
  
 

BoD 7 Feb 2019: Agenda (PUM) 

 
A MEETING OF THE BOARD OF DIRECTORS 

WILL TAKE PLACE ON 7th FEBRUARY 2019, 9.00AM  
IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL 

AGENDA 

No Item   Sponsor Ref 

1.  Apologies and Welcome 

T Lake, 
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 10th January 2019 

19/02/P-02 

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

19/02/P-03 

Strategic Aim:  Patients: will experience outstanding care 

5.  To receive and review latest Staff Story 
Dr R Jenkins 

Chief Executive Presentation 

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

R Moore 
Chair, Quality & 

Governance Committee  

 
 

19/02/P-06 
 

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

19/02/P-07 

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

K Haynes, Interim Head 
of Governance/ Trust 

Secretary 
19/02/P-08 

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

K Haynes, Interim Head 
of Governance/ Trust 

Secretary 
19/02/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 

To Follow 

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 

 
19/02/P-12 

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

N Mapstone, Chair of 
Audit Committee 

19/02/P-13 

14.  To review the Integrated performance report (Month 09) B Kirton, Chief Delivery 
Officer 19/02/P-14 

15.  
To receive and review the quarterly report on the 2018/19 
Trust Objectives 

B Kirton, Chief Delivery 
Officer 

19/02/P-15 

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

16.  To receive and review the monthly report from the Chairman T Lake, 
Chairman 19/02/P-16 
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No Item   Sponsor Ref 

17.  

To receive and review the monthly report from the Chief 
Executive 

- Integrated Care System CEO Report – Jan 2019 
Dr R Jenkins, 

Chief Executive 19/02/P-17 

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

Director of Comms & 
Marketing 

To Follow 

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

Director of Comms & 
Marketing 

To Follow 

 

20. 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:   
- 7th March 2019, 9am  

 
   
 
 

Please see reference section at back of papers for key to business plan and glossary of terms/acronyms 
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REF: 19/02/P-02 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT  
 

 
MINUTES OF A MEETING OF THE 

BOARD OF DIRECTORS 
HELD ON 10th JANUARY 2019  

IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL NHSFT 

PRESENT: 
Dr S Enright Medical Director 
Mrs K Firth Non Executive Director 
Mr P Hudson Non Executive Director 
Dr R Jenkins Chief Executive 
Mr R Kirton Chief Delivery Officer & Deputy Chief Executive 
Mr T Lake Chairman 
Mrs H McNair Director of Nursing & Quality 
Mrs R Moore Non Executive Director 
Mr F Patton Non Executive Director 
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 D Brannan Partner Governor 
Mr T Conway Public Governor, Barnsley Constituency 
Mr T Dobell Public Governor, Barnsley Constituency 
 

 

18/180 APOLOGIES & WELCOME 
 
Members and Governors were welcomed to the meeting. Apologies were 
received from Mr N Mapstone Non Executive Director. 
 

 

18/181 REGISTER OF INTERESTS     
                                                        
Mr Lake declared an interest noting that he is the Chair of the Joint Independent 
Audit and Ethics Committees of the West Yorkshire Police Commissioner and 
West Yorkshire Police.  The appropriate entry has been made on the Trust’s 
Register of Interests. 
 
No further declarations were received in relation to the meeting’s agenda.  

 
 
 

18/182 MINUTES OF LAST MEETING                                                          (19/01/P-02) 
 
The minutes of the meeting of the Board of Directors held in public on 6th 
December 2018 were reviewed and accepted as an accurate record. 
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18/183 ACTION LOG                                                                                     (19/01/P-03) 
 
The action log showing progress on matters arising from the last and previous 
meetings held in public was received and noted.  
 
18/169 - Ms Moore noted that Dr Enright had attended the Governors Quality & 
Governance sub committee and provided and excellent and information 
presentation on Mortality and also an update on Sepsis. 
 
18/174 – a recovery trajectory is being developed for increasing compliance of 
Level 2 Infection Control Training and monitored through the Quality & 
Governance Committee. 
 
18/155 – a recommendation to extend the contract of the current auditors will be 
discussed at the next Council of Governors meeting in February 2019. 
 

 
 

18/184 PATIENT STORY 
 
Anne, a patient attending the meeting to talk about her experience of care within 
the organisation. Anne is a very independent person, very active and loves 
travelling and working.  Whilst out walking she unfortunately had an accident 
and broke her leg. The accident had a significant impact on her. 
 
When she arrived she was in pain, distress and anxious about the impact of her 
accident on her family.  Whilst she was in ED, a member of the therapy services 
team helped with a wheelchair and was a very calming influence and a friendly 
face. She was reviewed by the assessment and therapy services team and 
immediately felt that she and her partner were being listened to and felt like a 
person, not a tick box.  
 
The options were explained to her and they felt that she could not go home. The 
next steps were explained and the team organised the necessary equipment, all 
with respect and good humour. The team also cleverly explored issues such as 
Anne’s anxiety about walking again.  
 
Anne was clear that her experience would not have as good and her recovery 
not as positive if were not for the team and their calm, professional, nurturing 
approach. The care she received was holistic and, although the team 
themselves are under stress, they never show it. Anne extended her thanks to 
them for their all their work and care and was pleased that she had this 
opportunity to talk to the Board of Directors. 
 
Mr Lake thanked Anne for the presentation and was pleased to hear this story, 
an important element of Board meetings to remind members about the great 
care that staff provide within the hospital. 
 

 

18/185 
 
 
 
 
 
 
 
 
 

QUALITY & GOVERNANCE COMMITTEE (Q&G)                          (19/02/P-06) 
Chair’s Log 
The Chair’s Log from the Committee meeting held in December 2018 was 
received, and presented by Ms Moore.   
 
The Integrated Performance Report was discussed and Falls were highlighted – 
this is an area that is constantly under scrutiny and improvement initiatives are 
discussed in detail at the Committee. 
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 The current performance against the c.difficile target was noted, with 10 cases 
against a maximum of 12.  
 
The Committee had received the monthly Mortality report and heard about the 
detailed work that had taken place to ensure understanding of the statistics.  
A retrospective exercise relating to palliative care coding has taken place, an area that 
was being under coded, and this is now improving.   
 
Structured Judgement Reviews continue and the learnings are disseminated throughout 
the organisation, both to teams and to individuals as appropriate. 
 
A report on the feedback from the annual assessment and review against 
defined quality indicators from the National Quality Surveillance Programme for 
Cancer and Specialised Commissioning was received.  Overall the Trust 
continues to show good levels of compliance against quality indicators and an 
action plan has been developed for areas where improvement is identified. 
 
The National Cancer Patient Experience Survey was also received which 
highlighted good patient experience. Areas for improvement include 
communication, information provision and linking to a wider range of health and 
social care resource. 
 
The Committee received details of an audit of Compliance with Legislation and 
were pleased to note that Significant Assurance had been received. 
 
The Committee had requested an update on statistics regarding Violence and 
Aggression to staff. Further information regarding processes and prevention was 
requested and will be discussed at a future meeting. 
 
The monthly Nursing and Midwifery staffing report was discussed, which 
highlighted shift fill rates across the Trust. Of particular note 14 new Registered 
Nurses commenced employment in the Emergency Department in September 
and continue to develop well in the department. They have completed a 
supernumerary period, during which these Registered Nurses were not included 
in the staffing numbers on duty. Recruitment for Registered Nurses is on-going, 
with graduates for March 2019 already being interviewed and offered posts with 
the Emergency Department. 
Pack 
 
The six month review of Legal Services was discussed and no particular themes 
were identified arising from that. A learning from claims process has been 
introduced with on-going to embed in the CBU’s. 
 
A Surgical Site Infections update was received as was previously an area of 
concern. The report outlined the improvements and the Trust is now 
benchmarking well. 
 
Members enquired about the decrease in the fill rate for nurse staffing and the 
Director of Nursing noted that fill rates fluctuate, the report details rostered staff 
but there also a number of specialists, therapists etc. as part of the team.  In 
areas where fill rates are lowest there is triangulation of harms to ensure that 
there are no themes emerging. 
 
The Board thanked Ms Moore for her report. 
   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

18/186 MEDICAL STAFFING REPORT                                                      (19/01/P-07) 
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Dr Enright presented the report which provides a summary of medical staffing 
and recruitment, medical agency and locum spend and also information relating 
to the Guardian of Safeworking. 
 
Currently there are 155 Consultants and 46 Specialty Doctors in the Trust and 
also four long term locum Consultants. Recruitment is on-going in a number of 
areas however there remain a small number of posts vacant despite efforts to 
recruit.  During the last 3 months the Trust have recruited 4 substantive 
consultants.  
 
Medical agency spend has an NHS Improvement annual target of no more than 
£2.25m for the financial year. The forecast expenditure for the year is slightly 
above target, and although costs are well controlled there was a difficult start to 
the financial year due to winter pressures. The strategies put in place means 
that the run-rate is below target and significantly better than last year. A weekly 
agency panel with the Medical Director and Director of Finance scrutinise 
agency spend and help to facilitate longer term planning. 
 
In September 2018 a weekly payroll was introduced which has supported 
agency staff being employed by the Trust and a regional medical bank 
(Care1Bank) was launched in May 2018 in collaboration with 4 other Trusts – 
Sheffield Children’s, Doncaster and Bassetlaw, North Lincolnshire and Goole 
and Chesterfield – to enable doctors to work across the region without having to 
join an agency  
 
Based on feedback on the Junior Doctor Induction, especially around access 
and IT, a working group has been established to ensure that the major change 
over times (August and February) have a smoother and safer transition. This is 
an active group to support the process.  
 
Consultant job planning continues to improve, with over 85% of job plans in 
place and Appraisal and Revalidation performance was 99% as at November 
2018. There is a very good appraisal system in place and the Trust shares best 
practice across the region. 
 
The Trust has 46 SAS doctors and significant time has been spent with this 
group of doctors to improve their experience. An SAS group has been set up to 
ensure there is support and guidance. 
 
In conjunction with the GMC we are running a half day ‘Introduction to working in 
the UK’ course, primarily aimed at new SAS Doctors. This course covers a 
range of topics including, how the GMC works and what are the expectations of 
Doctors working in the UK. This is open to external attendees and has been very 
well received.  
 
Members were pleased to hear about the initiatives and resources to attract high 
calibre candidates to the Trust and about the engagement with SAS doctors.  
The Trust has benchmarked against the SAS charter and there are a number of 
initiatives to take forward to improve recruitment and retention. 
 
Members noted the new Consultants Group and felt it would be beneficial for 
them to receive a presentation on the role of Non-Executive Directors. Dr Enright 
agreed to facilitate. 
 
Ms Moore noted the concern of junior doctors at changeover time and the 
feedback that had been received. Dr Enright responded that there is a multi 
disciplinary approach to the action plan in place to ensure there is a smoother 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SE 
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transition. Dr Enright agreed to provide an update in the next report on the 
success of the changes and the overall experience the junior doctors. 
 
Mr Lake commented that he was pleased to see the commitment to reducing 
agency expenditure. The current expenditure is the lowest it has been and there 
is a constant focus in this area. In response to a query as to whether there are 
any locums who have been with the Trust over twelve months, Dr Enright noted 
that there is one in Dermatology; a particularly difficult to recruit to and the post 
is constantly advertised. 
 
The Board noted the comprehensive report. 
 

