with Department for Work and Pensions. 

Received first round of feedback on our evidence in preparation for SEQOHS reaccreditation visit in 

2019.

CBU workforce planning data dashboard and workforce issues log is in development in line with 

business planning timeline.      

Amber



Aim 4 Lead Directors
Completion 

Date
RAG Status Quarterly Progress Update

Michael Wright

Tom Davidson

Simon Enright

Mar-19*

Mar-19*

Mar-19*

Green The CIP programme at Month 6 is ahead of plan YTD however there is still an element of risk 

attached to the £8.5m plan due to the gap of £548k still requiring scheme identification along with 

delivery uncertainty of some schemes in the programme. Work is on-going to identify further 

opportunities and mitigate risks however the months ahead are likely to be challenging.

A revised Carter Opportunity Tracker will be in place in Q3 by utilising Model Hospital data to 

understand areas of unwarranted variation.

Improvements in coding and increased income have continued to be seen from the relationship we 

have with the commissioned service from EPS. Further opportunity has been identified in maternity 

coding and a second tier review with an external agency is being considered .

Emma Parkes

Exec Team

Bob Kirton

Apr-18*

Mar-18*

June-18*

Mar-19*

Green Branding, publication, briefing with teams/key stakeholders and links to appraisals were all completed 

in Q1 with a Trust Objectives update presented to Governors early August 2018.

Trust objectives and performance targets are discussed monthly at CBU performance reviews and 

reported through major governance committees.

Developing an improved process for 2019/20.

Bob Kirton Mar-19*

May-18*

Jun-18*

Green The Executive team have ensured all CBU structures have been updated.

The Integrated Performance Report is now embedded and reported monthly through Trust governance 

committees.

To continue the CBU development workshop sessions already held, a further session is scheduled for 

October 2018. based on "PRINT" model of improving relationships at work.

Amber The GIRFT programme has seen rapid expansion since the Q1 update, seeing 7 new speciality/focus 

areas progressed within the Trust. Deep dive visits to discuss these areas are expected between 

November and early 2019 which will see further action plans developed. Conversations have taken 

place with specialities to understand progress since deep dive visits by the national team. Meetings 

are being arranged with the GIRFT clinical lead and speciality managerial and clinical leads in 

October 2018. A rolling programme of speciality level presentations and updates to the Clinical 

Effectiveness Group has also been developed with the first scheduled for November 2018.

Agency spend for the second quarter continues to be challenging. NHS Professionals will go live on 

the 1st October 2018 which is expected to reduce run rate, particularly in Nursing. Work has started to 

better understand additional payments across the Trust to improve processes and control.

Market share information for Elective (inc day case) to July 2018 shows 82.3% share of the Barnsley 

market, a 1% increase over the last reported position.  

Mar-19*

Mar-19*

Mar-19*

Actions/KPIs/Milestones

We will achieve 

our goals 

sustainably

*Delivery of the 2018/19 Cost Improvement Programme target of £8.5m

*Delivery of the Carter Action Plan

*Improved activity capture and clinical coding

Objectives

Achieve our financial plan and control total for 2018/19

Simon Enright

Heather Mcnair

Michael Wright

Bob Kirton

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"

*Embed CBU Triumvirate approach across the Trust

*Refresh of the Integrated Performance Report and Framework

*Development sessions in place for CBU teams

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

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%)



 
 

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 18/11/P- 17  

 

BoD Nov 2018: Chairman  
 

SUBJECT: CHAIRMAN’S REPORT 

DATE: 1 NOVEMBER 2018  

PURPOSE: 

 Tick as  
applicable 

 
 Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  

For information   Strategy   

PREPARED BY: STEPHEN WRAGG, CHAIRMAN 

SPONSORED BY:  

PRESENTED BY: STEPHEN WRAGG, CHAIRMAN 

STRATEGIC CONTEXT  

 

EXECUTIVE SUMMARY  

 

RECOMMENDATION(S)  

The Board of Directors is asked to: 
a) receive, note and support this report  
b) invite and note any further reports on their activities from the wider Non Executive 

team. 
 

 

 



 

BoD Nov 2018: Chairman  
 

Subject: CHAIRMAN’S REPORT Ref: BoD 18/11/P- 17  

 

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 The financial position continues to be difficult and is managed through very tight 
controls of our costs. It is important that we continue to maintain our good financial 
performance in this financial year and continue to meet our budgeted control total. 

3. COUNCIL OF GOVERNORS 

3.1 The Genral meeting of the Council of Governors took place on 17 October where 
Governors were given an update on the ICS and Integrated Care in Barnsley as well as 
reports from myself and the CEO.  

4. NEWS & EVENTS 

4.1 On 28 September I opened the annual nursing conference which was inspiring, though 
provoking and absolutely inspirational.  

4.2 Also on 28 September I was privileged to host one of our Governors, Tony Conway, 
who has donated some of his personal mining memorabilia to the Colliers Restaurant to 
illustarte the link between the mining community and Barnsley Hospital. 

4.3 I met with staff from Beavorbrooks, the jewellers, on 2 October who had selected the 
Tiny Hearts Fund to receive their annual charitable donation. 

4.4 We marked the fantastic performance of the ED on 3 October by presenting them with 
the team award for their best continuous performance since 2012 of 45 days meeting 
the 4 hour target. 

4.5 I visited theatres and ICU on 5 October to see their new pledge tree, where members of 
staff pledge to do a variety of things to improve patient experience. I also took the time 
to speak with staff about their experience and listen to their thoughts on NHS 
Professionals and their plans for the future of the department. I’ve paased those 
thoughts back into the executive for consideration. 

4.6 I returned to Higham Methodist Church on 8 October to receive their generous donation 
to Ward 24.  

4.7 On 15 October I was pleased to receive the family of a patient who has recently been 
on  ITU who had been fundraising to purchase some iPad’s for ITU. They walked from 
Hood Green to the hospital to donate these following their relatives last journey by 
ambulance top the hospital.. 

4.8 On 17 October I chaired the Provider Alliance Meeting where we discussed our 
response to the CCG proposals about future integrated care arrangements in the town.  

4.9 I visited St Pauls Parish Church in Monk Bretton on 18 October to receive their 
donantion to Tiny Hearts which had been raised at their Harvest Festival. 

4.10 Stagecoach Bus Company organised an event on 19 October where they presented a 
cheque to Tiny Hearts. The driverrs and staff of the company had chosen Tiny Hearts 
as one of their charities of the year. 



BoD Nov 2018: Chairman 

4.11 The CEO and I met with two of our MP’s on 19 October and shared with them our 
issues and successes over the preceding months, as always theu take a keen interest 
in our performance. 

4.12 On 23 October over 30 motorcyclists visited the Trust to make their donation to Tiny 
Hearts, which was a significant sight for all included, with some fantastic machines and 
wonderful people donating to our appeal. 

4.13 Finally for this month, I opened the Clinical Support Workers conference on 26 October 
and spent time with these very valuable members of staff hearing their issues and 
ideas. 

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.  
Last month’s figures  are included as it would appear there were cash sheet donations from late 
in July that were not included in my previous figures as it was banked early in August, which 
have made a significant difference on the figures.  
 
Total Aug 2018   
Donations excluding Tiny Hearts  £8,623.73 £10,996.66 
Donations Tiny Hearts                         £5,217.43   £7,282.9 
   
Total Sept 2018   
Donations excluding Tiny Hearts  £63,793.28  
Donations Tiny Hearts                        £  4,608.75  
   
Total Tiny Hearts Raised                        £681,662.44  
Tiny Hearts Balance                        £  75,873.89  
   
   
Also for your information our additional third party organised events that are coming up are: 
 
1st Dec – Rock Choir Concert in aid of Tiny Hearts 
Ongoing – Thornhill House Shoebox appeal for Xmas presents for the elderly in the hospital at 
Christmas 
  

 
 
 

Stephen Wragg 
CHAIRMAN 
NOVEMBER 2018 



EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD:  18/11/P-18 

 

SUBJECT:   CHIEF EXECUTIVE’S REPORT 

DATE:          1 NOVEMBER 2018  

PURPOSE:  

 Tick as 
applicable 
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Subject: CHIEF EXECUTIVE’S REPORT Ref: BoD: 18/10/P-18       

 
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 Staff Survey 

 
The annual national NHS Staff Survey launched in the Trust on 5 October. Staff are 
being actively encouraged to complete their survey as with previous years with a prize 
draw for staff that respond. 

 
2.2   Barnsley Facilities Services  
 

On 17 October I was pleased to note the event at the Trust to celebrate one year of 
Barnsley Facilities Services (BFS). Staff from across the services within BFS shared 
information and updates on their progress during the last 12 months, offering greater 
insight in to their excellent work. IT has been an extremely successful first year and all 
BFS staff are to be congratulated for their work. 

 
2.3   Stoma Care Day  
 

On 18 October I attended the annual Stoma Care day organised by Jane Parker and 
her team. The event is for past and present patients and their carers/families and is a 
friendly and supportive event that has now run for more that 20 years. Attendance 
seemed very high this year and I heard many comments from attendees as to the 
excellent work our teams do to support people.   

 
2.4    Barnsley MP Meeting  
 

On 19 October I attended the scheduled quarterly MP meeting at the Trust, together 
with Steve Wragg. Stephanie Peacock MP and Angela Smith MP were in attendance. 

 
2.4   Activity  
  

Performance against the mandated 4 hour standard remains strong. The Trust 
achieved the 95% standard for 45 days, the longest consecutive achievement since 
the standard was adjusted from 98% to 95% in 2010. During September, the Trust 
was the highest performing Trust in the country against this standard at 98.6%. This is 
a great reflection on the wide ranging improvement work that our teams across the 
hospital have done, with contribution from the Improvement Academy, over the last 6-
9 months. 

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

SYSTEM (sICS) ACTIVITIES 
 

3.1 Senior Responsible Officer for Provider Development 



 
On 2 October and 23rd October I attended the South Yorkshire and Bassetlaw Senior 
Executive Team meetings in Sheffield.  

 
3.2 Integrated Care System    

 
On 1 October I attended the acute provider Chief Executive meeting to discuss the 
South Yorkshire and Bassetlaw working together agenda.  
 

  
4. PARTNERSHIP WORKING WITH OTHER ORGANISATIONS 
 

4.1 Provider Alliance Meeting  
 
On 17 October I attended the Provider Alliance meeting held at the Trust. The main 
item for discussion was the joint response for the CCG on partnership working to 
deliver more integrated care. 

 
4.2 Urgent & Emergency Care Delivery Board  

 
On 4 October I chaired the Barnsley Urgent & Emergency Care Delivery Board where 
performance, working arrangements and progress against winter plans were reviewed.  
 

4.3 Public Health in Barnsley 
 

On 11 October I met with Julia Burrows, Public Health lead at Barnsley Metropolitan 
Borough Council to discuss the continuation of the hospital’s role in the Barnsley 
public health prevention agenda.  

 

4.4  Northumberland, Tyne & Wear NHS Foundation Trust Visit  
  

On 12 October I attended a learning visit to the CQC Outstanding rated 
Northumberland Tyne and Wear NHS Foundation Trust, with partners from the South 
West Yorkshire Partnership NHS Trust and the Barnsley Healthcare Federation. The 
visit had a focus on integration, particularly in terms of the mental health trust 
supporting integration across place and secondary care services as well as working in 
partnership with primary care. 

 
4.5   The Rotherham NHS Foundation Trust  

 
On 29 October Steve Wragg and I have a scheduled meeting with the Chairman and 
Chief Executive Officer at The Rotherham NHS Foundation Trust to discuss 
partnership working.  
 

 
5. NATIONAL NHS: 

 
5.1 NHS Providers Conference 

 
I attended the NHS Providers annual conference and exhibition on 9 October. I was 

part of a breakfast panel discussion on clinical Chief Executives as part of the launch of 

the NHSP report ‘Clinician to chief executive – supporting leaders of the future’. 

 



5.2   NHS Chief Executive’s Group  
   

On 15 October I attended a Chief Executive development session hosted at the NHS 

Confederation with a focus of how to get the best performance from teams. 

 
 
Dr Richard Jenkins, Chief Executive 
November 2018  



 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

Memorandum of Understanding 
 

SOUTH YORKSHIRE AND BASSETLAW 
INTEGRATED CARE SYSTEM 

 
PRIVATE 

 
October 2018 

 

Author(s)  

Will Cleary-Gray, Chief Operating Officer, South Yorkshire and Bassetlaw 
Integrated Care System 

Sponsor  

Sir Andrew Cash, Chief Executive, South Yorkshire and Bassetlaw Integrated 
Care System 

Is your report for Approval / Consideration / Noting 

 

Noting 

Links to the STP (please tick) 

 
Invest and grow Treat the whole 

Reduce Join up health         primary and person, mental 
inequalities and care community care and physical 

Standardise Simplify urgent 
acute hospital and emergency Develop our Use the best 

care care workforce technology 

 
Work with 

Create financial patients and the 
sustainability public to do this 

Are there any resource implications (including Financial, Staffing etc)? 

 

Summary of key issues 

 

The final version of the Memorandum of Understanding for South Yorkshire and Bassetlaw ICS for 
2018/19 has been developed in negotiation with NHS England and NHS Improvement, ahead of 
the go live level 2 date of 1 October 2018. 

 
The MOU for 2018 builds on the MOU signed by the SYB ICS Chief Executive on behalf of the 
system last year. It covers: 

 

 The national NHS priorities and deliverables (the NHS Constitution standards) 

 The financial framework (all governing bodies and boards previously agreed the framework) 

 The ICS priority areas (also previously agreed) 



The one area within the MOU yet to be finalised is the revised operating model and governance 
arrangements for 18/19, which we are currently working through, both as part of a wider system 
governance review and with NHSE /I regional colleagues to ensure the ICS is empowered and 
enabled to deliver its responsibilities as a level 2 ICS. This will be taken forward through a process 
of enabled due diligence. 

Recommendations 

 

The Board/Governing Body is asked to note the Memorandum of Understanding and direction of 
travel. 
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Memorandum of understanding for Integrated Care Systems 

Dear Andrew, 

We are writing to confirm South Yorkshire and Bassetlaw’s status as an Integrated 

Care System (ICS), subject to collective agreement of all the leaders in your system, 

and to describe the terms of this relationship with the national leadership bodies. 

In order to enable the further development of the ICS approach in 2018/19, this 

document sets out the national expectations of ICSs, the freedoms and flexibilities 

that these systems will gain in return and how we will work to support system 

leaders and their teams.  

1. Objectives

ICSs are systems in which NHS commissioners  providers, NHS England and NHS 

Improvement, working closely with GP networks, local authorities and other 

partners, agree to take shared responsibility (in ways that are consistent with their 

individual legal obligations) for how they use their collective resources to improve 

quality of care and health outcomes. They are expected to make faster progress 

than other health systems in transforming the way care is delivered, to the benefit 

of the population they serve.   

ICSs will: 

• re-design and integrate clinical and care pathways to better meet the needs of 
the local population, incorporating use of prevention and self-care where 
appropriate;

• develop population health management approaches that facilitate

the integration of services focused, in the first instance, on populations that are 
most at risk of developing acute illness and hospitalisation;

• work with key system partners and stakeholders including patients and 
residents and their democratic representatives, health and care staff, local 
government and the voluntary sector;

• take collective responsibility for managing financial and operational 
performance, quality of care (including patient/user experience) and health and 
care outcomes;

• implement new methods of payment that support integration of services and 
population health management approaches, whilst enabling delivery of a shared 
system control total; 
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• create more robust cross-organisational arrangements to tackle the systemic

challenges that the health and care system is facing;

• act as a leadership cohort, demonstrating what can be achieved with strong local

leadership, operating with increased freedoms and flexibilities; and

• commit to developing and disseminating learning, together with the national

bodies, so that other systems can develop ICSs.

2. National NHS priorities and deliverables

The NHS guidance for refreshing 2018/19 plans confirmed the priorities set out in Next 

Steps on the Five Year Forward View.  These include to: 

 improve investment in, access to and the quality of mental health services as 
defined in Implementing the Five Year Forward View for Mental Health and the 
planning round refresh;

 promote better prevention and earlier diagnosis of cancer, as well as increasing 
access to innovative and timely treatments that improve survival, quality of life and 

patient experience;

 stabilise general practice, ensuring measures are in place to maximise GP retention 

and recruitment,  and support the development of primary care networks that 

improve access and share assets and workforce. In time these networks will 

collaborate to expand the range of services available in the community, including 

proactive services aimed at keeping people well and/or prevent acute 

deterioration;

 redesign and strengthen the urgent and emergency care system through successful 

implementation of the UEC transformation programme.  This includes delivering 

national operational standards, the 2018/19 ambitions on “Reducing long stays in 

hospital - to reduce patient harm and bed occupancy”   and urgent and emergency 

mental health care for people of all ages;

 transform the treatment, care and support available to people of all ages with a 
learning disability, autism or both so that they can lead longer, happier, healthier 
lives in homes not hospitals; and

 continue to make maternity services in England safer and more personal through 
the implementation of the Better Births guidance. 

The national deliverables that underpin these priorities are set out in Annex 1 of this 

document for ease of reference.  

We are also expecting ICSs to go further than other systems in driving improvement 

across the clinical priority areas including:  

 reaching 100% coverage of self-identified primary care networks (PCNs) by the

end of 2018/19. We expect PCNs to be: functionally sharing assets and

workforce and consistently delivering care through integrated teams to high risk

https://www.england.nhs.uk/publication/next-steps-on-the-nhs-five-year-forward-view/
https://www.england.nhs.uk/publication/next-steps-on-the-nhs-five-year-forward-view/
https://www.england.nhs.uk/wp-content/uploads/2016/07/fyfv-mh.pdf
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groups; making use of data to understand their populations, identifying variation 

in resource use and outcomes, and guiding clinical decision making; acting as a 

core partner in system decision making. We will work with each ICS over the 

summer to agree the level of primary care network maturity that systems expect 

to achieve by March 2019, and that would represent a step change in the delivery 

of integrated primary care during 2018-19. We will also co-produce with ICSs 

appropriate measures to assess progress and impact, aligned with the national 

Primary Care Network Programme; 

 enhancing resilience of systems before next winter, for example by improving 
system-level working across urgent and emergency care and improving 
resilience in care homes through implementation of the Enhanced Health in Care 
Homes framework;

 working in partnership with the National Mental Health Team to develop and 
implement actions to improve system-level working across all local partners for 
Mental Health delivery in 2018/19, and work towards a  system-wide mental 
health investment strategy, and credible mental health workforce plan for 
2019/20;

 working through, and as an active member of your Cancer Alliance, and in 
partnership with the National Cancer Programme, to implement the National 
Cancer Taskforce’s recommendations1. 

1
 http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-

_a_strategy_for_england_2015-2020.pdf 

http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf
http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf
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3. Integrating care

In addition to making progress on these core priorities, ICSs will lead the way in 

integrating health and care services at the population and person level, including in the 

following ways. 

 Analysing patterns of need, health and care utilisation, cost and other metrics

by population segment. These analyses should help ICSs identify population

groups that should receive proactive care with the objective of preventing

illness or hospitalisation and reducing inequalities. Nationally we will work

with ICSs to design a mechanism that can provide a common and consistent

source of data to support benchmarking, peer learning and improvement.

 Using these analyses to redesign care with a view to providing proactive

services to at-risk population groups and coordinating different services for

them.  We will support ICSs with practical learning derived from the new care

models programme as well as other models used internationally.

 As population analytical methods will initially be snapshots, ICSs will

increasingly need to build the digital infrastructure that allows for real-time

analyses, patient ‘tracking’ and actionable insight. We will provide ICSs with

advice on interoperability, information governance and, where necessary and

appropriate investment.

 With support from the national team, ICSs will be required to make significant

progress from baseline assessment towards full maturity of the three

population health management capabilities and develop a system-wide plan

setting out locally determined population health priorities.
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4. Local priorities and deliverables

As well as delivering the priorities outlined in our system operating plan, the ICS 

leadership commits to take responsibility for developing a shared system strategy and 

plan to oversee transformation delivery in the following high priority deliverables in 

2018/19:  

Summary: 

 The next stage of building and strengthening primary care networks

 Building capacity and capability for population health management

 Implementing the next stage of the hospital services review and 

corresponding SYB out of hospital strategy

 Implementing a system efficiency approach together with governance 
arrangements and efficiency boards. 

ICS Function Priority Area Actions  

Strategy, Planning 
and 
Transformation 

Governance arrangements  
Build on existing partnership 
arrangements to establish 
robust arrangements for level 
2 ICS governance which are 
inclusive and transparent.  