 
SE 

18/187 HEALTH EDUCATION ENGLAND SELF ASSESSMENT RETURN    (19/01/08) 
 
In line with Health Education England’s (HEE) national quality framework, all placement 
providers are asked to complete their annual Self-Assessment Return and reports on all 
professional groups.  The reporting is aligned to the HEE Quality Framework and its six 
domains:  
- Learning Environment and Culture  
- Educational Governance and Leadership  
- Supporting and Empowering Learners  
- Supporting and Empowering Educators  
- Developing and Implementing Curricula and Assessments  
- Developing a Sustainable Workforce  
 
This report evidences the Trust compliance for all professional learning groups and 
areas for improvement. It has also enabled the highlighting of key achievements and 
raise concerns around future challenges in education and training. 
 
Ms Moore noted that the report alerts the Trust to emergent risks, which are the 
number of new roles and supervision required.  The Board heard that there are 
opportunities offered through the Integrated Care System and also funding from 
HEE.  There is increased scrutiny in how the funding is utilised and there has 
been significant work on new curriculum.  There is a professional responsibility 
of staff to support new learners and the Trust has a substantial student support 
team. There has been investment in Physicians Associates roles and their 
supervision and they are treated in the same way as junior doctors in terms of 
supervision. 
 
The Board retrospectively approved the self assessment return, due to timing of 
meetings, and requested that it was submitted earlier next year. 
 

 

18/188 CHAIRS LOG EXECUTIVE TEAM 
 
Dr Jenkins reported that the Executive Team had approved the onward 
development of Pro Ward and Care-flow system and the next phase of the 
patient flow work is rolling out standardised ways of working. This will have 
completed for medical wards by next winter.  
 
NEWS2 scoring has been rolled out nationally however the Vitalpac system 
used by the Trust is not yet ready to incorporate.  The CCG have agreed that 
BHNFT will roll out once the module if fully available. 
 
Staff engagement work continues and a Pulse Check is to be introduced at the 
end of January. There will be a core set of 9 questions and up to 6 additional 
questions and will carried out every two months. 
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18/189 CELEBRATING OUR PEOPLE                                                         (19/01/P-10) 
 
Ms Parkes, Director of Communications presented the report noting the winners 
and nominees and the examples of excellent work in the organisation. 
 
She added that this information is also shared on social media which is the most 
engaging method with the public. 
 
 

 

 FINANCE & PERFORMANCE COMMITTEE  (F&P)                         (19/01/P-11) 
 
Mr Patton, Chair of the Finance & Performance Committee presented the update 
from the meeting held on 20 December 2018.  
 
The year to date deficit position at month eight is a deficit of £7.03m, which is 
£1.15m adverse to plan.  The cash position was £1.15m and capital expenditure 
as at month 8 was £3.28m, which is £0.83m less than planned.  
 
The CIP programme deliver £0.853m against a plan of £0.923m; £0.069m 
behind plan. Cumulative savings to date are £5.561m against a plan of £4.686m. 
The forecast programme position against target has risen since last month from 
£8.239m to £9.187m (a rise of approximately £948k) which gives a positive 
variance of £0.687m. Recurrency level has risen from 62% to 63% and the team 
continue to be heavily involved in the planning process for next year.  
 
The Trust continues to do exceptionally well in relation to performance, the 
validated position for RTT in October shows continued delivery with all 
specialities compliant, Diagnostic wait performance remains compliant in excess 
of the less than 1% target, Cancer performance shows 62 days compliant at 
91.4% although the 38 day inter provider transfer standard has not been met for 
the second consecutive month. The 4 hour access remains strong in November 
at 97.4% and winter planning is progressing to delivery stage following a lengthy 
programme of transformation work which commenced in March 2018.  
 
Sickness absence is 4.45% (slightly increased from October at 4.17%) with a 
cumulative figure of 4.46%. It was noted that the sickness absence rate is lower 
than this time last year. Mandatory training compliance is 87.9%, appraisals 
compliance is 91.9% and the flu vaccination rate is 75%. The staff survey has 
now closed and a response rate of 50.3% was achieved.  
 
The Committee received the first quarterly progress report against the People 
Strategy, which was organised around 4 pillars – talent, engagement, health & 
wellbeing and quality of policy & process. Good progress has been made 
against the initiatives reviewed. The committee would like to see the whole plan 
at future meetings but commended the HR team on work to date.  
 
The Committee reviewed the BAF and Corporate Risk Register noting the 
amendments made.  
 
From an ICT perspective the committee received an update on the Medway 
System C, VitalPac, the project to support the protection of vulnerable children 
and SwissPhone which were all progressing well.  
 
The Quarter 4 Business Case Schedule of Return was received which outlined 5 
business cases whose 6 month validation had not been met, the committee 
asked that these be reviewed and reported to the next meeting. 
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18/191 INTEGRATED PERFORMANCE REPORT                                       (19/01/P-12) 
 
Mr Kirton, Chief Delivery Officer, introduced the report for December 2018 and 
particular attention paid to the following areas: 
 
Performance 

- 4 hour emergency access – the Trust remained in a strong position in 
November and performing at 97.4%, despite early signs of winter 
pressures. Activity remains 13% higher than plan and winter planning is 
progressing to delivery stage, following a lengthy programme of 
transformation work which commenced in March 2018  
 

- 18 weeks referral to treatment (RTT) – remains compliant at 95.9% with 
delivery of a stretch position of all specialties delivering the incomplete standard.  
 

- Cancer – 62 day standard achieved at 91.4%. There remains considerable 
pressure in the system overall across a number of pathways with a risk of non 
compliance in November. The local 38 day inter-provider transfer standard has 
not been met for the second consecutive month and remains a focus for 
recovery in November. This position is being driven across several pathways 
and is a result of new referral volume across summer months  
 

- Diagnostic waits – remained compliant, with no issues to report. 
 
Quality 

 
- For November there was a total of 83 falls, 13 of these were repeat falls and 

the number of falls for the month has risen in comparison to the last two months. 
Only one fall resulted in moderate harm. There have not been any falls resulting 
in severe harm.  Work continues on Falls, particularly in areas that care for 
patients for who by underlying medical conditions are at high risk of falling. Falls 
at night is also an area of focus. 

- Complaints performance is 100% of cases closed within agreed timeframe for 
the month and the year to date position is 91%. 72% of complaints were upheld 
or partly upheld and the team dealt with 182 concerns and enquiries during the 
month  
 

 
People 

- Sickness absence reduction plan is in place and being rolled out across 
the Trust. Sickness absence trends are scrutinised at Finance and 
Performance Committee, with detail being received at CBU level. Key 
issues have been long term sickness and there is a plan in place for each 
of those with significant work with Occupational Health. The Board agreed 
there is a need for an augmented plan to support people on long term 
sick to return to work. 
 

Finance 
- Clinical income is £3.13m ahead of plan, although the activity mix is 

varied. Other income is favourable to plan at month 8. The planned 
Sustainability and Transformation funding has been accrued in full year to 
date, including bonus funding as at month 8. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

18/192 REPORT OF THE CHAIRMAN                                                         
 
The Chairman provided a verbal report following commencement in post on 1st 
January 2019 and noted that he was conducting and on-going induction 
process. He will be providing a full update on his activities at the next meeting. 
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18/193 REPORT OF THE CHIEF EXECUTIVE                                             (19/01/P-14) 
 
Dr Jenkins highlighted that the Trust has performed well through the early part of 
winter. Bed utilisation was slightly less than anticipated for December and the final 4 
hour performance position for the month was 96.7% (December 2017 performance 
was 85.9%). Activity has been high since Christmas necessitating full utilisation of 
flex wards. Influenza is starting to be more prevalent and staff sickness has risen. 
Early data on uptake of NHS Professionals bank shifts has been encouraging and 
overall the position has been improved compared to last year. The planning 
commenced earlier in the year and the Trust will continue to incorporate the 
learning. 
 
Mr Steven Ned has been appointed as Joint Director of HR and OD for this Trust 
and the Rotherham Foundation Trust with an anticipated start date of 1st April 2019. 
He has more than 10 years experience as a Director and is currently employed at 
Sheffield Children’s Hospital.  
 
Mr Michael Wright, Director of Finance, has been appointed to a new role in 
Liverpool so recruitment of a new Director of Finance will commence shortly. 
Michael has done an excellent job for the Trust over many years and we wish him 
well in his new role. 
 

 

 

 

 

 

 

 

 

 

 

18/194 INTELLIGENCE REPORT                                                                  (19/01/P-15) 
 
Ms Parkes presented the monthly Intelligence report, which was received and 
reviewed.  It is pleasing to note the Trust remains at 4.5 stars on the NHS 
Choices website. 
 

 

18/195 ANY OTHER BUSINESS AND DATE AND TIME OF NEXT MEETING 

07 February 2019 at 9am in the Education Centre, BHNFT. 
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 19/02/P-06 

 

SUBJECT: QUALITY & GOVERNANCE ASSURANCE REPORT   

DATE: 07 FEBRUARY 2019  

PURPOSE: 

 Tick as 

applicable 
  Tick as 

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

PREPARED BY: 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 December, key issues 
highlighted included: 

 Review of the quality components of latest Integrated Performance Report, overview of 
December’s overall performance. 

 Monthly review of the Nursing & Midwifery staffing report. 

 Monthly review of Board Assurance Framework and Corporate Risk Register 

 Monthly review of Mortality 

 Presentation on Dementia (see log) 

 An update on current work on Infection and Prevention control included the implications of the 
revised reporting requirements for C.difficile from April 2019 (see log) 

 The Quarter 3 Falls report 

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. 

 

Pack Page No.11



   
 

CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
 
Committee / Group:  Quality & Governance Date: 23/01/19 Chair: Ros Moore 

 
Ref Agenda Item Issue and Lead Officer 

Receiving Body, i.e. 
Board or Committee 

Recommendation/ Assurance/ 
mandate to receiving body 

1. 
Presentation - 
Dementia 

The Committee had requested a presentation updating the 
Committee on the action plan from the last national audit of 
dementia, noting that only patients admitted to the hospital 
for 72 hours or more were included in the audit.  
 
Benchmarked against other Trusts (The Healthcare Quality 
Improvement Partnership) BHNFT had scored well in the 
domains of caring and responsiveness of service and there 
were 5 key areas for improvement where work has been 
taking place: Delirium recording; Personal Information 
recorded and used; nutrition; championing dementia 
through training better care for people with dementia; 
Involvement in   recording shared decision making. This is 
linked to other quality work on falls and improving OPD 
attendance. An additional audit with a spotlight on delirium 
assessment has been undertaken, with 20 sets of patients 
notes selected. Again, this highlighted the lack of screening 
and clinical diagnosis for delirium. Areas of good practice at 
performing physical examinations were also highlighted  
 
Significant work has been carried out on the development 
of a website accessible for patients, carers and staff across 
Barnsley with key information and links (Dementia Bulletin, 
partnership working, training opportunities etc.). 
 
The Committee thanked the team for their work and will 
continue to receive regular updates on progress. 
 

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

Recommendation/ Assurance/ 
mandate to receiving body 

2. 
Integrated 
Performance 
Report 

The excellent performance against the 4-hour target 
continues and it was highlighted that the work undertaken 
in the summer developing flex wards for the winter period is 
having a beneficial effect.  The Trust remains busy but 
patient flow has been good and is a result of a system wide 
approach 
 
The improved performance in complaints response was 
noted. The response rates in ED for the Friends and Family 
Test is low and a proposal will be submitted to the 
Committee regarding a revised approach. 
 
Members commented that they were pleased to note the 
increased compliance for Infection Prevention training. 
 