 Review of governance arrangements 
for ICS at level 2 moving to level 3 by 
2019/20

 Including the future role of provider 
Committees in Common, and the Joint 
Committee of CCGs

 Develop and implement Accountable 
Care Partnership (ACP) Integration 
Agreement within the ICS and each of 
its five Places 

SYB ICS strategy 2018/19 – 
2019/20  
Refresh SYB system plan  

 Refresh STP plan to create strategy to
deliver level 3 ICS by April 2019

 Working with each of the five places,
develop Out of Hospital/ Shift left
strategy in parallel with Hospital
Services Review next stage

Patient and public 
involvement  

 Undertake Hospital Services Review
communications / engagement
/consultation in line with Strategic
Outline Case and Outline Business
Case process

Strengthening capacity and 
capability  

 Develop Human Resources
Framework for ICS

Provider 
development  

Hospital Services Review – 
next stage 

Successful implementation of 
next stage of the Hospital 
Services Review (HSR)   

 Agree collective response to the HSR.
 Develop Strategic Outline Case and

OBC (following the national assurance
process)

 Develop Pre-Consultation Business
Case / Decision Making Business Case

 Meet change assurance process
 Procurement arrangements with

ACPs
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Population health 
and primary care 

Integrated primary care 
networks  
Take forward development of 
primary care at scale and 
integrated primary care 
networks    

 Support ACPs to deliver national
requirements

 Develop ICS out-of-hospital model
 Develop SYB population health plan

for 2019/20

Population health 
management 
Building and strengthening 
population health 
management capability in 
each place and across the 
system 

 Develop population health capacity 
and capability in partnership, with 
each of the five ACPs making good 
progress towards being a middle 
range system by 2019/20

 For each of the five ACPs, enable all 
local care networks to achieve a level 
of maturity that ensures consistent 
coverage of new models of integrated 
primary care underpinned by 
population health management

 Adopt integrated ways of working 
within the five localities that bring 
together local networks, including 
community services, with secondary 
care redesign – to support whole 
place-based care 

Finance, 
contracting, 
capital and estates 

Finance 
Building on finance strategy 
and making best use of 
resources   

 Develop financial strategy, governance
and mechanisms underpinned by the
national financial framework for ICSs
and aligned with system-wide
provider /commissioner finance and
efficiency plans and payment reform

Estates and capital planning 
Strengthening capital and 
planning capability and 
capacity  

 Develop estates strategy and capital
plans to support system
transformation

 Review capacity and capability and
requirements for 2018/19 and
beyond

Contracting 
Establishing system approach 
to contracting 

 Implement ‘system commissioning’
lead contracting models and new
(outcomes based) payment
mechanisms

 Develop outcomes-based contracts
(i.e. alliance, ICP contract model) to
incentivise quality of care and
population health management

System efficiency 
Establishing a system 
approach to improving 
efficiency  

 Implement SYB ICS Efficiency Board to
oversee system efficiency programme

 Implement priorities for 2018/19 and
develop priorities for 2019/20

Integrated 
assurance and  
improvement   

Single assurance framework 

Establishing a mutual 
accountability model and 
integrated assurance 
approach 

 Work with the regions and central
sponsor to establish how the ICS will
be enabled to have a shared oversight
role

 Develop and implement mutual
accountability model building on
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existing work and approaches 
 Deliver integrated ICS System

Operational Plan
 Develop 2019/20 system plan and

priorities via the local planning round
with the five Places
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5. Transformation funding

ICSs have been given transformation funding delegated to a host CCG on behalf of an ICS 

to support the implementation of integrated care and the local priorities set out above. 

This transformation funding package is set out in Annex 2. We will also be taking steps 

where possible to increase the flexibility of transformation funding streams dedicated 

to specific priorities from 2019/20 and beyond.  

Financial governance arrangements 

Definitive allocations are subject to NHS England and NHS Improvement approval for 

ICSs to go live. Prior to the release of any of the additional devolved funding included in 

this package each ICS will need to demonstrate:  

 Governance and accountability arrangements so it is clear how decisions are 
made and who is accountable for delivering value for money from the 
expenditure.

 A value based allocation process for determining the use of the funding.

 Arrangements for oversight and reporting of expenditure and tracking of 
benefits realisation. 
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6. Managing collective resources

i) System improvement plan

You have committed to operating as a live ICS and as such, you are required to 
work within your system improvement plan as detailed below. You have been 
given the flexibility, on a net neutral basis, and in agreement with NHS 
England and NHS Improvement, to vary individual control totals during the 
planning process and to agree in-year offsets of financial over-performance in 
one organisation against financial under-performance in another.

ii) Incentive scheme

You have selected the 50% partial PSF/CSF Option as set out in NHS England 
and NHS Improvement’s letter of 15 May 2018.

The tables in Annex 3 set out the organisation control totals, system control 
total and Provider Sustainability Funding allocations for your system. They 
also set out the quarterly phasing of the Provider Sustainability Funding by 
type for each organisation, which will reflect the incentive scheme you have 
chosen.

As you have agreed a system improvement plan, Annex 3 also shows the 
calculation of the starting point for your system improvement plan and the 
level of performance at which you will begin to ‘earn back’ lost PSF.

The calculation for the amount of PSF to be earned-back is below. 

The maximum amount of PSF that can be earned-back will be capped at the 

lost PSF from the ICS's share of the £650m, which in SYB's case is £2,363,000. 

Earned-back PSF will be paid at the financial year-end based on full year 

financial performance. 

Trust Finance PSF is linked to the delivery of individual control totals and 

System PSF is linked to the delivery of the system improvement plan.  

Trust A&E PSF is linked to delivery of A&E performance at acute trust level, or 

where the acute trust does not achieve - at A&E Delivery Board level, provided 

the trust has met its individual control total, subject to any agreed net-neutral 

changes or in-year offsets between organisations. For trusts without an A&E, 

the PSF associated with this element (30% of the total) will be paid based on 

individual control total performance (as is the case for non-ICSs) and is shown 

under Trust Finance PSF. 
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Where the quarterly system improvement plan value as per Table 4 is not 

achieved, the ICS will lose System PSF (finance) at a rate of £1.50 per £1 of 

system underperformance compared to the system improvement plan value. 

This will be lost pro rata in each trust up to the maximum System PSF 

(finance) available in that quarter (as per Table 2), unless an alternative 

distribution is agreed between the ICS and NHSE/I, prior to the quarter end.  

 Any lost System PSF can be recovered in later quarters if the system recovers 

its cumulative position to achieve its system improvement plan value. 

Similarly, lost Trust PSF (finance) can also be recovered in later quarters if the 

trust achieves its cumulative individual control total. However, lost Trust PSF 

(A&E) cannot be recovered.  

 Where the ICS earns its System PSF (finance) allocation in one quarter, but 

then goes off-plan in subsequent quarters the funds it has previously received 

will not be clawed back.  

System PSF (finance), Trust PSF (finance) and Trust PSF (A&E) will be paid 

quarterly and phased in the same way as for non-ICSs in line with the 

applicable PSF/STF guidance. 

iii) Single system operating plan

In the 2018/19 planning round, you set out a single system operating plan 
that aligns the activity and financial plans of CCGs and providers. We expect 
you to collaborate to manage income and expenditure as a system openly 
across commissioners and providers, working together to ensure you live 
within your agreed system improvement plan value during 2018/19.

iv) Capital and estates

As for STPs, you developed a system-wide estates and capital plan for 
submission in July. We asked that this should include sufficient focus on out-

of-hospital schemes. This STP capital process is the main channel for access to 
strategic capital in 2018/19. 
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7. Oversight

We will progressively look to systems to manage and improve their own performance, 

as well as transforming services to ensure they are clinically and financially sustainable. 

We will develop an oversight model that empowers your system to take a shared or 

leading role in decisions about oversight of trusts and CCGs, supported as necessary by 

NHS England and NHS Improvement, and with a commitment to minimising the 

administrative burden placed upon systems.  

Regional teams will agree with ICSs how this oversight model will operate, taking into 

account the maturity of system working, including governance and financial 

management. This will include: 

 establishing a single governance forum, (led and hosted by the ICS, but with

input from regional teams) to review both system performance and the

performance of individual providers and CCGs.

 agreeing an accountability framework setting out how oversight will work in

practice.

 agreeing a work programme and timetable which identifies specific and tangible

changes that will be made to the relationship between NHS England, NHS

Improvement, the ICS and local trusts and CCGs.

General principles 

In order to support system working and as the oversight model develops, all parties 

agree to work by the following principles: 

 The ICS will interact with a single regional director, acting on behalf of both NHS

Improvement and NHS England. We are working towards having fully integrated

regional teams, as part of our wider plans for joint working.

 Where underperformance is identified, the ICS will generally be responsible in

the first instance for working with local organisations to address the issue,

supported by regional teams of NHS England and NHS Improvement. Any NHS

England or NHS Improvement intervention required will, wherever possible, be

identified in consultation with and agreed with the ICS.

 Any regulatory decisions e.g. to put a trust or CCG into special measures, will, as

now, be made by NHS England and NHS Improvement, but wherever possible in

consultation with and taking into account the views of the ICS.

 NHS England/NHS Improvement will not generally engage with individual

providers or CCGs without the knowledge of the system and an invitation to

participate in the discussion.

 National programmes will, wherever possible, work through and with the ICS to

ensure that challenge and support is in line with the needs of the system. Where
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there are national support offers focussed on systems, these offers will be agreed 

with the ICS. 

 NHS England/Improvement will minimise ad hoc data and information requests.

Where additional data or information is sought, the ICS will be consulted before

the request is issued. Where additional data or information is being sought from

CCGs or trusts, we will, wherever possible, agree whether the request should

come from NHS England/NHS Improvement or the ICS.

 These principles support a single route of communication, seek to enable the

system to focus on improving and transforming quality and efficiency of care and

reduce duplication of effort across our organisations. They also start a change in

the way the system operates which starts to enable resources to be utilised

differently both locally and in the regions.

 establish a governance mechanism, in discussion with the regions and the national

team, to support this process

 agree the principles and terms of reference which will guide the Enabled Due

Diligence process.

 commit to defining through the accountability agreement:

‒ How the ICS will relate to a single regional director 

‒ Which functional accountabilities and responsibilities will empower the 

ICS 

‒ The identification of any active interventions and their status 

‒ How the ICS will be enabled through a single integrated assurance and 

improvement delivery team 

‒ How the ICS will be enabled to be assured once, as a system, for delivery 

of the NHS Constitution, mandate and quality  and financial performance 

‒ How the ICS gives wider assurance to the system 

‒ How the ICS is enabled though data and systems 

‒ How the ICS is enabled through access to improvement capacity from NHS 

England and NHS Improvement team 

SYB, during its shadow phase, has started to test ways of working which start to model 

the new assurance framework.   