Board of Directors To Note and for Assurance 

3. 

Nutrition & 
Hydration – 
internal audit 
report 

An internal audit review of nutrition and hydration has been 
completed and aimed to examine the effectiveness of 
controls in place regarding the provision of nutrition and 
hydration to inpatients in the Trust. 
 
Nutrition and hydration is an integral part of the care a 
patient receives during their stay in hospital. Provision of 
appropriate food and fluids to meet their needs is essential 
to maximise individual health outcomes and reduce length 
of stay. 
 
The review identified 4 medium risks and 2 low risk issues 
an action plan has been developed with 10 key findings to 
address these with timelines and recommendations. 
It was identified that screening compliance for nutrition and 
hydration is not consistent and there are reported issues 
relating to availability of devices for recording, and that 
implementation of protected mealtimes is not consistent 
across the Trust.  
 
It was noted that the follow up of the audit recommendation 

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

Recommendation/ Assurance/ 
mandate to receiving body 

will take place at the Audit Committee and that the Quality 
& Governance Committee are to receive a progress update 
in three months.  

4. Mortality Report 

The Committee noting that Crude Mortality is 25.70 in 
month and 22.80 year to date discussed the latest mortality 
data. Latest SHMI data is 102 (April-June 2018) and HSMR 
to October 2018 is 106.23 for the preceding 12-month 
period. 
 
Benchmarking with peer group and regional group 
continues and the Trust is at a mid point within that 
benchmarking and showing a downward trend. 
 
A retrospective exercise relating to palliative care coding 
has taken place and has reintroduced a coding source, the 
benefit of which should begin to be seen in the HSMR 
statistics. 
 
Structured Judgement Reviews continue and the learnings 
are disseminated throughout the organisation, both to 
teams and to individuals as appropriate.  
 

Board of Directors For Assurance 

5. 
Falls Report – 
Quarter 3 

The Committee received the quarterly Falls update noting 
that the number of inpatient falls for the year to date is 674. 
Quarter 3 shows a reduction in falls, and also the lowest 
number of falls with moderate harm or above for the current 
year. 
 
The introduction of the Head of Nursing Quality role has 
allowed the team to undertake a comprehensive review of 
falls and has included an update to the Falls policy, Falls 
Assessments, Bed Rail assessment and the Root Cause 
Analysis process for falls. This work will ensue that the 
workstreams are in line with the latest NICE guidelines and 
best practice. 
 

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

Recommendation/ Assurance/ 
mandate to receiving body 

There is continuing work with the national Falls 
Collaborative and initiatives such as walking handovers and 
interaction chart have been rolled out across a number of 
inpatient areas and effectiveness is evaluated. 
 
There has been an increase in falls awareness across the 
clinical areas of the Trust and the Trust is also recruiting a 
Falls Practice Facilitator as part of the on-going education 
and training work. 
 
The Committee reviewed the falls action plan and agreed 
that it highlighted the initial work required and would lead to 
the development of a Trust action plan for 2019/20. 
 

6. 
Patient 
Experience 
Group  

The Committee noted the good presentation that had been 
received by the Patient Experience Group regarding 
progress against actions arising from the Ophthalmology 
Getting It Right First Time (GIRFT) deep dive.  It is a 
fledgling service and the action plans will continue to be 
monitored through the Clinical Effectiveness Group. 
 
There are 42 GIRFT workstreams currently underway with 
a tracking system in place for actions, which reporting into 
the Clinical Effectiveness Group on a 6-month rolling basis 
and the Trust has been commended for the governance 
processes in place. 

Board of Directors For Assurance 

7. 

Nursing & 
Midwifery 
Staffing – 
monthly report 

The Trust 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. 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. Safe staffing levels 
are also monitored and managed on a daily basis by the 
Lead Nurse and Matron for that area. 
 
For December 2018 the Trust has seen a decrease in fill 
rate for registered nurse/midwife day shifts of 2.8% and 

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

Recommendation/ Assurance/ 
mandate to receiving body 

care staff has decreased by 3.2%. For night duty 
registered nurses/midwives has decreased by 4.3% and 
care staff fill rate has remained stable.  The bank holiday 
periods in December are reflected in the above figures. 
 
There are five wards whereby the staffing levels fell below 
80% for registered nurses on day shifts in December 2018 
and are the same number of wards as last month. There 
were two wards, which had a fill rate of less than 80% for 
the night shift. 
 
The Committee also noted that 21 flex beds have been 
used to provide additional capacity over the winter period. 
 
There were 9 new starters during the period and the Trust 
continues to work with NHS Improvement as part of the 
recruitment and retention collaborative. 
 
Overall, staffing has been difficult due to the number of flex 
beds open but has been adequate due to the contingencies 
put in place but relies on an increased number of agency 
staff. The introduction of NHS Professionals appears to be 
ensuring that more shifts are filled. 
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8. 

Infection 
Prevention and 
Control (IPC)  
Report 

The Committee received a report on work being 
undertaken by the IPC Team to address concerns raised 
by the Committee on Hand Washing and IPC Training. The 
report also highlighted work reduces Clostridium Difficile 
(C.difficile) noting the current performance of 11 cases 
against a target of a maximum of 12.  The report 
highlighted the processes for routine management and that 
root cause analyses are carried out on all cases of 
C.difficile. 
 
Further improvement actions are being undertaken at CBU 
level and learning is shared throughout Barnsley. 
 
Changes to reporting of C.difficile from April means that 
there is a reduction in the number of days to identify 
hospital acquired cased from the current 72 hours to 48 
hours following admission.  
 
 

Board of Directors For Assurance 

 

Pack Page No.17



Trust Board February 2019                                                                                                                                                     Page 1 of 12 

 

  

REPORT TO THE  
TRUST BOARD 

REF: BoD 19/02/P-07 

SUBJECT: MORTALITY REPORT 

DATE: 07 February 2019  

PURPOSE: 

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance   

For review   Governance   
For information    Strategy  

PREPARED BY: Jade Booth Healthcare Information and Insight Service and Tracey 
Radnall, Patient Safety  

SPONSORED BY: Dr Simon Enright, Medical Director 

PRESENTED BY: Dr Simon Enright, Medical Director 

STRATEGIC CONTEXT  

The Trust has a 2018/19 goal of maintaining mortality statistics within expected upper and 
lower limits, reducing mortality rates towards below 100. 
 

EXECUTIVE SUMMARY   

The report provides a range of statistics and learning that together provide a rich picture of 
mortality rates in the Trust. 
 
Crude mortality: Latest analysed data is to the end of December 2018 and is 25.70 in month 
and 22.80 year to date.  
 
SHMI: The latest available period is April 2018 – June 2018 (Q1) and was 102. 
 
HSMR: Latest data from CHKS is to October 2018 and reports 106.23 for the preceding 12 
month period.  
 
Disease-specific mortality: AKI HSMR: 89.92,  Sepsis HSMR: 108.29,  
 
Palliative Care coding: Local coding rules have recently been approved at ET (14/11/2018) 
and are being implemented by the coding team 
 
Learning From Deaths:  Rolling 6 month period 01/07/2018 – 31/12/2018 
 
Other Sources of Learning: Fractured Neck of Femur Mortality. Compliance with best practice 
tariff, latest data for November 2018 is at 81%. 
 
Medical Examiner: Update on the medical examiner role 
 

RECOMMENDATIONS  

The Trust Board is recommended to review and receive the report. 
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1: MORTALITY STATISTICS 
 
1a: Summary Table: 
 
The summary table details the release month of the relevant mortality statistics. Discharges and crude mortality are 
internally owned data. All other data is released from external sources. 
 

 
 
 
1b: Crude Mortality (Latest Month December 2018) 
 

 Crude mortality remains well within the upper and lower control limits with the majority of deaths occurring 
after a non-elective admission.  

 The case mix similar peer group averages a mortality rate of 3.08% for non-elective deaths. BHNFT are 
below the peer rate at 2.87%.  

 90% of all deaths were in medical specialities with a higher prevalence in respiratory conditions. 
 

 
Financial Year No. of Deaths No. of Discharges* Crude Mortality Rate 

per 1000 Discharges* 
Weekend Crude 
Mortality Rate per 
1000 Admissions** 

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) 775 33878 22.80 22.20 

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

 
 
Crude Mortality Rate per 1000 Discharges  
 
 

 
 

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 Oct-18 Nov-18 Dec-18

HSMR 12 Month Rolling 102.3 102.4 103.4 103.4 103.8 103.3 106.3 107.04 108.5 108.93 109.8 110.1 109.4 109.6 106.2

HSMR In Month 115.1 100.83 98.39 107.7 90.53 94.79 72.8

Discharges 3465 3427 3635 3603 3529 3657 3526 3733 3574 3774 3658 3661 3884 3500 3965 3893 3967

Deaths 60 61 75 79 99 109 101 97 93 77 69 76 67 67 61

Expected Deaths 61 67 68 69 83 99 74 86 81 76 70 71 74 71 84

Crude Mortality Rate 20.20 20.72 22.83 26.09 32.59 34.45 30.91 28.40 29.66 22.52 22.42 24.04 19.05 22.86 19.67 20.55 25.70

SHMI 101 101.5 100.2 102
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1c: SUMMARY HOSPITAL-BASED MORTALITY INDICATOR (SHMI): 102.0 

 

 The SHMI applies to non-specialist Acute Trusts and includes all in-hospital deaths and deaths 30 days 
after discharge. The latest data published in July 2018 was for the period (Q1) April 18 – June 18.   

 The SHMI is the ratio between the actual number of patients who die following hospitalisation at the trust 
and the number that would be expected to die on the basis of average England figures, given the 
characteristics of the patients treated there. The expected number of deaths is calculated from statistical 
models.  

 BHNFT are within the upper and lower control limits set by NHS Digital (Lower: 0.89, Upper: 1.13) 
 
 

 

 

 NHS Digital are currently undertaking a review of the SHMI data which will include short-term 
improvements, (some of which are presentational, some of which are methodological) and more significant 
long-term methodological changes that are being evaluated/considered. 
 

 For external assurance for quality reports 2018/19 NHS FT‟s NHSI strongly recommend that the Summary 
Hospital-level Mortality Indicator (SHMI) should be selected as the local indicator, “For NHS foundation 
trusts providing acute services, we strongly recommend that this local indicator should be the Summary 
Hospital-level Mortality Indicator (SHMI).” 
 

 Their guidance proceeds to explain the methodology that will be used to test the SHMI indicator, “The 
SHMI is not calculated by trusts; it is provided by NHS Digital. The assurance work performed need only 
concentrate on the information provided by the trust which is used in computing the indicator. The auditor’s 
work should focus on the trust’s Secondary Uses Service (SUS) data submissions, and the information 
used from that in the computation of observed deaths and expected deaths.” 
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1d: HOSPITAL STANDARDISED MORTALITY RATIO (HSMR): 106.23 
 

 The 12 month rolling HSMR to October 18 is 106.23.  
 Applies to in-hospital mortality (excluding palliative care) and includes around 85% of mortality of deaths 
 When risk adjusted using the HSMR methodology there were 996 observed deaths and 937.60 expected 

deaths giving an HSMR of 106.23 
 As with crude mortality there is a higher HSMR associated with respiratory conditions such as pneumonia 

and chronic obstructive pulmonary disease. 
 The Matched peer group is chosen by our external informatics company (CHKS) and includes Trusts with a 

similar deprivation index (adverse effect on mortality) and a similar volume of cases treated. 
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1e: WEEKEND HSMR: 94.02 
 

 
 

1f: AKI HSMR: 89.92 (October 18) 

 BHNFT compares favourably with the peer group for AKI HSMR 
 The AKI task & finish group continues to make improvements in the management of patients with AKI.  
 The latest initiative includes a daily release to the Acute Response Team of all patients with AKI 1, 2 or 3 

from Pathology.  
 AKI alerts are live on VitalPAC from January 2019 
 In addition the quality target of demonstrating that 80% of patients have AKI management completed at 24 

hours of the alert being received was achieved in October with 87%. 
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1g: SEPSIS HSMR 108.29 (October 18) 
 

 Sepsis continues to be an area of focus 
 CHKS will be providing BHNFT with information on how coding may be affecting the HSMR for Sepsis.  
 The increased use of the sepsis code, which is indicative of early consideration of sepsis, has an adverse 

impact on HSMR. The higher the volume of spells coded with Sepsis, the lower the risk. This was reflected 
nationally in the rebase of HSMR earlier this year. 