Specific additional agreements made between the region and the ICS 

In addition to abiding by the above general principles, the regional team and the ICS also 
commit to the following specific actions: 

Agreeing that the ICS will not create an additional layer for organisations or the system 

A process of Enabled Due Diligence, together with the Regions (NHS England and NHS 
Improvement) and dedicated senior sponsor from the national team to:   
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We commit to continue to build on this over the next year and as part of our due 

diligence process would aim to strengthen and add clarity what we have begun to test: 

Integrated Assurance 

The SYB ICS through the ICS Chief Executive lead will interact with the single regional 

director.  The ICS lead will be supported by an integrated regional team from NHS 

England and NHS Improvement. 

Within the ICS, the ambition is for the assurance system to be led by a single integrated 

team and Director.  The Director will be responsible for the conduct of the NHS England 

and NHS Improvement regulatory and assurance functions within South Yorkshire & 

Bassetlaw, and will report to the ICS lead.  

SYB ICS will have flexibility in how the process of assurance is delivered, locally.  NHS 

England and NHS Improvement will be supportive of any SYB assurance process which 

does not conflict with national frameworks but encourages improved outcomes and 

improved system management; operational and financial. 

SYB will be assured once, as a system, for delivery of the NHS Constitution, mandate, 

and quality as set out in its Single Operating Plan (April 2018). 

The draft SYB ICS Single Assurance Framework sets out how the ICS plans to carry out 

its assurance process.  

There will be a separate assurance process for financial performance, linked to the 

system control total and described in section 6. 

The ICS leader will advise NHS England on the annual assessment of each individual 

SYB CCG, against the Improvement & Assessment Framework.  NHS England will retain 

responsibility for the publication of the CCG annual assessment.   

Regional Oversight 

If SYB ICS performance is outside of  a set of agreed triggers described, it will set out for 

the regional team its proposal for improvement including: 

 Improvement plan

 Monitoring of the standard at increased frequency

 Any requirement for improvement support from the integrated regional team

If SYB ICS performance is outside of the agreed thresholds, then NHS England and / or 

NHS Improvement retain the right to intervene in the system or individual organisation, 

with the support of the ICS. 

If SYB ICS wishes NHS England or NHS Improvement to exercise their wider powers of 

intervention, the ICS will provide reasons and evidence to the Regional Director. 
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An agreed suite of performance reports will be made available by NHS England and NHS 

Improvement to SYB ICS, including on-line access to the relevant databases.  This will 

be under-pinned by a data sharing agreement. 

The ICS will have access to improvement capacity from the NHS England clinical 

networks and the NHSI improvement team.   

Planning 

On an annual basis, NHS organisations are required to develop an Annual Operating 

Plan.  For organisations and places within SYB, the assurance of these plans will be the 

responsibility of the ICS.   

The ICS will submit a single operating plan in line with national planning guidance and 

the ICS strategy.  This will be an integrated plan between providers and commissioners 

based on “place” as the unit of planning. 

The single operating plan will include specialised services and NHS England’s other 

direct commissioning responsibilities in SYB. 

The integrated assurance team will provide advice on the aggregate achievement 

expected at SYB ICS level to contribute to the NHS plan as a whole. 
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8. National support

NHS Improvement and NHS England will continue to support ICSs. We will: 

Facilitate learning between systems including convening a regular ICS leads 

development day. We will also continue to convene learning groups on specific topics 

such as primary care development, population health and communications and 

engagement. In addition, in 2018/19 we intend to start convening other professional 

groups such as ICS programme directors.  

Dedicate a senior ‘sponsor’ from the national team to support the ICS working with the 

regional team to help source national expertise and help coordinate and control the 

demands placed on local systems. This sponsor will also be able to provide hands-on 

help in solving problems or removing barriers that inhibit ICS development. 

Provide bespoke support to leadership teams drawing on the King’s Fund, NHS 

Confederation and others. In addition to re-procuring leadership support similar to that 

which we provided last year, we will expand our development offer in 2018/19 to 

provide, for example, clinical leadership teams with a facilitated programme that builds 

on Surrey Heartland’s Clinical Academy and Frimley’s 2020 programme. 

Mobilise teams with specific expertise or tasked with solving common problems faced by 

ICSs and other systems. For example, we already have teams assisting many systems 

with the rollout of primary care networks. In 2018/19, we will provide hands-on 

expertise around population health management approaches, engagement and 

communication, and system financial management, resources and staff in our clinical 

networks and improvement support from NHS Improvement. Other workstreams will 

be developed in consultation with ICS leaders.  

Continue to develop national strategy and policy with ICSs. The ICS community provides 

an invaluable source of expertise on which we will draw in developing policy, for 

instance on national financial architecture and incentives, the operating model for 

integrated regional teams, and how national bodies should oversee and support 

systems as they mature. 

Promote a collaborative and open approach, working with the ICS community to 

collectively solve problems and set future direction for the NHS. We commit to 

communicating openly with you, providing support where we can and doing so at a 

pace that supports the development of ICSs.  
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Andrew Cash confirms collective agreement of South Yorkshire and Bassetlaw system 

leaders

Matthew Swindells on behalf of NHS England and Kathy McLean on behalf of NHS 

Improvement
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Annex 1: 2018/19 Deliverables 

Reminder of 2018/19 deliverables – drawn from ‘Next Steps on the NHS Five Year Forward View’ 

published in March 2017 

The NHS already has two-year priorities, set out in last year’s Planning Guidance and the March 2017 publication of the Next Steps 
on the NHS Five Year Forward View. This Annex confirms these deliverables for 2018/19. 

For national targets we will, where appropriate, provide disaggregated STP and CCG-level improvement targets and templates to 
ensure plans are completed on a consistent basis. 

1. Mental Health

Overall Goals for 2017-2019 
We published Implementing the Mental Health Forward View in July 2016 to set out clear deliverables for putting the 
recommendations of the independent Mental Health Taskforce Report into action by 2020/21. The publication of Stepping Forward 

to 2020/215 in July 2017 provides a roadmap to increase the mental health workforce needed to deliver this. Making parity a reality 
will take time, but this a major step on the journey towards providing equal status for mental and physical health. These ambitions 
are underpinned by significant additional funding for mental health care, which should not be used to supplant existing spend or 
balance reductions elsewhere. 

Progress in 2017/18 

• On track to ensure an extra 35,000 children and young
people are able to access services this year.

• 70 new or extended community eating disorder services
funded and commissioned.

• 81 new beds for Children and Adolescent Mental Health

Services (Tier 4) and at least another 50 beds will open by

Deliverables for 2018/19 
Additional funding has now been built into CCG 2018/19 
allocations to support the expansion of services outlined in this 
planning guidance and the specific trajectories set for 2018/19 to 
deliver the Five Year Forward View for Mental Health. Progress 
to be made against all deliverables in the Next Steps on the 
NHS Five Year Forward View and the Implementing the Mental 

5 
Stepping Forward to 2020/21: Mental Health Workforce Plan for England (Health Education England). 
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end of March 2018. 

• Expanded specialist perinatal care with over 5,000 
additional women accessing these services between April 
and December 2017. Contracts awarded for four new Mother 
and Baby Units. 

• Continued to meet the waiting time standard for early 
intervention in psychosis. 

• Physical health checks and interventions for patients with 
severe mental illness in secondary care, with 60% of people 
in inpatient settings and 42% in community mental health 
teams receiving this to date. 

• Health Education England (HEE) expects to provide over 600 
training places for Improving Access to Psychological 
Therapies (IAPT) practitioners. At least 800 practitioners in 
primary care settings by March 2018. 

• 10 mental health new care models up and running and an 
additional 7 go live by April 2018. 

• CCGs have continued to meet the dementia diagnosis 
standard, which was at 68.3% by December 2017. 

• Seven Global Digital Exemplar Mental Health Trusts, 
funded to identify trusts which they will partner with as ‘fast 
followers’. 

Health Forward View in 2018/19 with all CCGs and STPs 
required to: 

• Each CCG must meet the Mental Health Investment 
Standard (MHIS) by which their 2018/19 investment in 
mental health rises at a faster rate than their overall 
programme funding. CCGs’ auditors will be required to 
validate their 2018/19 year-end position on meeting the 
MHIS. 

• Ensure that an additional 49,000 children and young 
people receive treatment from NHS-commissioned 
community services (32% above the 2014/15 baseline) 
nationally, towards the 2020/21 objective of an additional 
70,000 additional children and young people. Ensure 
evidence of local progress to transform children and young 
people’s mental health services is published in refreshed 
joint agency Local Transformation Plans aligned to STPs. 

• Make further progress towards delivering the 2020/21 waiting 
time standards for children and young people’s eating 
disorder services of 95% of patient receiving first definitive 
treatment within four weeks for routine cases and within one 
week for urgent cases. 

• Deliver against regional implementation plans to ensure that 
by 2020/21, inpatient stays for children and young people 
will only take place where clinically appropriate, will have the 
minimum possible length of stay, and will be as close to 
home as possible to avoid inappropriate out of area 
placements, within a context of 150-180 additional beds. 

• Continue to increase access to specialist perinatal mental 
health services, ensuring that an additional 9,000 women 
access specialist perinatal mental health services and boost 
bed numbers in the 19 units that will be open by the end of 
2018/19 so that overall capacity is increased by 49%. 
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• Continue to improve access to psychology therapies 
(IAPT) services with, maintaining the increase of 60,000 
people accessing treatment achieved in 2017/18 and 
increase by a further 140,000 delivering a national access 
rate of 19% for people with common mental health 
conditions. Do so by supporting HEE’s commissioning of 
1,000 replacement practitioners and a further 1,000 trainees 
to expand services. This will release 1,500 mental health 
therapists to work in primary care. Approximately two-thirds 
of the increase to psychological therapies should be in new 
integrated services focused on people with co-morbid long 
term physical health conditions and/or medically 
unexplained symptoms, delivered in primary care. Continue 
to ensure that access, waiting time and recovery standards 
are met. 

• Continue to work towards the 2020/21 ambition of all acute 
hospitals having mental health crisis and liaison services 
that can meet the specific needs of people of all ages 
including children and young people and older adults; and 
deliver Core 24 mental health liaison standards for adults in 
50% of acute hospitals subject to hospitals being able to 
successfully recruit. 

• Ensure that 53% of patients requiring early intervention for 
psychosis receive NICE concordant care within two weeks. 

• Support delivery of STP-level plans to reduce all 
inappropriate adult acute out of area placements by 
2020/21, including increasing investment for Crisis 
Resolution Home Treatment Teams (CRHTTs) to meet the 
ambition of all areas providing CRHTTs resourced to operate 
in line with recognised best practice by 2020/21. Review all 
patients who are placed out of area to ensure that have 
appropriate packages of care. 
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• Deliver annual physical health checks and interventions, in 
line with guidance, to at least 280,000 people with a severe 
mental health illness. 

• Provide a 25% increase nationally on 2017/18 baseline in 
access to Individual Placement and Support services. 

• Maintain the dementia diagnosis rate of two thirds (66.7%) 
of prevalence and improve post diagnostic care. 

• Deliver their contribution to the mental health workforce 
expansion as set out in the HEE workforce plan, supported 
by STP-level plans. At national level, this should also 
specifically include an increase of 1,500 mental health 
therapists in primary care in 2018/19 and an expansion in the 
capacity and capability of the children and young people’s 
workforce building towards 1,700 new staff and 3,400 
existing staff trained to deliver evidence based interventions 
by 2020/21. 

• Deliver against multi-agency suicide prevention plans, 
working towards a national 10% reduction in suicide rate by 
2020/21. 

• Deliver liaison and diversion services to 83% of the 
population. 

• Ensure all commissioned activity is recorded and reported 
through the Mental Health Services Dataset. 

 
 
 

 

2. Cancer 
 

 

Overall Goals for 2017-2019 
Advance delivery of the National Cancer Strategy to promote better prevention and earlier diagnosis and deliver innovative and 
timely treatments to improve survival, quality of life and patient experience by 2020/21. 
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Progress in 2017/18 

• Cancer survival at its highest ever with latest figures 
showing that one-year cancer survival is up by over 2,000 
people a year. 

• 95.1% of people seen by a specialist within two weeks of an 
urgent GP referral for suspected cancer, with 5.1% more 
patients being seen in the 12 months to November 2017 than 
in the previous 12 months. 

• Ten multidisciplinary rapid diagnostic and assessment 
centres in place across the country by March 2018, 
supporting patients with complex symptoms through to 
diagnosis. 

• We are on track to deliver the largest radiotherapy 
upgrade programme in 15 years modern radiotherapy 
have now funded 26 new machines in 21 trusts in 2017/18. 

• Half of the country’s Cancer Alliances have begun to roll out 
personalised follow-up after cancer treatment. 

• Added 22 more drugs to the Cancer Drugs Fund, which have 
benefitted nearly 7,500 more patients, taking the total since 
the reformed CDF launched in July 2016 to 15,700 patients 
having benefited from 52 drugs treating 81 different cancers. 

Deliverables for 2018/19 

• Ensure all eight waiting time standards for cancer are met, 
including the 62 day referral-to-treatment cancer standard. 
The ‘10 high impact actions’ for meeting the 62 day standard 
should be implemented in all trusts, with oversight and 
coordination by Cancer Alliances. The release of cancer 
transformation funding in 2018/19 will continue to be linked to 
delivery of the 62 day cancer standard. 

• Support the implementation of the new radiotherapy service 
specification, ensuring that the latest technologies, including 
the new and upgraded machines being funded through the 
£130 million Radiotherapy Modernisation Fund, are available 
for all patients across the country. 

• Ensure implementation of the nationally agreed rapid 
assessment and diagnostic pathways for lung, prostate 
and colorectal cancers, ensuring that patients get timely 
access to the latest diagnosis and treatment. Accelerating 
the adoption of these innovations helps meet the 62 days 
standard ahead of the introduction of the 28 day Faster 
Diagnosis Standard in April 2020. 

• Progress towards the 2020/21 ambition for 62% of cancer 
patients to be diagnosed at stage 1 or 2, and reduce the 
proportion of cancers diagnosed following an emergency 
admission. 

• Support the rollout of FIT in the bowel cancer screening 
programme during 2018/19 in line with the agreed national 
timescales following PHE’s procurement of new FIT kit, 
ensuring that at least 10% of all bowel cancers diagnosed 
through the screening programme are detected at an early 
stage, increasing to 12% in 2019/20. 

• Participate in pilot programmes offering low dose CT 
scanning based on an assessment of lung cancer risk in 
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CCGs with lowest lung cancer survival rates. 

• Progress towards the 2020/21 ambition for all breast cancer 
patients to move to a stratified follow-up pathway after 
treatment. Around two-thirds of patients should be on a 
supported self-management pathway, freeing up clinical 
capacity to see new patients and those with the most 
complex needs. All Cancer Alliances should have in place 
clinically agreed protocols for stratifying breast cancer 
patients and a system for remote monitoring by the end of 
2018/19. 

• Ensure implementation of the new cancer waiting times 
system in April 2018 and begin data collection in preparation 
for the introduction of the new 28 day Faster Diagnosis 
standard by 2020. 

 
 
 

3. Primary Care 
 

 

Overall Goals for 2017-2019 
Stabilise general practice today and support the transformation of primary care and for tomorrow, by delivering General Practice 
Forward View and Next Steps on the NHS Five Year Forward View. 

 

Progress in 2017/18 

• 52% of the country now benefitting from extended access 
including appointments on evenings and weekends, beating 
the target of 40% for 2017/18. 

• Primary care workforce: 

o Over 770 additional GP trainees started specialist 
training since 2015 baseline (3,157 in total in 
2017/18); 

o Begun GP international recruitment, with the first 100 
GPs being recruited; 

 

Deliverables for 2018/19 
Progress against all Next Steps on the NHS Five Year Forward 
View and General Practice Forward View commitments. This 
includes all CCGs: 

• Providing extended access to GP services, including at 
evenings and weekends, for 100% of their population by 1 
October 2018. This must include ensuring access is available 
during peak times of demand, including bank holidays and 
across the Easter, Christmas and New Year periods. 

• Delivering their contribution to the workforce commitment 
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o Launched the GP Retention Scheme; 
o Recruitment of an additional 505 clinical pharmacists, 

in addition to the 494 already in post. 

• Investment in general practice continues to increase on 
track to deliver the pledged additional £2.4 billion by 2021. 

• CCGs investing in line with expectations set out in the 

2017/18 NHS’s Planning Guidance, for additional primary 
care transformation investment (£3/head) over two years. 

• Invested in upgrading primary care facilities, with 844 
schemes completed and a further 868 schemes in 
development. 

to have an extra 5,000 doctors and 5,000 other staff working 
in primary care. CCGs will work with their local NHS England 
teams to agree their individual contribution and wider 
workforce planning targets for 2018/19. At national aggregate 
level we are expecting the following for 2018/19: 

o CCGs to recruit and retain their share of additional 
doctors via all available national and local initiatives; 

o 600 additional doctors recruited from overseas to work 
in general practice; 

o 500 additional clinical pharmacists recruited to work in 
general practice (CCGs whose bids have been 
successful will be expected to contribute to this 
increase); 

o An increase in physician associates, contributing to 
the target of an additional 1000 to be trained by March 
2020 (supported by HEE); 

o Deliver increase to 1,500 mental health therapists 
working in primary care. 

• Investing the balance of the £3/head investment for general 
practice transformation support. 

• Actively encourage every practice to be part of a local 
primary care network, so that there is complete 
geographically contiguous population coverage of primary 
care networks as far as possible by the end of 2018/19, 
serving populations of at least 30,000 to 50,000. 

• Investing in upgrading primary care facilities, ensuring 
completion of the pipeline of Estates and Technology 
Transformation schemes, and that the schemes are 
delivered within the timescales set out for each project. 

• Ensuring that 75% of 2018/19 sustainability and resilience 
funding allocated is spent by December 2018, with 100% of 
the allocation spent by March 2019. 
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• Ensuring every practice implements at least two of the high 
impact ‘time to care’ actions. 

• In all practices, delivering primary care provider 
development initiatives for which CCGs will receive 
delegated budgets, including online consultations. 

• Where primary care commissioning has been delegated, 
providing assurance that statutory primary medical services 
functions are being discharged effectively. 

• Lead CCGs expected to commission, with support from NHS 
England Regional Independent Care Sector Programme 
Management Offices, medicines optimisation for care 
home residents with the deployment of 180 pharmacists and 
60 pharmacy technician posts funded by the Pharmacy 
Integration Fund for two years. 

 
 
 

 

4. Urgent and Emergency Care 
 

 

Overall Goals for 2017-2019 
Redesign and strengthen the urgent and emergency care system to ensure that patients receive the right care in the right place, 
first time. 

 

Progress in 2017/18 

• More patients able to speak to a clinician about their urgent 
and emergency care needs when calling NHS 111 – 40% of 
answered calls now receive clinical input, up from 22% last 
year. 

• Piloted and evaluated NHS 111 Online in a number of areas, 
with 27% of the population now able to access urgent and 
emergency care advice through this online portal. 

 

Deliverables for 2018/19 

• Ensure that aggregate performance against the four-hour 
A&E standard is at or above 90% in September 2018, that 
the majority of providers are achieving the 95% standard for 
the month of March 2019. Also Trusts are expected to 
improve on their performance each quarter compared to their 
performance in the same quarter the prior year in order to 
qualify for STF payments. 
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• 110 Urgent Treatment Centres (UTCs) designated 
according to the revised standard specification. 

• Ambulance Response Programme implemented in all 
English mainland ambulance trusts. 

• 105 Trusts received capital funding of £96.7 million to 
implement front-door clinical streaming. Over 90% of 
Trusts now have this in place. 

• 1,491 beds have been freed up as a result of reducing 
delayed transfers of care (DTOC). 

• £30 million awarded to 74 areas to increase number of acute 
hospitals meeting the ‘Core 24’ standard for 24/7 mental 
health liaison teams. 

• 97% of A&Es, 98% of the initial cohort of UTCs and 96% of 
e-prescribing pharmacies now have access to primary care 
records through either summary care records or local record 
sharing portals. 

• Implementation of the NHS 111 Online service to 100% of 
the population by December 2018. 

• Access to enhanced NHS 111 services to 100% of the 
population, with more than half of callers to NHS 111 
receiving clinical input during their call. Every part of the 
country should be covered by an integrated urgent care 
Clinical Assessment Service (IUC CAS), bringing together 
111 and GP out of hours service provision. This will include 
direct booking from NHS 111 to other urgent care services. 