 The Sepsis task & finish group continues to make improvements in the early identification and 
management of patients with sepsis. 

 Work is currently focused on 
o A trial of Careflow alerting for sepsis in ED and AMU 
o Quick reference antibiotic guide for the most common causes of sepsis 
o Notes documentation for the antibiotic review 
o Specific actions for paediatrics 
o Live dashboard for patients with sepsis including a countdown clock for antibiotic administration 

 Screening for Sepsis is now at 100% and is captured using VitalPAC in ED and adult in-patient wards. 
 Antibiotic administration with an hour of the risk of sepsis being stratified was at 87% for Q3. 
 Antimicrobial review is at 92% 
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1h: CONTEXTUAL INDICATORS for HSMR: Palliative care coding 

 
 Ensuring that Specialist Palliative Care (SPC) and non SPC are coded correctly reflects the inpatient case 

mix more accurately.  
 Following a review of SPC coding compared with peer groups, active checking of palliative care coding 

now takes place within the coding team. 
 Since September 2018 a consensus document on the definition of non SPC has been implemented 
 A coding source for identifying SPC which was ceased in error in January 2018 has been re-instated from 

cancer services.  
 101 more episodes of SPC have been recorded since April 2018. 
 30 episodes resulted in a HRG change equating to £31K in income. 

 
 The following chart shows FCEs coded with palliative care code compared to peers.  

 
 

 
 
 
 

 Although depth of coding has increased at BHNFT when compared with the peer group the depth of coding 
is still lower. Work is on going within the coding department. 

 

 
 
  

Pack Page No.24



Trust Board February 2019                                                                                                                                                     Page 8 of 12 

 

2: LEARNING FROM DEATHS  

2a: Mortality Screening and Structured Judgement Review (SJR) compliance 

Mortality case note review screening is carried out on all deaths apart from those that have already been 
investigated as part of a complaint or serious investigation. Some cases have a separate review process such as 
paediatric or learning disability case reviews and cases referred to the coroner are not screened. Due to turnaround 
times it is expected that approximately 80-90 screening forms will be out for completion at any one time.  

Work is on-going to exclude the coroners cases (29 cases or 7.27% for the period) from the compliance data which 
currently include all deaths.  

Discussions on metrics have been discussed regionally and although there is variability the compliance target at 
BHNFT is comparable with regional peers. 

Rolling target compliance for the six month period is therefore set at 70%. 

 

 
Please note returns for December are not all accounted for due to audits in coding. 29 of the 399 went to the 
coroner and will not be screened, this accounts for 7.27%, bringing the compliance to   The previous period to the 
30th November 2018 showed compliance at 73%. 
 
Escalation process for non compliance: 
 
The return of Mortality Screeners is monitored as part of the medical revalidation process. The revalidation co-
ordinator tracks the compliance and sends reminders to the consultants once they have gone past 20 working 
days. 
If there are genuine reasons for non-compliance the AMD for Mortality will complete the screening form.  
Consultants requiring support can access this through the AMD or through the patient safety team.  
Any non compliance within specialities is first raised with the CBU triumvirate and if necessary escalated to the 
Medical Director.  
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2b: Structured Judgement Reviews (SJR’s): Assessment of Care  
 
Within a structured judgement case note review there is opportunity to record an opinion on up to 6 care 
judgements and provide an overall assessment. These opinions are grouped into four main categories: 
 

Excellent Care/ Above Expected:  
 
4.17% of the overall care judgements found the care to be above expected. Below are the individual comments 
from SJR‟s that contributed to above expected care being documented 
 

 Appropriate escalation good communications with family good documentation in notes 
 Assessed and diagnosed quickly, received the correct treatment. 
 Patient has overall very good care operated on next day after admission and treated appropriately 

 
Good Care/ As Expected 

 
77.08% of care judgements found the care to be „As Expected‟ or „Good‟ 
 

Poor Care/ Below Expected: 
 
10.42 % of the overall care judgements found the care to be below expected. Individual comments from SJR‟s that 
contributed to below expected care being documented are: 
 

 Late consultant assessment, late starting of my care plan and poor management of antibiotics 
 Patient was subjected to lots of needles for bloods and cannula in patients last days of life, focus should 

have been on providing comfort 
 No record of orthopaedic consultant 
 Could have provided better care, poor prognosis on admission and late starting on my care plan 

 
 

 
 
Escalation process: 
 
Where an (SJR) structured judgement review identifies two or more below expected/poor care judgements, an 
escalation report is provided to the Patient Safety Panel for review and action.  
 
In Q3 there were two escalations to the patient safety panel. Neither of the cases raised any issue of avoidability 
and actions were allocated to existing work streams (The Fracture NoF Mortality Group and EOL Fastrack) 
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2c: Structured Judgement Review Learning Points: Q3 
 
 
FEEDBACK and ACTIONS:  
 
 General learning points from SJR's are fed back via the learning bulletin. 
 The learning points for the bulletins in Q3 included:  

 Coding: The importance of recognising that HSMR codes are taken from the first two care episodes in 
hospital. If recorded correctly, the coders have to use signs and symptoms for their codes instead of 
diagnosis. This will have an adverse impact on the HSMR statistics as signs and symptoms do not 
carry any statistical risk. 

 Guidance on „What does „good‟ look like for end of life care (EOL)?‟ 
 Themes from SJR‟s on reviews of end of life patients: Advance care planning, fast track paperwork, 

pre-emptive medicines and the availability of Specialist Palliative Care SPC. 
 

 Service Improvement Projects as a result of findings from SJR‟s are discussed at Learning from Deaths group 
and the action plan reported through to the clinical effectiveness group (CEG).  

 Where appropriate, specific feedback is given to consultant teams, heads of departments and individuals and 
ward teams.  

 29 individual feedback letters on care judgements were sent by the AMD in Q3. 

 

2d Other Sources of Learning: 
 
Fractured Neck of Femur Mortality Group 
 
In 2018 the national Hip Fracture Database (NHFD) alerted BHNFT that Analysis of mortality data for the calendar 
year 2017 has shown Barnsley District General Hospital to have a higher than expected casemix adjusted 30 day 
mortality.  
Based on data submitted to the NHFD, the mortality rate was above the 95% control limit for 2017 data. Crude 
mortality for this period was 9.7% adjusting to 11.2% following casemix adjustment. This is more than 2 standard 
deviations higher than the national average. 
Although not an „outlier‟ (this requires the greater confidence of 3SD), the high mortality required further 
investigation. 
 
Under the direction of the Medical Director a task and finish group was set up to investigate and provide remedial 
actions. The group is a well attended multidisciplinary group with Consultant input from ED, Orthopaedics and 
Anaesthetics. The group‟s actions are co-ordinated by the orthopaedic ANP, Claire Lawson. 
 
The Care of patients with a hip fracture is audited against standards defined by the British Orthopaedic Association 
(BOA) and British Geriatrics Society (BGS). To achieve Best Practice Tariff (BPT)/Gold Standard, the service has 
to be compliant in the following areas:  
 

 Time to operation <36hours 
 Time to Orthogeriatrician assessment <72hrs 
 Multi factorial Falls assessment 
 Bone Health assessment 
 AMT Pre op 
 Delirium Assessment (in the week following surgery) 
 Nutritional Risk Assessment (performed on admission) 
 Seen by Physio day 1 or day following surgery 

 
Achievement of BPT is considered on a case by case basis, with the aim to achieve 100% compliance.  Following 
the focus on this, the Q2 BPT July-Sept analysis report and action Plan showed increase in compliance to 63.8%, 
Q3 current compliance at 79.2% (data entry not yet completed) compared to previous: 

 Q4 Jan-March 2017/18 48.2% 
 Q1 April-June 2018 50.7% 
 Q2 July-Sept 2018 63.8% 
 Q3 currently at 79.2% 
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This is a significant achievement in view of the pressures the service has faced over recent times and tantamount 
to the hard work from all the MDT and everyone who helps at each point in the patient pathway. We are also 
seeing a gradual reduction in delays to theatre since April 2018. 
 
Time to theatre compliance has improved: 

 Q1 April-June 2018 60.3% 
 Q2 July-Sept 2018 68.1% 
 Q3 up to present 81% compliant  

  
As of November 2018 the overall performance is shown in the table below. Of note is the reduced time to operation 
and Care meets BPT which are now both better than national figures. 
 

 
 

 
3 MEDICAL EXAMINER (ME) ROLE: 
 

Government enquires such as Shipman, Mid Staffs and Morecambe Bay contributed to the implementation of the 
Coroners and Justice Act of 2009. This has led to the requirement for the NHS to have MEs in place in the 2019/20 
financial year. 

The ME provides an opportunity to have a new system in place for death certification, a way of providing more 
appropriate referrals to the coroner and gives independent scrutiny on the cause of death. The role can strengthen 
and improve local governance systems. 

The Royal College of Pathologists has been identified as the lead college for MEs. ME training is open to any 
doctor who either is or is eligible to be a consultant. They can be from any speciality. The training is a mixture of e-
learning with one face to face element (usually a day). The e-learning comprises 87 sessions, expected to be 20-30 
minutes duration. Of these 87, 26 are core and must be completed prior to appointment as an ME. The remaining 
61 must be completed in the first year. 

BHNFT has one qualified ME (Dr Julian Humphreys) who performs the role on an adhoc basis. 

Sheffield was a pilot site and found additional benefits in having the role, such as the ME providing a filter for 
deaths that could merit further review and engaging relatives and coroner at an early stage. 

A statement to the houses of parliament in June 2018 by the Parliamentary Under Secretary of State for Health 
stipulated that existing fees from the completion of part II cremation forms should be used to provide the resource 
for medical examiners. The ME will therefore complete Part II as part of their role. 

Approximately 15 consultants do Part II forms and will be affected by the changes. The consultants have been 
contacted with offers of face to face ME training being held on February 14th 2019. 
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The role of the ME will complement the existing Mortality and Learning from Deaths process through accurate 
death certification and identifying deaths for further review. 

A paper to ET provisionally approved the plans to implement ME‟s at BHNFT, pending further detail on 
implementation and the proposal going to the Joint Local negotiating Committee (JLNC). The proposal was 
presented to JLNC on 30/01/2019 and was positively received as the way forward.  
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD: 19/02/P-12   

 

SUBJECT: FINANCE & PERFORMANCE ASSURANCE REPORT  

DATE: 07 February 2019  

PURPOSE: 

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval x  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, operational performance 
and people 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 
- critically analysing the key people data and reviewing delivery of the People Strategy. 
- 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 nine is a deficit of £7.33m, which is £0.396m 
favourable to plan, in terms of the revised more challenging plan it is on plan. The cash position at the end 
of the month is £3.59m, £0.087m ahead of plan. The capital expenditure as at month 9 was £3.74m, 
which is £1.42m less than planned.  
 