• By March 2019, CCGs should ensure technology is enabled 
and then ensure that direct booking from IUC CAS into 
local GP systems is delivered wherever technology allows. 

• Designate remaining UTCs in 2018/19 to meet the new 
standards and operate as part of an integrated approach to 
urgent and primary care. 

• Work with local Ambulance Trusts to ensure that the new 
ambulance response time standards that were introduced 
in 2017/18 are met by September 2018. Handovers between 
ambulances and hospital A&Es should not exceed 30 
minutes. 

• Deliver a safe reduction in ambulance conveyance to 
emergency departments. 

• Continue to make progress on reducing delayed transfers 
of care (DTOC), reducing DTOC delayed days to around 
4,000 during 2018/19, with the reduction to be split equally 
between health and social care. 

• Continue to improve patient flow inside hospitals through 

implementing the “Improving Patient Flow” guidance6. Focus 
specifically on reducing inappropriate length of stay for 
admissions, including specific attention on ‘stranded’ and 

 
6 

https://improvement.nhs.uk/resources/good-practice-guide-focus-on-improving-patient-flow/ 

https://improvement.nhs.uk/resources/good-practice-guide-focus-on-improving-patient-flow/
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‘super stranded’ patients who have been in hospital for over 
7 days and over 21 days respectively. 

• Continue to work towards the 2020/21 deliverable of all acute 
hospitals having mental health crisis and liaison services 
that can meet the specific needs of people of all ages 
including children and young people and older adults; and 
deliver Core 24 mental health liaison standards for adults 
in 50% of acute hospitals, subject to hospitals being able to 
successfully recruit. 

• Ensure that fewer than 15% of NHS continuing healthcare 
full assessments take place in an acute setting. 

• Continue to progress implementation of the Emergency 
Care Data Set in all A&Es (Type 1 and Type 2 by June 2018; 
and Type 3 by the end of 2018/19). 

• Increase the number of patients who have consented to 
share their additional information through the extended 
summary care record to 15% and improve the functionality 
of e-SCR by December 2018. 

• Implement a proprietary appointment booking system at 
particular GP practices, 50% of integrated urgent care 
services and 50% of UTCs by May 2018, supported by 
improved technology and clear appointment booking 
standards issued by December 2018. 

• Continue to rollout the seven-day services four priority 
clinical standards to five specialist services (major 
trauma, heart attack, paediatric intensive care, vascular and 
stroke) and the seven-day services four priority clinical 
standards in hospitals to 50% of the population. 
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5. Transforming Care for People with Learning Disabilities 
 

 

Overall Goals for 2017-2019 
Our goal is to transform the treatment, care and support available to people of all ages with a learning disability, autism or both so 
that they can lead longer, happier, healthier lives in homes not hospitals. 

 

Progress in 2017/18 

• 22% increase in the number of annual health checks 
delivered by GPs to improve access to community 
alternatives to hospital and tackle premature mortality. 

• New and expanded community teams to support people 
with a learning disability at risk of admission to hospital, 
backed by £10 million transformation funding. 

• 6% reduction in inappropriate hospitalisation of people 
with a learning disability, autism or both, between March and 
November 2017, totalling a 14% reduction since March 2015. 
In addition, over 100 people previously in hospital for 5 years 
or more were discharged between March and November 
2017. 

• Tackling premature mortality by beginning to systematically 
review and learn from deaths of patients with learning 
disabilities by March 2018. 

 

Deliverables for 2018/19 
All Transforming Care Partnerships (TCPs), CCGs and STPs 
are expected to: 

• Continue to reduce inappropriate hospitalisation of people 
with a learning disability, autism or both, so that the number 
in hospital reduces at a national aggregate level by 35% to 
50% from March 2015 by March 2019. As part of achieving 
that reduction we expect CCGs and TCPs to place a 
particular emphasis on making a substantial reduction in the 
number of long-stay (5 year+ inpatients). 

• Continue to improve access to healthcare for people with a 
learning disability, so that the number of people receiving an 
annual health check from their GP is 64% higher than in 
2016/17. CCGs should achieve this by both increasing the 
number of people with a learning disability recorded on the 
GP Learning Disability Register, and by improving the 
proportion of people on that register receiving a health check. 

• Make further investment in community teams to avoid 
hospitalisation, including through use of the £10 million 
transformation fund. 

• Ensure more children with a learning disability, autism or 
both get a community Care, Education and Treatment 
Review (CETR) to consider other options before they are 
admitted to hospital, such that 75% of under 18s admitted to 
hospital have either had a pre-admission CETR or a CETR 
immediately post admission. 
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• Continue the work on tackling premature mortality by 
supporting the review of deaths of patients with learning 
disabilities, as outlined in the National Quality Board 2017 
guidance. 

 
 
 

 

6. Maternity 
 

 

Overall Goals for 2017-2019 
Continue to make maternity services in England safer and more personal through the implementation of the Better Births. 

 

Progress in 2017/18 

• Continuing the year on year safety improvements to 
maternity services including, since 2010, a 16% reduction in 
stillbirths, 10% reduction in neonatal mortality and 20% 
reduction in maternal deaths. 

• Seven maternity ‘early adopters’ established covering 
125,000 births a year to implement specific elements of 
Better Births and service improvements. Pilots of continuity 
of carer established to over 3,000 women. 

• 44 Local Maternity Systems established bringing together 
commissioners, providers and service users to lead and 
deliver transformation of maternity services in every part of 
the country. 

• We will exceed the planned goal of 2,000 more women 
receiving specialist perinatal care in 2017/18, with over 
5,000 additional women accessing these services between 
April and December 2017. Four new mother and baby units 
also funded. 

 

Deliverables for 2018/19 

• Deliver improvements in safety towards the 2020 ambition to 
reduce stillbirths, neonatal deaths, maternal death and brain 
injuries by 20% and by 50% in 2025, including full 
implementation of the Saving Babies Lives Care Bundle by 
March 2019. 

• Increase the number of women receiving continuity of the 
person caring for them during pregnancy, birth and 
postnatally, so that by March 2019, 20% of women booking 
receive continuity. 

• Continue to increase access to specialist perinatal mental 
health services, ensuring that an additional 9,000 women 
access specialist perinatal mental health services and boost 
bed numbers in the 19 units that will be open by the end of 
2018/19 so that overall capacity is increased by 49%. 

• By June 2018, agree trajectories to improve the safety, 
choice and personalisation of maternity. 
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N.B. This is not a comprehensive list of ‘Next Steps’ deliverables for 2018/19, simply an ‘aide memoire’ covering these service 
improvement areas. CCGs and STPs should also continue to work to reduce inequalities in access to services and in people’s 
experiences of care.  
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Annex 2: Transformation Funding Package 
 

 

 

South Yorkshire and Bassetlaw 2.73% Share of all weighted patients

INDICATIVE FIGURES (£m's)

ICS Transformation Funding 2018/19 Requirements/notes

1. Committed programme transformation funds

General Practice Forward View

 - Access 7.53 Delivery of GPFV Access requirements

 - Training Care Navigators 0.26 Funded from core Primary Care allocations for 2018/19 only

 - Online Consultations 0.52 Funded from core Primary Care allocations for 2018/19 only

 - Practice Resilience 0.21 Based on a Fair share % per registered patient applied as per the Primary Care team guidance

 - Clinical Pharmacists 2 0.39 Delivery of GPFV requirements

 - ETTF 1.17 Capital and revenue funds

Other Programmes

Mental Health 1.01 Tied to delivery of mental health requirements on IPS, Suicide, Perinatal, Liaison and CYP

Diabetes 1.89 Diabetes Next Steps FYFV objectives

Cancer 3.07 Indicative value for the ICS (from Cancer Alliance funds) to deliver the Cancer strategy

Maternity 0.76 Maternity Next Steps FYFV objectives

UEC 0.43 Indicative figures to be confirmed by the UEC team

STP infrastructure 0.28 STP infrastructure support - only applicable to ICS areas co-terminus with STPs

Sub Total 17.54

2. Uncommitted funds

Uncommitted Funds 6.94
Released on acceptance of governance information and subject to acceptance of the incentive option.

Used to deliver national priorities

£1 per head population notionally allocated to primary care network development.

TOTAL 24.47
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Annex 3: System improvement plan agreement 
 

 

 

  

South Yorkshire and Bassetlaw (SYB)

50% partial

Table 1: Organisation control total, system control total and Provider Sustainability Funding allocations

Org Name Included in SCT

Control 

Total 

(excl. 

PSF)

(£000s)

PSF 

Allocation 

(£1.8bn)

(£000s)

PSF 

Allocation 

(£650m)

(£000s)

Total PSF

Allocation

(£000s)

NHS Barnsley CCG 100% (600) - - -

NHS Bassetlaw CCG 100% (700) - - -

NHS Doncaster CCG 100% (700) - - -

NHS Rotherham CCG 100% (3,000) - - -

NHS Sheffield CCG 100% 0 - - -

CCG Subtotal (5,000) 0 0 0

Barnsley Hospital NHS Foundation Trust 100% (17,002) 5,880 2,389 8,269

Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust 100% (22,853) 11,547 4,691 16,238

Rotherham Doncaster and South Humber NHS Foundation Trust 100% 668 987 401 1,388

Sheffield Children's NHS Foundation Trust 100% (1,613) 2,485 1,010 3,495

Sheffield Health and Social Care NHS Foundation Trust 100% 405 780 317 1,097

Sheffield Teaching Hospitals NHS Foundation Trust 100% (20,999) 18,562 7,541 26,103

The Rotherham NHS Foundation Trust 100% 2,919 5,817 2,363 8,180

Provider Subtotal (58,475) 46,058 18,712 64,770

System Total (63,475) 46,058 18,712 64,770
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Table 2: Quarterly phasing of the control total (excl. PSF) and Provider Sustainability Funding by type for organisations that accepted their CT

Org Name
Q1

(£000s)

Q2

(£000s)

Q3

(£000s)

Q4

(£000s)

2018/19 

Total

(£000s)

Barnsley Hospital NHS Foundation Trust CT (4,860) (4,839) (3,340) (3,963) (17,002)

Trust A&E PSF 372 496 744 868 2,481

Trust Finance PSF 743 990 1,486 1,733 4,952

System PSF 125 167 251 293 836

Total PSF 1,240 1,654 2,481 2,894 8,269

Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust CT (8,670) (8,959) (4,500) (724) (22,853)

Trust A&E PSF 731 974 1,461 1,705 4,871

Trust Finance PSF 1,459 1,945 2,917 3,404 9,725

System PSF 246 328 493 575 1,642

Total PSF 2,436 3,248 4,871 5,683 16,238

Rotherham Doncaster and South Humber NHS Foundation Trust CT 178 174 170 146 668

Trust Finance PSF 187 250 374 437 1,248

System PSF 21 28 42 49 140

Total PSF 208 278 416 486 1,388

Sheffield Children's NHS Foundation Trust CT (2,780) (2,433) 1,525 2,075 (1,613)

Trust A&E PSF 157 210 315 367 1,049

Trust Finance PSF 314 419 628 733 2,093

System PSF 53 71 106 124 354

Total PSF 524 699 1,049 1,223 3,495

Sheffield Health and Social Care NHS Foundation Trust CT 104 102 102 98 405

Trust Finance PSF 148 197 296 345 986

System PSF 17 22 33 39 111

Total PSF 165 219 329 384 1,097

Sheffield Teaching Hospitals NHS Foundation Trust CT (8,693) (4,277) (5,339) (2,690) (20,999)

Trust A&E PSF 1,175 1,566 2,349 2,741 7,831

Trust Finance PSF 2,345 3,127 4,690 5,471 15,633

System PSF 396 528 792 924 2,639

Total PSF 3,915 5,221 7,831 9,136 26,103
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 Table 3: Quarterly phasing of the control total and draft plan for CT non-acceptors (excl. PSF)

The Rotherham NHS Foundation Trust CT 120 811 1,300 688 2,919

Draft plan (6,300) (4,935) (4,974) (4,858) (21,067)

Total PSF** N/A N/A N/A N/A 8,180

Table 4: System improvement plan starting point (excl. PSF)

Org Name CT Acceptor

Starting 

Point for 

System 

Improve

ment 

Plan

£000s

Source

NHS Barnsley CCG Y (600) Final CT

NHS Bassetlaw CCG Y (700) Final CT

NHS Doncaster CCG Y (700) Final CT

NHS Rotherham CCG Y (3,000) Final CT

NHS Sheffield CCG Y 0 Final CT

CCG Subtotal (5,000)

Barnsley Hospital NHS Foundation Trust Y (17,002) Final CT

Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust Y (22,853) Final CT

Rotherham Doncaster and South Humber NHS Foundation Trust Y 668 Final CT

Sheffield Children's NHS Foundation Trust Y (1,613) Final CT

Sheffield Health and Social Care NHS Foundation Trust Y 405 Final CT

Sheffield Teaching Hospitals NHS Foundation Trust Y (20,999) Final CT

The Rotherham NHS Foundation Trust N (21,067) Draft plan

Provider Subtotal (82,461)

System Total (87,461)

** CT non-acceptors will not have PSF paid quarterly, but the system may ‘earn back’ some of this PSF at the end of the year. 

Details of the earn back calculation are included within NHS Improvement’s letter of 15 May 2018 and Section 6 ii) of the MoU.
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD: 18/11/P-19  

 

SUBJECT:   QUARTERLY COMMUNICATIONS REPORT 

DATE:          1 NOVEMBER 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 activity of the Trust’s Communications function within 
the previous quarter.  

 
The report presents actions taken in the previous quarter within the communications and 
marketing function to build positive perceptions of the Trust internally and externally.  The report 
covers the following areas: 

 

 Strategic communications and engagement 

 Internal communications 

 External communications and reputation management 

 Barnsley Hospital Charity 
 
Actions taken by the Communications function in the last quarter have continued to build a 
positive reputation for the Trust, with positive proactive media stories being placed during the 
quarter and ensuring balanced coverage with opportunity to comment on reactive media 
requests. 
 

 
The Board is asked to review the content of this report.  
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Subject: QUARTERLY COMMUNICATIONS REPORT Ref: BoD: 18/11/P-19 

 
1. STRATEGIC CONTEXT 

 
1.1 This report provides the Board with an overview of communications and stakeholder 

engagement activity during the previous quarter. 
 
2. STRATEGIC COMMUNICATIONS AND ENGAGEMENT 

 
2.1  The Communications function has continued to protect and enhance the Trust’s 

reputation. Positive stories have been proactively placed in the media and factual 
statements provided where appropriate.  

 
2.2 Casualty 24/7 

The Trust has worked in collaboration with Channel 5 to produce four episodes of a 
new show, Casualty 24/7, which focussed on Barnsley Hospital Emergency 
Department staff and patients.  The show ran weekly on Wednesday evenings, a 
prime time Channel 5 viewing slot and received around one million viewers per 
episode.  Channel 5 is pleased with the success of the show.  

 

2.4    Barnsley Place  
In order to support partnership working within Barnsley, a newly formed 
communications group held a first meeting during October.  Consisting of 
communications leads from partners across the town, the group will collectively focus 
on promoting excellence in partnership working and integration across a range of 
media outlets.  

 
2.5   National and Regional Issues 

NHS70, integrated care and hospital waste disposal are amongst the national and 
regional issues the team provided communications support to staff and the public 
across social media, internet/intranet, press and events. 

 
 
3. INTERNAL COMMUNICATIONS AND STAFF ENGAGEMENT  

 3.1    NHS Staff Survey 
The Team have launched the communications campaign to support completion of the 
annual NSH Staff Survey. Proactive communications will be issued for the duration of 
the survey completion timescales. Messages include a ‘You said, we did’ style 
approach, reminding and informing staff what as changed within the Trust as a result 
of feedback in the Staff Survey last year.  

 
3.2 Health and Wellbeing 

In order to promote the wide range of activity the Trust undertakes to support the 
health and wellbeing of staff, the team have launched a communications campaign 
with the aim of raising awareness. The ‘Proud to’ banding has been given a dedicated 
colour pallet which is used each time a health and wellbeing message is issued.  A 
new staff benefits section of the Hub intranet site is in development to align such 
messages after feedback confirmed that some staff are unsure what health and 
wellbeing means for them in the workplace.  
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3.3   Annual Flu Campaign 
The team are supporting the annual flu vaccination campaign.  Barnsley FC 
footballers Jordan Williams and Mike Bähre lent their support during a visit to the 
hospital. They had photos taken with patients and staff and the Reds in the 
Community Team made a video of the footballers talking about the flu campaign. This 
has been promoted internally and externally across a range of channels. 

 

3.4 NHS Professionals (NHSP) 
The Team have actively supported the launch and are providing on-going messaging 
for the introduction of NHSP at the Trust.   

 
3.5 Barnsley Facilities Services (BFS) 

During October, BFS celebrated one year since it launched in 2017. The team 
supported a staff engagement event designed to showcase the range of services 
within BFS and strengthen engagement with staff in the hospital.  A series of tours 
around the Trust were available along with live demonstrations and information in the 
restaurant.  The team also provided communications support to the successful 
transfer of domestic staff into BFS.  

 
3.6 Sustainability 

The team have proactively communicated internally and externally about a range of 
sustainability developments, notably the new electric vehicle charge points.   

 
3.7 Hospital Hub  

The team has been continuing to develop over the quarter, this year with the aim of 
this becoming a significant resource for staff, and a low-cost solution for teams 
wishing to educate their key audiences on particular topics. A redesign of the home 
page now enables key campaigns to be immediately accessible via visual graphic 
links.  These are being utilised this month to support Staff Survey, flu and the opening 
of the Neo Natal Unit.  

 
The following graph highlights the number of unique news items posted over the 
quarter: 
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4. EXTERNAL COMMUNICATIONS / EVENTS 

4.1  Media Coverage  
 
 The Trust has benefitted from significant positive media coverage across the quarter.  

The Barnsley Chronicle has printed over 75 positive articles about the Trust within the 
quarter, each of which has been proactively issued by the function.   This has resulted 
in an opportunity to view figure of almost 6million during the same period.  

 
 

Opportunities to view - print 

 July August September Total 

Barnsley Chronicle  2,745,072  1,372,536  1,677,544             5,795,152 

Doncaster Star  4,356  2,178  2,178                      8,712 

Yorkshire Post 80,390  -    80,390                 160,780  

   Q2 Total            5,964,644  

 
 

 
 
 
4.2 Barnsley Hospital News  

The second edition of the financial year of Barnsley Hospital News was issued to a 
circulation of circa 38,000 people. The issue focussed on NHS 70 celebrations across 
the hospital. The pick up rate continues to be above 95%.  The third issue is planned 
for December. 
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4.3   Social Media  
  

The function has continued to improve how it manages social media posting and has 
seen improvements in efficiency this quarter. Social media activity has benefitted from 
the use of new scheduling capability within the team.  This enables posts to be 
produced in advance and posted at optimum time and day for a particular subject.  
 
A proactive strategy to encourage members of Trust staff to tweet and re-tweet 
positive messages has resulted in increased engagement and reach.  Followers on 
Facebook have increased month on month, with Twitter users remaining at around 
6,000. 
 
Casualty 24/7 resulted in a significant amount of positive engagement on both 
platforms, as did news of the Emergency Department winning a Brilliant Award.  On 
Facebook, this post was shared 239 times, received 1,000 likes and 147 positive 
comments. 
 
Campaigns over the quarter have included coverage of the Trust’s Nursing 
Conference, Stoptober, Breast Cancer awareness month and a ‘ditch the car’ diary 
style feature in support of the Trust’s sustainability agenda.  

 

 
 
 

  4.4 External Website 
 The external Trust website has undergone further development to make key news 

items more accessible directly from the home page. The page now features a rolling 
visual news banner in a similar style to the internal hub site.  
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5.    BARNSLEY HOSPITAL CHARITY 

5.1 General Charity 
 

A total of 17 runners have committed to take part in third party runs in the quarter, raising 
£4,500 collectively. Such events are high return on investment activities and ensure a 
good rate of return. 

 
The Pennies from Heaven Campaign was launched in August. 175 members of staff 
signed up to the scheme. Within the first month this equated to £82.13. This is included in 
new starter packs and inductions.  

 
5.2 Tiny Hearts  

 
The Tiny Hearts Appeal currently stands at a total of £681,662.44 at the end of 
September.   
 
A grand opening of the new neo natal unit will take place on Thursday 8 November with a 
variety of VIP’s onsite to take a tour of the unit and witness our opening ceremony 
including local dignitaries, mayor donors and former families who have been on the unit. 
BBC Look North, Dearne FM, Sheffield Star, Yorkshire Post and Barnsley Chronicle will 
be in attendance with coverage planned.  Currently there are 210 people confirmed to 
attend throughout the day. 