In terms of the CIP programme £1.168m was delivered against a plan of £0.936m; £0.232m ahead of 
plan. Cumulative savings to date are £6.729m against a plan of £5.662m which gives a year to date 
positive variance of £1.107m The forecast programme position against target has risen since last month 
from  £9.187m to £9.314m (a rise of approximately £127k) which gives a positive variance of £0.814m. 
Recurrency level has fallen slightly to 62% and the team continue to be 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 

Pack Page No.30



November shows continued delivery despite challenges from Dermatology. Diagnostic wait performance 
remains compliant in excess of the less than 1% target, Cancer performance shows 62 days compliant at 
85.7%. The 38 day inter provider transfer standard was not met in November but demonstrated expected 
recovery in December at 92.3%. The 4 hour access remains strong in December at 96.7%. BHNFT is the 
only Trust to deliver 4 hour access, RTT incomplete, Cancer 62 day pathways and diagnostic access 
simultaneously. 
 
In terms of People sickness is running at 4.3% (slightly down on November by 0.15%) with a cumulative 
figure of 4.46% (however sickness rate is lower than this time last year when it stood at 5.06% in 
December 2017), training is at 88.4% and appraisals at 91.2%.  
The committee received the Sickness Absence Reduction plan and signed it off.  
 
From an ICT perspective the committee received an update on the Medway System C, SwissPhone and 
EPR which are progressing well.  
 
The committee also received the business plan 2019/20 update showing the trust to be on track, the 
Strategy Delivery plan which is on the Board agenda and a Preceptorship Policy for approval. 
Finally the committee reviewed the latest BAF and CRR for a finance and performance perspective and 
noted the changes on both documents. 

RECOMMENDATIONS  

This report therefore recommends that: 

- The Board notes the financial performance in month and year to date and acknowledges how 
tight the finances are.  

- 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 continuing excellent delivery of operational Performance 

- The Board notes the committee has signed off the sickness absence reduction plan. 

- The Board takes assurance that the BAF/CRR are being regularly reviewed. 
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Subject: Finance & Performance Committee Assurance Report Ref: BoD: 19/02/P-12 

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

Committee / Group Date 24th January 2019 Chair 

Finance and Performance Committee January 2019 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 £0.295m which is favourable to 
plan by £0.527m and a year to date deficit of £7.33m, which is £396k favourable to the 
original plan, and is £6k favourable to the revised plan. The £390k difference relates to 
bonus PSF. Activity levels are ahead of plan, but the cost of delivery is higher, resulting in 
additional mitigation needing to be identified to achieve the financial position. The 
increased non-elective activity has led to continued pressures being seen within the bed 
base, through additional escalation wards and nursing agency pressures.  
The full value of the core Provider Sustainability Funding has been accrued into the 
position, and £390k bonus funding has been accrued as the Trust is on plan. CIP is 
£6.73m against a plan of £5.62m; £1.11m favourable to plan. The cash position at the end 
of the month is £3.59m, which is £87k ahead of plan. Loan funding of £3m has been drawn 
in December. The capital expenditure as at month 9 was £3.74m, which is £1.42m less 
than planned.  

Board For information and 
Assurance 

2.  CIP 

Month 9 saw actual savings of £1,168,782 against a plan of £936,000 resulting in an over 
achievement of £232,782. Cumulative savings to date are £6,729,985 against a plan of 
£5,622,000 which gives a year to date positive variance of £1,107,985. 
The forecast overall programme position against target has risen since last month from 
£9,187,351 to £9,314,544 (a rise of c.£127k). The programme now has a positive variance 
of £814,544 over the £8.5m target. The recurrency ratio has reduced slightly this month to 
62%, however when calculated against the target of £8.5m instead of the forecast position 
it is a more favourable 68%. There are 79 schemes in the Programme. Of these schemes, 
56 are at full maturity with a value of £8,167,164 – 2 schemes progressing to full maturity 
since the last meeting (value £11.6k). The High Cost Drugs scheme from Pharmacy has 
now been fully investigated and is no longer considered a risk to the programme. Again it 
is felt that achievement of the £8.5m target is looking positive, but progression of the lower 
maturity schemes is still required to further enhance achievement of this target. 
In terms of the 2019/20 work has continued in developing the draft CIP Programme. Some 
progress has been made in developing the identified schemes which has seen the value of 
schemes at full maturity increase by £55k to £155k compared to £100k last month. As part 
of this work the value of the programme has been reduced from £4.58m to £4.28m as 
unviable schemes are removed and scheme estimations are further verified. 

 
 
 
 
 
 
 
 
Board 
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Assurance 

Pack Page No.32



Log 
Ref Agenda Item Issue and Lead Officer 

Receiving 
Body, i.e. 
Board or 

Committee 

Recommendation/ 
Assurance/ 
mandate to 

receiving body 

3.  
Business 
Planning 2019/20 

Publication of the national detailed planning guidance was significantly delayed. This was 
originally scheduled for release mid-December, but only a ‘Preparing for 2019/20 
Operational Planning and Contract Guidance’ paper had been released on 21 December 
2018, draft 2019/20 national tariff on 24 December 2018 and three subsequent technical 
annexes on 3 January 2019. The full planning guidance has now been very recently 
issued, which also sets out five year indicative CCG allocations and Trust Financial 
regimes for 2019/20. This delay has not stopped progress internally and planning work has 
continued at pace since the last update in October 2018. CBUs with support from PMO, 
Finance and Information have been working on demand and capacity planning and first cut 
numbers were shared with Barnsley CCG in December 2018. Contract negotiation 
meetings are on-going but early indications would suggest that there will be little cause for 
disagreement on activity levels and therefore the plan is on track to be jointly agreed. A 
draft activity submission to NHSE/I was made 14th January, which showed alignment of 
plans between BHNFT and BCCG. There are still details to be worked through, and this 
will continue over the coming month in readiness for the draft plan submission on 12th 
February. CBUs are currently developing their annual business plan packs which include 
capacity plans and these will be reviewed at Executive Director Challenge sessions in 
early February. The output of these agreed plans will be used to inform support services 
planning and also job planning for outpatient and elective activity. 
Overall, the Trust is on track with current activities to date. 

Board For information and 
Assurance 

4. S 
Strategic 
Programme 
2018/19 

The committee received the quarter 3 update. A lot of good work is underway and 
initiatives that previously lacked some clarity or had obstacles to progress are now moving 
forward. As part of the annual business planning cycle, CBUs will again develop business 
plan packs which will be reviewed at Director challenge sessions in early February 2019. 
All strategic initiatives will be reviewed again as part of this process and any additional 
initiatives added to the strategic programme. The Committee noted progress to date and 
recommend the paper to Board. 

Board 
For information and 
recommendation to 
Board 
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5.  IPR 

The committee reviewed the IPR focusing on the key performance indicators around 
patient access, people and finance.  The Trust continues to deliver access to services in a 
timely manner for our patients.  BHNFT is the only Trust to deliver 4 hour access, RTT 
incomplete, Cancer 62 day pathways and diagnostic access simultaneously. In terms of 
key messages:- 

- Emergency access & Patient Flow: Performance against the 4 hour emergency 
access standard remains consistently strong at 96.7% despite entering a period of 
seasonal pressure. Activity remains 13% above plan with non-elective admissions 
6% above plan 

- RTT: The Trust remains compliant against the 18 week referral to treatment (RTT) 
standard at 95.3% for November 2018 despite continued challenges in 
Dermatology where medical staffing challenges remain mitigated but not yet solved 

- Cancer: Continued delivery of the 62 day referral to treatment standard was 
maintained in November at 85.7% along with the 2 week wait standard at 95.2%. 
November remained non-compliant against our local 38-day inter-provider transfer 
standard, however, improvement work at a pathway level continues with the 
December position demonstrating recovery of this position 

- Diagnostic Waits: The diagnostic wait standard remains compliant with over 99% of 
patients accessing diagnostic services within 6 weeks of referral. 

Board For information and 
Assurance 

6.  People 

 In terms of workforce:- 
- Sickness absence has slightly reduced from last month by 0.15% to 4.3% (with a 

cumulative figure of 4.46%). The sickness rate is also lower than this time last year 
when it stood at 5.06% in December 2017. It sits just above the average control 
level within the SPC chart. Latest national benchmarking figures available as at 
August 2018 show NHS sickness rate on average was at 4.26% which is above the 
Trust rate in August of 4.00%. An action plan has been developed to reduce the 
sickness absence rate with a particular focus on managing long term sickness 
cases with the involvement of Occupational Health and senior CBU management 
and senior HR support. The action plan is on the F&P Committee agenda this 
month. The main reason for sickness absence remains stress, anxiety, depression 
and other psychiatric illness, with 1306 FTE days lost in December. There were 65 
manager, 31 self, 1 stress and 3 MSK fast track referrals to Occupational Health 
received in December 2018. As part of the sickness management action plan, work 
is underway to understand and support the levels of OH activity and response 
times. 

- Headcount for month is 3830. The actual FTE is 3149. The figure reported this 

Board For information and 
Assurance. 
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month for funded establishment FTE is 3227 and this figure is currently being 
validated. The number of open vacancies in month actively being recruited to are 
126.34FTE. 

- Staff Turnover: Turnover rate excluding TUPE transfers remains static at 8.8% and 
therefore within the target range of between 7 – 10%. There were 32 leavers and 
33 starters this month. 

- Mandatory Training: Mandatory training compliance has increased from last month 
by 0.5% to 88.4% 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 96.5%. Infection Control Level 2 has the lowest compliance at 78% 
however this is an increase from last month by 1.7% (with 513 people not in date). 
A separate paper has been presented to the Executive Team with regards to 
improving this topic’s compliance. The topic reported this month (from ESR) with 
the highest number of people not in date is Data Security at 638. This figure is 
currently being validated as part of a review into how we record and report on Data 
Security training compliance going forward. 

- Appraisals: Staff appraisals are at 91.2% as at 31 December.    
- General update: The pay progression sub group of the NHS Staff Council has 

completed its negotiations on the details of the new pay progression system for AfC 
Staff and revised documentation and guidance has been issued which describes 
the agreed pay progression framework that underpins the pay structure. A working 
group has been set up to progress implementation of the changes by 1st April 2019 
and will report to the Executive Team and the Finance and Performance Committee 
in due course. 

7.  
Sickness 
Absence 
Reduction Plan 

The committee received a plan to try and reduce sickness absence. The Trust sickness 
absence rate is 4.27% as at 31 December 2018 of which 2.56% is long term sickness and 
1.73% is short term sickness. It sits above the average control level within the Trust 
sickness SPC chart and for several months has been above the Trust sickness target of 
3.75%. The committee reviewed the action plan which has a particular focus on managing 
long term sickness cases with the involvement of Occupational Health and senior CBU 
management and senior HR support. The main reason for sickness absence remains 
stress, anxiety, depression and other psychiatric illness, and the action plan includes 
actions to be taken in support of getting people back to work sooner. A number of 
suggestions were made to improve the plan and the committee signed it off. 

 
 
 
 
Board 

 
 
 
 
 
For Information 
and Assurance 

8.  Policies 
The committee received and signed off the Preceptorship Policy and recommend it to 
Board for sign off. Board 

For information and 
recommendation to 
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9.  ICT 

The committee received the usual ICT Strategy update with key areas covered as follows:- 
- In terms of System C Medway implementation will commence in April 2019 with a 

clear project implementation plan. BHNFT has submitted £180K HSLI funding 
request for 2018/19. Preparatory work around integration and data migration 
continues. ETTF funding position has been resolved with NHSE. Barnsley will be 
pulling together a business case for local organisations. Sheffield providers are 
creating a business case for February 2019 so project on pause.      

- Swissphone crash bleep system has been installed and will be live before the end 
of Jan 2019. Testing has commenced and training will complete for switchboard 
staff with clear guidance for medics. A subgroup of the bleeps steering group was 
formed to address the non-crash bleeps. They will submit an a paper which will be 
reviewed at the steering group with a recommendation to ET on the optimum 
solution. 

- EPR Update: BHNFT is currently funded centrally under MOU from NHS England 
(NHSE) supported and managed by NHS Digital(NHSD). This arrangement comes 
to its end in October 2020 at which stage the trust will need to pay DXC the 
suppliers of Lorenzo to continue using the system, or transition to an alternative 
solution. Following successful Business case approval and contracting of an EPR 
in March 2018 we have an initial draft PID which was presented at the meeting. 
This PID will need approval through the governance of the trust in June 2019 and 
the project has current dates of 1st April 2019 to 31st March 2020. The project is on 
track and we are pulling as much work as we can forwards of the contract start 
date. 

Board For information and 
Assurance 

10.  
BAF/Corporate 
Risk Register 

Both the BAF and Corporate Risk register were reviewed and the committee noted that 
there had been no changes to the BAF and one change from an F&P perspective to the 
Corporate Risk Register which was by the Director of Finance who reduced Risk 1201 – 
potential risk of non-recruitment to vacancies and development of staff in post – from 9 to 6 
as the Trust has joined cohort 4 of the NHS Improvement nurse retention improvement 
programme and is working on an action plan to support this work. 

Board For information and 
Assurance 
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STRATEGIC  CONTEXT 

Preceptorship can be considered as a transition phase for newly registered practitioners when 
continuing their professional development, building confidence and further developing 
competence to practice. 
 
Preceptorship programmes have been designed to support the newly registered practitioner 
in accordance with the existing Preceptorship framework issued by the Department of Health 
(2010). Newly registered practitioners will receive supervision in practice from a registered 
practitioner during the first year of appointment (HEE, 2017). 
 
This policy has been developed following advice from Health Education England Preceptorship 
Framework (2017) which states that organisations should have a preceptorship policy to 
safeguard and enhance the transition period from healthcare student to accountable practitioner. 
This policy provides a framework for practice for all non-medical, clinical staff within the trust.  We 
have proposed a preceptorship policy which is applied to non-medical registered health care 
professionals. 
EXECUTIVE SUMMARY 

Aim and objectives  

The purpose of Preceptorship is to provide staff with a supportive, nurturing professional 
relationship which assists their development and minimises the risk of inexperienced practitioners 
being given responsibilities which are beyond their scope of practice and therefore provides a 
safer environment for the newly qualified practitioner or new staff member, their colleagues and 
the service users. 
 
The Preceptorship process will: 

 Support individuals to accept responsibility and accountability within their new 
environment or role 

 Identify learning objectives and facilitate the development of an action plan within 
specific timescales 

 Facilitate reflection, support, teaching and the development of clinical competencies 
and professional behaviour 

 Support the consolidation of learning within service specific competency 
frameworks/assurance processes 
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Key findings  
 
Effective Preceptorship provides benefits for not only the practitioner, but also the Preceptor and 
the organisation including: 

 Enhanced patient care and experience 
 Improved recruitment and retention 
 Reduced sickness and absence 
 Increased staff satisfaction and morale 

 
Conclusions  
 
The normal learning cycle of preceptorship (HEE, 2017) will include clinical competencies (as 
determined by the area of employment), general objectives which relate to health and safety 
issues and local and corporate inductions, and personal objectives.  These personal objectives 
are not set objectives and learning outcomes; they should be tailored to reflect the specific 
development and learning needs of each individual practitioner.   

RECOMMENDATION(S) 

 
1. Non-medical preceptorship policy to be implemented in order to provide equitable access 

to a supported, structured transition from student to registered practitioner. 
 

2. Preceptorship programme offered over 12 months and frequency of review meetings 
planned as advised by Health Education England and set out in the preceptorship 
pathway flowchart. 

 
3. The Student Support Team will record details of preceptees, allocated preceptors and 

completion date of preceptorship, as recommended by Health Education England. 
 

4. The Student Support Team will audit access to preceptorship for eligible staff throughout 
the non-medical workforce and escalate themes or concerns around equitable access. 
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Preceptorship 
 
1.0 Introduction 
 
Practitioners are autonomous and accountable at the point of entry on the register. However, 
the first 6 – 12 months following registration as a qualified healthcare professional is 
recognised as being very challenging for the newly qualified practitioner as they seek to put 
the skills and knowledge they have learned during their training into practice in the 
healthcare environment. It is also recognised that a break in practice or change of practice 
can also be challenging.  The Department of Health Preceptorship Framework (2010) states 
that good support and guidance during these challenging periods is essential. Practitioners 
who manage the transition successfully are able to provide effective care more quickly, feel 
better about their role and are more likely to remain within the profession. 
 
Therefore, it has been recognised for some time that there should be a period of 
Preceptorship following registration.  The NHS (National Health Service), NMC (Nursing and 
Midwifery Council) and DoH (Department of Health) all refer to Preceptorship as a transition 
period from healthcare student to accountable practitioner (Darzi, 2008). The DoH (2010) 
refers to Preceptorship as being „A period of structured transition for the newly qualified 
registered practitioner during which he or she will be supported by a preceptor, to develop 
their confidence as an autonomous professional, refine skills, values and behaviours and to 
continue on their journey of lifelong learning‟.  
 
The NMC (2006) recommend that the Preceptorship period should be „about four months‟ 
with liberty to increase this according to individual need and local policy. The DoH suggest a 
six to twelve month time period. Barnsley Hospital NHS Foundation Trust offers a 
Preceptorship period of up to 12 months. 
 
Preceptorship is not intended to replace local and corporate inductions processes but run in 
parallel with them. Corporate induction should be completed within three months of 
commencement of employment. 
 
Effective Preceptorship provides benefits for not only the practitioner, but also the Preceptor 
and the organisation including: 
• Enhanced patient care and experience 
• Improved recruitment and retention 
• Reduced sickness and absence 
• More confident nurses 
• Increased staff satisfaction and morale 
 
2.0 Objective 
 
The purpose of Preceptorship is to provide staff with a supportive, nurturing professional 
relationship which assists their development and minimises the risk of inexperienced 
practitioners being given responsibilities which are beyond their scope of practice and 
therefore provides a safer environment for the newly qualified practitioner or new staff 
member, their colleagues and the service users.  
 

2.1 Aims 
 
The Preceptorship process aims to: 

 Support transition from student to registered practitioner 
 Support transition into new areas of practice 
 Develop confident, competent practitioners who provide high standards of care at all 

times. 
 Promote reflective practice 
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 Provide a foundation for the implementation of clinical supervision 
 

2.2 Objectives 
 
The Preceptorship process will: 

 Provide a supportive induction and orientation programme 
 Support individuals to accept responsibility and accountability within their new 

environment or role 
 Identify learning objectives and facilitate the development of an action plan within 

specific timescales 
 Facilitate reflection, support, teaching and the development of clinical competencies 

and professional behaviour 
 Support the consolidation of learning within service specific competency 

frameworks/assurance processes 
 

3.0 Scope of Policy  
 
This policy relates to:  

 all newly qualified non-medical allied health care professionals 
 those entering a new field of practice following a second registerable qualification 
 those moving from one practice setting to another or moving from other areas of the 

UK 
 those entering UK register from abroad for the first time 
 those returning to practice after completing a return to practice programme 
 registered practitioners returning to direct patient care after a period of time in a role 

without direct patient contact 
 those entering new roles 

 
4.0 Policy  
 

4.1 Process of Preceptorship 
 

 The Preceptee should be made aware of the specific competencies and skills which 
are required in their clinical area as this will determine the Preceptee‟s learning 
outcomes during the preceptorship period up until the 12-month appraisal 

 The Preceptee‟s job description, and previous skills and experience should be used 
to identify learning needs and inform the objectives setting process 

 Upon the completion of the preceptorship programme it is expected that all 
preceptees achieve all outcomes as set out in the Preceptorship Competency 
Domains.  If there are concerns regarding a preceptee‟s progression, following an 
adequate implementation of support as advised through the Preceptorship Pathway 
Flowchart and the application of action planning, then Line Managers must refer to 
the Trust‟s Capability policy 
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4.2 Preceptorship Pathway Flowchart 
 

Timeline Activity Areas Covered Who is 
responsible? 

Weeks 1 – 4 Local Induction & 
Initial Preceptorship 
Interview 

 Local induction to 
area 

 Book Corporate 
Induction and 
Mandatory Training 

 Meet Line Manager 
 Meet Preceptor 
 Identify 

Preceptorship 
goals/objectives 

 Portfolio discussion 
 Provide dates of 

study days 

Preceptee  

Preceptor  

Line Manager 

Months 2 – 5  Monthly Reviews  Discuss 
progress/feedback 
from supervision 

 Revise 
goals/objectives 

 Liaise with Line 
Manager if required 

Preceptee 

Preceptor 

Line Manager (if 
required) 

Months 6 and 9 Intermediate 
Preceptorship 
Interviews 

 Revise 
goals/objectives 

 Discuss 
progress/feedback 
as required 

 Liaise with Line 
Manager if required 

Preceptee 

Preceptor 

Line Manager 

 

Months 7 – 11  Ongoing Clinical 
Supervision 

 Supervision 
feedback as 
required 

Preceptee 

Clinical 
Supervisor 

Month 12 Final Interview and 
Appraisal 

 Completion of 
Preceptorship 

 Appraisal with Line 
Manager 

 Clinical supervision 
to be discussed as 
per Clinical 
Supervision policy 

Preceptee 

Preceptor 

Line Manager 
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5.0 Roles and Responsibilities 
5.1 Directors/Service Leads 
 
Directors/Service Leads are responsible for ensuring: 

 That all new graduates have a preceptor allocated to support their transition 
 All staff within their area comply with the policy.  They must ensure that all staff are 

supported and released to attend the study days as part of their preceptorship period 
 Action plans to address areas of non-compliance with this policy are fully 

implemented 
 The organisation‟s commitment to learning is achieved 

 
 
5.2 Managers 
 
Managers are responsible for ensuring: 

 The Student Support Team are informed of any new starters requiring preceptorship 
 All staff covered by this policy are allocated a Preceptor and that they are able to 

work together on a regular basis 
 All new staff receive appropriate induction training 
 The preceptorship policy and guidelines are adhered to 
 Accurate records are maintained and documented within the Preceptorship 

Programme documentation 
 Staff to be released to attend the Preceptorship Programme Training days 
 The „Final Record for Completion of Preceptorship Programme‟ is signed when the 

preceptee has achieved all the competencies and a copy is kept in the preceptee‟s 
personal file and a copy returned to the Student Support Team 

 Outcomes of the preceptorship period are reviewed and evaluated with the preceptor 
and preceptee 

 Wherever possible, during the first 6 months of the preceptorship period that the 
preceptee is not moved to another area/escalation ward 

 On commencement of the preceptorship period, preceptees will have access to a 
supernumerary status of at least two weeks to allow them to familiarise themselves 
with the routine and day-to-day work. It is a period of observation and familiarisation. 