 
In conjunction with the Neo Natal opening the Charity is also hosting Lan-Tarn Fest, on  
the same day. Sponsorship is being sought to cover the cost of the event which will 
include a range of stalls, children’s attractions and the annual dedication ceremony, 
conducted by Father Peter.  

 
 

6. CONCLUSION  

6.1 The function has again had a positive quarter, continuing to proactively manage the 
Trust’s reputation by delivering timely and appropriate messaging to a variety of 
audiences.  

 
 The Channel 5 documentary series provided a significant opportunity to grow the Trust’s 

external reputation, combined with a focus on social media activity over the quarter.  
 

 The Trust has benefitted from a large number of positive media stories in the Barnsley 
Chronicle and wider region.   

 
Relationships with the Barnsley Chronicle continue to be positive, with the publication 
affording the Trust the opportunity to provide comment on all related articles and working 
in partnership on the publication of the Barnsley Hospital News.   
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SUBJECT:   INTELLIGENCE REPORT  

DATE:          NOVEMBER 2018  
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 Tick as 
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PREPARED BY: 
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COMMUNICATIONS 

SPONSORED BY: DR RICHARD JENKINS, CHIEF EXECUTIVE 

PRESENTED BY: 
EMMA PARKES, DIRECTOR OF MARKETING & 
COMMUNICATIONS  

 
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 

 NHS Efficiency – new model for goods and services  

 HEE and NHSI to work in closer alignment  

 Central technology team supports trusts  

 Leeds hospitals unveil future plans  

 HEE exceeds training target for GPs 

 Patients return or reuse NHS Equipment  

 Health Secretary – IT Vision 

 Value of CQUINS reduction  
 

 
 

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

 
 
 
 



Subject: 
INTELLIGENCE MONITORING/HORIZON 
SCANNING SEPTEMBER 2018 

Ref: BoD 18/11/P-20 

 
*please note that this is not an exhaustive report, submissions welcome to emmaparkes1@nhs.net 

Release 
Type 

Detail Impact/ Action/ 
Owner / Will 
Board are 
involved? 

My 
NHS/NHS 
Choices  

NHS Choices User Rating – 4.5* (5* is Excellent)  
 
Feedback 
5 posts, all 5 star ratings 
 
Day case for cytoscopy for person with learning disability 
I am a support worker and recently supported a gentleman with 
a learning disability to an appointment as a day case patient for 
a cystoscopy. From checking in to discharge the treatment that 
he received was inclusive and personal centred around his 
needs. I was allowed to be with him throughout the whole 
process from pre assessment, going into theatre with him and 
throughout his recovery thus enabling him a much less anxious 
experience. Everyone was extremely attentive and I would 
especially like to say how wonderful the nurses on the day case 
ward were to mention a few staff nurse learning disability 
champions. 
 
Tooth root removal 
I visited the dental department today 11/10/18 for the removal of 
a root that my dentist had failed to remove back in June. 
Although it‟s taken a long time to get an appointment and I 
understand why, I can honestly say I was treated with respect by 
the dental nurse (sorry I don‟t know your name!) and the dentist. 
They completely put me at ease and we‟re kind and 
professional, getting my problematic tooth out in just a few 
minutes. I would recommend this service to anyone.  
 
Thankyou 
After visiting the eye clinic over a good number of years I can 
honesty say that after my visit on the 26 September this was the 
best experience I have ever had at this clinic, I felt I was treated 
with efficient and happy staff you did not make me feel like an 
inconvenience and this continued when I saw the consultant 
what an excellent professional gentle and caring man. Please 
keep this standard up.  Just get your appointment system stable 
and efficient than visiting this clinic would not be so stressful. 
 

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

 NHS efficiency hire management consultants to draw up a 
new model for goods and services 
 
NHS Improvement is hiring external consultants to develop a 
strategy that will “transform the way procurement is delivered” at 
local level. It comes amid the rollout of the new NHS Supply 
Chain, which will purchase commonly used equipment and 
devices for trusts, with the aim of saving hundreds of millions of 
pounds annually. The NHS spends just under £6bn annually on 

 

https://www.hsj.co.uk/finance-and-efficiency/190m-contracts-open-to-bids-in-procurement-services-break-up/7014577.article
https://www.hsj.co.uk/finance-and-efficiency/190m-contracts-open-to-bids-in-procurement-services-break-up/7014577.article


Release 
Type 
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Board are 
involved? 

such goods. This represents 40 per cent of trusts‟ non-pay 
expenditure on overall goods and services.   
 
The new strategy will address the remaining 60 per cent of 
spending on goods and services. NHSI has not specified which 
areas will be included in the programme‟s scope, ruled out 
medicines and agency staff. Other non-pay costs which are 
often procured externally typically include estates and facilities 
services, and other non-clinical supplies and services.  
NHSI will indicate its preferred bidder on 14 November, and 
award the contract five days later. 
 

 NHS Improvement and Health Education England (HEE) 
have announced plans to work more closely together to 
ensure the national workforce system is well aligned. 
 
This includes a role for both organisations in developing the 
mandate set by the Government on workforce planning, staff 
education and training, and the NHS Leadership Academy 
becoming part of the new People function, which will be hosted 
by NHS Improvement. 
 
NHS Improvement is moving towards integrating its national and 
regional functions with NHS England and it is shifting its focus 
from regulation to improvement. This includes the creation of a 
Chief People Officer role and a People directorate, which will be 
hosted by NHS Improvement and will be responsible for 
providing a cohesive approach to recruiting, retaining, deploying 
and developing the current NHS workforce.  
 

 HEE will work jointly with NHS Improvement to develop HEE‟s 
mandate for 2019/20 onwards. This will ensure that workforce 
plans are more closely aligned with NHS service plans. 
 
The NHS Leadership Academy will transfer from HEE to the new 
NHS Improvement and NHS England People function from 1 
April 2019. HEE‟s regional teams will align with the seven 
integrated regional teams of NHSI and NHSE. 

 

  
A new central technology team is supporting  NHS trusts 
following  major IT deployments 
 
The NHS Digital team has been brought in to help 25 trusts 
since April, including eight trusts that needed emergency 
assistance after an IT deployment led to severe service 
disruptions. Other trusts had sought help ahead of deployments 
or when developing a business case for new IT projects. 
The service, known as the trust system support model, grew 
organically in response to trust demand but has now been 
formalised. NHS Digital has set aside £2m a year for the service, 
which it expects to expand. 
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 Plans to build a state-of-the-art children's hospital in Leeds  
 
Leeds Teaching Hospitals NHS Trust has revealed that it is 
looking to expand Leeds General Infirmary by adding two 
buildings, so it can 'revolutionise' patient care.  It has plans for a 
new children's hospital and another building that will allow staff 
to care for more critically ill patients and expand specialist 
services, such as trauma and cardiac care. 
 

 

 Health Education England has exceeded its target for GP 
training 
 
HEE have recruited 3,473 doctors into GP training this year, 
exceeding its target by 223. This is a 10 per cent increase on 
last year when it recruited 3,157 doctors, and the first time the 
national education and training body has meet its target since it 
was introduced in 2015.  
 

 

 Patients will be able to return equipment, including 
crutches and wheelchairs, for reuse or donation to charity 
 
Minister of State for Health Steve Barclay has urged NHS staff 
to accept patients‟ unwanted medical equipment and reuse it, 
where safe to do so as part of plans to reduce the NHS carbon 
footprint and put a stop to nearly-new crutches and wheelchairs 
being thrown away or left unused in homes, rather than reused 
or recycled. 
This supports the long-term plan for the NHS by reinvesting 
savings into frontline care for patients and staff. The move also 
boosts efforts to promote a „greener NHS‟ and help local 
charities. 
Some hospitals already recycle equipment, using innovative 
approaches to ensure money spent on medical equipment is not 
wasted. These schemes include: 

 Mid Essex Hospital Services NHS Trust – runs a scheme 
to reuse returned walking aids, such as frames and 
crutches. Returned items are examined, decontaminated 
and reused or recycled. Last year 21% of crutches and 
61% of frames were returned. This saw over 2,000 pieces 
of equipment reused and generated savings of £25,000 

 a project run by the trust and shared across local areas 
has seen over 800 wheelchairs recycled by the charities 
for use overseas, including in Eastern Europe, Africa, Asia 
and the Pacific 

 a scheme to change the types of container it used for 
„sharps‟, moving from disposable containers to long-span 
bins which last for 10 years, helping to save £20,000 p/a 

 a furniture reuse scheme, distributing unneeded 
equipment to local care homes and donating items to 
charity where local reuse is not possible. Last year this 
helped avoid 8 tonnes of waste. 
 

 

https://www.leeds-live.co.uk/news/leeds-news/
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 Health secretary’s IT vision and standards 
 
IT services and data should be moved to public cloud services 
as a new set of IT standards that will be mandatory for NHS 
Trusts and IT suppliers to meet. The standards include using a 
patient NHS number, demonstrating data security and clinical 
safety and enabling the free flow of information. NHS 
Improvement would include the standards in its provider 
oversight regime and they would also be incorporated into the 
NHS standard contract and the Care Quality Commission 
inspections. 
 
All new IT systems purchased by the NHS will be required to 
meet the standards we set out and, in time, existing services will 
need to be upgraded to meet these standards. 
 
The use of cloud services has grown in the NHS in recent years 
as cloud capacity has expanded. However, most trusts still run 
their IT systems through on site servers, maintained by an in 
house IT team. 
 

 

 Reduction in the value of CQUIN incentive schemes 
 
NHS England chief executive Simon Stevens and NHS 
Improvement chief executive Ian Dalton said CQUIN payments 
will be simplified and focused on a smaller number of indicators 
aligned to the long-term plan from April 2019. 
 
CQUINs have been in place for almost 10 years and make a 
proportion of providers‟ income conditional on demonstrating 
improvements in specified areas of patient care. 
The scheme is worth more than £1bn nationally, although last 
year around £270m of the fund was held back as a “risk reserve” 
to offset provider deficits. 
 
There will also be an expectation for local health economies to 
create five year plans during the first half of 2019-20. 
Organisations and systems will also have to develop one-year 
operational plans for 2019-20 - a “transitional year” - and the 
letter asks them to begin work this autumn on activity, capacity 
and efficiency planning. 
 

 

 

https://www.hsj.co.uk/news/stps-told-to-create-new-five-year-plans/7023597.article
https://www.hsj.co.uk/news/stps-told-to-create-new-five-year-plans/7023597.article
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