 
5.3 Preceptor 
 
The Preceptor is responsible for ensuring: 

 Their preceptor responsibilities form part of their day to day work and in accordance 
with their own personal development 

 They work with the preceptee on a regular basis and notify the manager if this is not 
achievable 

 Learning objectives and minimum competencies as outlined in the Trust Induction 
and Preceptorship Programme Framework are agreed and reviewed 

 Adequate support is provided to enable the preceptee to meet competency standards 
by teaching, advising, supporting and facilitating learning and reflective practice 

 The preceptee‟s progress is reviewed regularly as per the Preceptorship Pathway 
Flowchart, and an agreed action plan is documented, signed by both preceptor and 
preceptee, ensuring accurate documentation is maintained 

 Any concerns about progress are raised with the preceptee and provide help to 
address these 

 Managers are kept up to date regarding the progress of the preceptee 
 The „Final Record for Completion of Preceptorship Programme‟ is signed by the 

Preceptor, Manager and the Preceptee at the completion of the programme and that 
a copy is held in the preceptee‟s personal file and a copy sent to the Student Support 
Team  
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 Areas of practice are identified where the preceptee may not achieve competency 
within the twelve month period and suggest strategies for overcoming this 

 Maintain their own personal and professional development, recognising own 
limitation 

 
5.4 Preceptee 
 
The Preceptee is responsible for ensuring: 

 Practice is in accordance with their professional code 
 Preceptees are accountable for own practice as a registered professional 
 They identify and meet with their preceptor at an early stage after commencing in 

post and on a regular basis as negotiated with their preceptor as per the 
Preceptorship Pathway Flowchart 

 They identify their own specific learning needs and action plan accordingly in 
negotiation with their preceptor 

 They understand the professional guidelines and competencies they are required to 
meet within their practice area 

 They reflect on their practice and experiences to inform future practice 
 They seek feedback on their performance from their preceptor and other members of 

the healthcare team as appropriate 
 They maintain accurate records of achieved competencies 
 Preceptorship documentation is up to date and available for the preceptor to 

complete 
 They attend preceptorship study days and notify their manager if off duty does not 

enable this 
 For those registered with the NMC –  they develop and maintain a professional 

portfolio to evidence the requirements for NMC Revalidation are being met i.e. 450 
practice hours, 35 hours of continuing professional development, 5 pieces of practice 
related feedback and 5 pieces of practice related reflection 

 For those registered with the HCPC – they develop and maintain a professional 
portfolio to evidence the requirements for HCPC registration renewal.   

 
     5.5 Practice Educator/Student Support Team 
 
The Practice Educator/Student Support Team is responsible for ensuring: 

 There is a current preceptorship policy 
 Preceptorship information is available on the intranet 
 Preceptorship documentation and Preceptor preparation training is available 
 The delivery and maintenance of an effective, current programme to support new 

graduates 
 If a preceptee is unable to attend a study day they will be given the date for the next 

cohort and invited to attend 
 Support and advice for managers, preceptors and preceptees during the 

preceptorship period is provided 
 A record of preceptorship completion is maintained 
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Appraisal Policy 
Capability Policy 
Clinical Supervision Policy 
 
7.0 Training & Resources 

 
 Preceptors must have at least 12 months post-registration experience 
 

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

Process for 
monitoring 
e.g. audit 

Responsible 
individual/ 
group/ 
committee 

Frequency 
of 
monitoring 

Responsible 
individual/ 
group/ 
committee for 
review of 
results 

Responsible 
individual/ group/ 
committee for 
development of 
action plan 

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

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

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

UINITIAL ASSESSMENT STAGE 1 (part 1) 

 
Department: Trust Wide 

 
Division: Trust Wide 

Title of Person(s) 
completing this form: 

Student Support 
Team Leader – 
Emma Kilroy 

New or Existing 
Policy/Service 

New 

Title of 
Policy/Service/Strategy 
being assessed: 

Preceptorship 
Policy 

Implementation 
Date: 

September 2018 

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

The aim of preceptorship is to safeguard and enhance the transition period 
from healthcare student to accountable practitioner. 
This policy provides a framework for practice for all non-medical, clinical 
staff within the trust. 

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

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

Carers   
Public   
Staff   

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

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

Public   

Staff   

   

What consultation 
method(s) did you use? 

Email, governance meetings 

 

DATA COLLECTION AND CONSULTATION 

 

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

following patient data? 

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

Age No  

Sex No  

Ethnicity No  

Religion or Belief No  

Disability No  

Sexual Orientation No  

Gender Re-assignment No  

Marriage & Civil Partnership No  

Pregnancy & Maternity No  

Carer Status No  
Please indicate Yes or No 

 

  

Pack Page No.48



11 

 

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

 
Not applicable 
 
 
 
 
 
 
 
 
 
 
 
 

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

 
 
Feeback was assessed and the policy designed taking into account the needs of all staff groups. 
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Equality Impact Assessment Stage 1 PART 3 

UACCESS TO SERVICES 

What are your standard methods of communication with service users? 

Please tick as appropriate. 

Communication Methods Yes No 

Face to Face Verbal Communication   

Telephone   

Printed Information (E.g. leaflets/posters)   

Written Correspondence   

E-mail   

Other (Please specify)   

 

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

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

Please tick as appropriate. 

Yes No 

  
 

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

Interpreter & Translation Services Yes No 

Telephone Interpreters (Other Languages)   

Face to Face Interpreters (Other Languages)   

British Sign Language Interpreters   

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

  

 

ACCESS 

Please tick as appropriate 

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

Does the reception area have a hearing loop system?   

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

  

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

  

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

  

Does the building/hospital sire where the service is provided have access 
to prayer and faith resources? 
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UEQUALITY IMPACT ASSESSMENT – STAGE 1 (PART 4) 

UProtected 
Characteristic 

UPositive 
Impact 

 
 

UHigh 
ULow 

UNone 

UNegative 
Impact 

 
 

UHigh 
ULow 

UNone 

Reason/comments for positive 
Impact 

 
 

UWhy it could benefit any/all of the 
protected characteristics 

Reason/Comments for Negative 
Impact 

 
UWhy it could disadvantage 

any/all of the protected 
characteristics 

Resource 
Implication 

 
Yes / No 

Men  
High 

 

 
None 

Provides a safe environment for 
professional discussion and 
support 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

No 

Women UHigh  
None 

Provides a safe environment for 
professional discussion and 
support 

 

Younger 
People (17 – 

25) and 
Children 

 
High 

 
None 

Provides a safe environment for 
professional discussion and 
support – regardless of age 

 

Older people 
(60+) 

 
UHigh 

 
None 

Provides a safe environment for 
professional discussion and 
support – regardless of age 

 

Race or 
Ethnicity 

 
UHigh 

 
None 

Provides a safe environment for 
professional discussion and 
support regardless of race and 
ethnicity 

 

Learning 
Disabilities 

 
High 

 

 
None 

Provides a safe environment for 
professional discussion and 
support regardless of whether 
they have a learning disability 

 

Hearing 
impairment 

UHigh 
 

 
None 

Support is tailored to the needs of 
the individual therefore 
adjustments can be made to 
accommodate those with a hearing 
impairment 

 

Visual 
impairment 

UHigh 
 

 
None 

Support is tailored to the needs of 
the individual therefore 
adjustments can be made to 
accommodate those with a visual 
impairment 

 

Physical 
Disability 

 
UHigh 

 
None 

Support is tailored to the needs of 
the individual therefore 
adjustments can be made to 
accommodate those with a 
physical disability 

 

Mental Health 
Need 

UHigh 
 

 
None 

Provides a safe environment for 
professional discussion and 
support which supports the 
individual mental health and well-
being 

 

Gay/Lesbian/Bi
sexual 

UHigh  
None 

Provides a safe environment for 
professional discussion and 
support regardless of sexuality 

 

Trans  
UHigh 

 
None 

Provides a safe environment for 
professional discussion and 
support 

 

Faith Groups 
(please specify) 

UHigh 
 

 
None 

Provides a safe environment for 
professional discussion and 
support 

 

Marriage & 
Civil 

Partnership 

 
UHigh 

 
None 

Provides a safe environment for 
professional discussion and 
support 

 

Pregnancy & 
Maternity 

UHigh 
 

 
None 

Provides a safe environment for 
professional discussion and 
support 

 

Carer Status   
 

Not applicable  

Other Group 
(please specify) 

 
 
 

   

Applies to ALL 
Groups 

 
High 

 

 
None 

Provides a safe environment for 
professional discussion and 
support 
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INITIAL ASSESSMENT (PART 5) 
 

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

impact on people from the following protected groups? 

 

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

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

 

 

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

 
 
 
 
 
 
 

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

 
 
 
 
 
 
 
 
 

 

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

necessary? NO 

 
 
Assessment Completed By: Emma Kilroy   Date Completed: 22.05.2018 
 
Line Manager: Beverley Clancy       Date: 22.05.2018 
 
Head of Department:  Alison Bielby       Date…………………………….. 
 
 
When is the next review? Please note review should be immediately on any  
amendments to your policy/procedure/strategy/service. 

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

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

Characteristic 
What adverse 

(negative) 

impacts were 

identified in 

Stage 1 and 

which groups 

were affected? 

What changes or actions 

do you recommend to 

improve the service to 

eradicate or minimise the 

negative impacts on the 

specific groups identified? 

Lead Time-scale 

Men 
Younger People (17-25) 

and Children 

 
Older People (50+) 

Race or Ethnicity 

 
Learning Disability 

 

Hearing Impairment 
 

Visual Impairment 

 
Physical Disability 

 
Mental Health Need 

 

Gay/Lesbian/Bisexual 
Transgender 

 

Faith Groups (please 
specify) 

 

Marriage & Civil 
Partnership 

 

Pregnancy & Maternity 

 

Carers 

 
Other Group (please specify) 

 

Applies to ALL Groups 

    

How will actions and proposals be 

monitored to ensure their success? 

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

Divisional DQEC / Governance Meeting). 

 

Who will be responsible for monitoring 

these actions? 

 

 

 

 

 

 
 

Title of Service/Policy being assessed: Preceptorship Policy 
 

Assessment Date: May 2020 
 

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

Newly qualified non-medical health 
professionals, preceptors and line 
managers 
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Appendix 1 
 
Glossary of Terms used within Policy 
 
Clinical Supervision – act of reflective practice 
 
HCPC – Health and Care Professions Council 
 
NMC – Nursing and Midwifery Council 
 
Preceptee – A registered practitioner eligble for preceptorship 
  
Preceptor – Registered health care professional with at least 12 months experience within 
the Preceptee‟s area of practice.  The Preceptor should act as a facilitator during the 
transition period covered by the term “Preceptorship”. 
 
Preceptorship – Supportive period of transition provided to either: 

 Entering practice for the first time, usually due to being newly qualified 
 A practitioner returning to practice after completing a return to practice programme 
 those entering a new field of practice following a second registerable qualification 
 those moving from one practice setting to another (for example moving from 

community to acute setting) 
 A registered practitioner returning to direct patient care after a period of time in a role 

without direct patient contact 
 
 
Return to Practice – a qualified practitioner without current regulatory body registration who 
has completed return to practice requirements to re-gain registration. 
 
Seocnd registerable qualification – additional recordable qualification to professional 
registration, e.g. Specialist Community Public Health Nursing, Independent and 
Supplementary Prescribing, etc. 
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Appendix 2 – Preceptorship Programme 

 
 
 
 
 
 
 

Preceptee Name 
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Introduction 

Welcome to Barnsley Hospital NHS Foundation Trust and congratulations on achieving your 

professional qualification. 

What is Preceptorship? 

Practitioners are autonomous and accountable at the point of entry on the register, 

however, it has been recognised for some time that there should be a period of 

Preceptorship post registration.  The NHS (National Health Service), NMC (Nursing and 

Midwifery Council) and DH (Department of Health) all refer to Preceptorship as a transition 

period from healthcare student to accountable practitioner (DH, 2008). 

 

The Department of Health (2010) defines preceptorship as ‘a period of transition for the 

newly registered practitioner during which time he or she will be supported by a preceptor, 

to develop their confidence as an autonomous professional, refine skills, values and 

behaviours and to continue on their journey of life-long learning.’ 

 

Preceptorship is not intended to replace local and corporate induction processes, but rather 

run inparallel with them. 

Corporate induction should be completed within three months of commencement of 

employment. However, the preceptorship period may last around 12 months. 

Effective Preceptorship provides benefits for not only the practitioner, but also the 

Preceptor and the organisation as a whole. 

 

The preceptorship programme includes the following elements as directed by Health 

Education England (2015): 

 Accountability 

 Career development 

 Communication 

 Dealing with conflict/managing 

difficult conversations 

 Delivering safe care 

 Emotional intelligence 

 Leadership 

 Quality improvement 

 Resilience 

 Reflection 

 Safe staffing/raising concerns 

 Team working 

 Medicines management (where 

relevant) 
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Who is a Preceptor? 

The registered healthcare professional who acts as preceptor should have had at least 12 

months experience within the area of practice that the newly qualified or new to Trust 

practitioner will be working.  The Preceptor should act as a facilitator during the transition 

period covered by the term “Preceptorship”. They have a responsibility to develop the 

newly qualified or new to Trust practitioner to effectively perform within the standards, 

objectives and competencies as described in the job description. 

 

There is a duty to provide timely constructive feedback and action plan where necessary 

demonstrating candour and they should act as a role model and be willing to undertake the 

role and share knowledge and experience. 

Who is a Preceptee? 

 

 

 

 

 

       

 

 

 

 

 

 

 

A practitioner 

returning to 

practice after 

completing a 

return to practice 

programme 

Entering practice 

for the first time, 

usually due to 

being newly 

qualified 

Moving from one 

practice setting to 

another (for 

example moving 

from community to 

acute setting) 
Entering a new 

field of practice 

following a second 

registerable 

qualification 

A registered 

practitioner returning 

to direct patient care 

after a period of time 

in a role without 

direct patient contact 
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Normal Learning Cycle of a Preceptorship Programme (HEE, 2015) 

Clinical Competencies 

These form a large part of the preceptorship programme and identify specific skills relevant 

within own clinical areas.  These could include: 

 Completion of department specific competency based document 

 Use of medical equipment 

 Mandatory Training / updates 

 Completion of role specific training 

 

General Objectives 

These objectives relate to safety issues and local and corporate induction to clinical area. 

 

Personal Objectives / Action Plan 

These are not set objectives and learning outcomes; they should be tailored to reflect the 

specific development and learning needs of each individual practitioner.  They will be 

discussed and decided between the preceptee and their preceptor following the completion 

of a SWOT needs analysis (Pearce, 2007) – see page 12. 

Clinical 
Competencies 

General Objectives 
Personal 

Objectives/Action 
Plan 
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Preceptorship Pathway Flowchart 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Weeks 

1-4 

Induction & Initial 

Preceptorship 

Interview 

 Local induction to area 

 Book Corporate Induction 

and Mandatory Training 

 Meet Line Manager 

 Meet Preceptor 

 Identify Preceptorship 

goals/objectives 

 Portfolio discussion 

 Provide dates of study 

days 

Months 

2-5 
Monthly Reviews  Discuss 

progress/feedback from 

supervision 

 Revise goals/objectives 

 Liaise with Line Manager 

if required 

Months 

6 and 9 

Intermediate Interviews 
 Discuss 

progress/feedback as 

required 

 Revise goals/objectives 

 Liaise with Line Manager 

if required 
 

Months 

7-11 

Ongoing Clinical 

Supervision 

 Supervision feedback as 

required 

Month 

12 
Final Interview and 

Appraisal 

 Appraisal with Line 

Manager 

 Completion of 

Preceptorship 

 Clinical supervision to be 

discussed as per Clinical 

Supervision policy 
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Preceptorship Competency Domains 

The Preceptee should be made aware of the specific competencies and skills which are 

required in their clinical area as these will determine the Preceptee’s learning outcomes 

during the preceptorship period up until the 12-month appraisal. 

The Preceptee’s job description, and previous skills and experience should be used to 

identify learning needs and inform the objectives setting process. 

Upon the completion of the preceptorship programme it is expected that all preceptees 

achieve all outcomes as set out below.   

If there are concerns regarding a preceptee’s progression, following an adequate 

implementation of support as advised through the Preceptorship Pathway Flowchart and 

the application of action planning, then Line Managers must refer to the Trust’s Capability 

policy. 

Domain What does it mean? – 
behaviours and outcomes 

Communication Develop and maintain communication with 
people about difficult matters and/or in 
difficult situations: 

 identifies the impact of contextual 
factors on communication 

 adapts communication to take 
account of others’ culture, 
background and preferred way of 
communicating 

 provides feedback to others on their 
communication where appropriate 

 shares and engages thinking with 
others 

 maintains the highest standards of 
integrity when communicating with 
patients and the wider public 

Person and People Development Develop oneself and contribute to the 
development of others; 

 takes responsibility for meeting own 
development needs 

 identifies development needs for 
others emerging work demands and 
future career aspiration 

 enables opportunities for others to 
apply their developing knowledge 
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and skills  

 actively provides learning and 
development opportunities to 
others 

 actively contributes to the 
evaluation of the effectiveness of 
others’ learning/development 
opportunities and relates this to 
others 

Health, Safety and Security Monitor and maintain health, safety and 
security of self and others: 

 looks for potential risks to self and 
others in work activities and 
processes 

 manages identified risk in the best 
way possible 

 works in a way that complies with 
legislation and trust policies and 
procedures on health, safety and 
risk management 

 takes action to manage an 
emergency, calling for help 
immediately when appropriate  

 reports actual or potential problems 
that may put health, safety or 
security at risk and suggests 
solutions 

 supports and challenges others in 
maintaining health, safety and 
security at work 

 is compliant with the Health and 
Social Care Act 2008 in respect of 
infection, prevention and control 

Service Improvement Contribute to the improvement of services: 

 discusses with team the likely 
impact of changing policies, 
strategies and procedures on 
practice. Also, about changes the 
team can make and how to make 
them effective 

 takes on new work and make 
changes to own work when agreed, 
requesting relevant help if needed 

 supports colleagues in 
understanding and making agreed 

Pack Page No.62



25 

 

changes to their work 

 evaluates own and others’ work 
when needed 

 make suggestions to improve the 
service 

 constructively identifies where new 
ways of working, polices or 
strategies are having a negative 
impact on the service given to users 
or the public 

 has awareness of research studies 
within the clinical area 

Quality Maintain quality in own work and 
encourage others to do so: 

 follows trust and professional 
policies and procedures and other 
quality approaches as required. 
Encourages others to do the same. 
Maintains professional registration  

 works within the limits of own 
competence and area of 
responsibility and accountability. 
Gets help and advice where needed 

 works to support the team. Can be 
counted on when people ask for 
help or support 

 prioritises own workload and 
manages own time to ensure 
priorities are met and quality is not 
compromised 

 uses trust resources and effectively 
and encourages others to do the 
same 

 monitors the quality of work in own 
area and alerts others to quality 
issues, reporting any errors or issues 
to the appropriate person 

Equality and Diversity Support equality and value diversity: 

 challenges bias, prejudice and 
intolerance if appropriate or brings 
it to the attention of a manager 

 uses plain language when carrying 
out duties 

 aware of the impact of own 
behaviour on others 
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Reflective Practice Critically reflect on critical incidents in order 
to learn from and influence practice 

 think critically, apply 
knowledge/evidence/experience to 
make informed decisions 

 evaluate care and identify learning 
needs of self and others 

 recognise signs of vulnerability in 
themselves/others and take action 
to minimise risk 

 recognise how their 
judgements/decisions can influence 
outcomes 

 take responsibility for continuous 
development of their professional 
knowledge and skills, recognising 
their own learning needs  

 contribute to clinical supervision and 
team reflection activities to promote 
improvements in practice and 
services 

 

Planning of preceptee’s supported development must be agreed with the line manager and 

include: 

 the assessment of the preceptee’s individual learning needs 

 agreement of responsibility and actions to achieve the objectives/learning needs 

 setting work-related objectives - these objectives need to be SMART (Specific, 

Measureable, Achieveable, Realistic and Timely) 
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S  

• What do I want to accomplish? 

• Why is this goal important? 

• Which resources or limits are involved? 

M 

• How much? 

• How many? 

• How will I know when it is accomplished? 

A 

• How can I accomplish this goal? 

• How realistic is the goal? 

R 

• Does this seem worthwhile? 

• Is this the right time? 

• Does this match our other efforts/needs? 

T 

• When? 

• What can I do six months from now? 

• What can I do six weeks from now? 

• What can I do today? 
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Specific Skills 

Core managerial/organisational/clinical skills competencies will vary dependent on the role 

of the individual preceptee.  Skills which are specific to practice area and job role should be 

identified in the skills grid below.  It is the responsibility of the Preceptor and Line Manager 

to ensure that training in such skills have been provided/arranged. 

Specific Skill Competence Date 
Achieved 

Preceptee 
Signature 

Preceptor 
Signature 
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Preceptorship Contract 
 

Preceptee  

Preceptor  

Line manager  

 

*Frequency of meetings can be reviewed by the preceptee, preceptor and line manager 

according to need, however should reflect the Preceptorship Pathway Flowchart. 

 

Period of Preceptorship 

This should be agreed in week one between the preceptee, preceptor and line manager 

but usually lasts up to 12 months 

Agreed supernumerary period: …………………………………………………………………… 

Start Date: …………………………………………………………………………………………………. 

Progress review dates: ………………………………………………………………………………. 

Preceptorship final review date: ……………………………………………………………….. 

Preceptee/Preceptor agree to meet on a ………………………………………… basis* 

We agree to use this time to review learning needs and objectives.  Any changes to the 

agreed learning objectives will be documented by the Preceptor and the Line Manager 

will be informed if required. 

Line Manager’s agreement 

I agree to support the preceptee and preceptor to meet as agreed above and will review 

their progress by the dates set out above.  As the preceptee’s line manager I will review 

the learning aims and objectives as required and ensure that adequate support is 

provided. 

 

Preceptee signature: ………………………………………………………………………………………………….. 

Preceptor signature: ………………………………………………………………………………………………….. 

Line Manager signature: ……………………………………………………………………………………………. 

Date: ……………………………………….. Pack Page No.67
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Preceptorship Planning - 1 

The preceptee and preceptor should complete this SWOT needs analysis preparation 

together.  This allows identification of learning objectives, and from this the preceptee’s 

individual development plan can be formulated. 

Strengths 
What are your key strengths? 
What do you do particularly well? 
What relevant resources do you have access to? 
What do other people see as your strengths? 

Weaknesses 
What could you improve? 
What areas of your practice require more work? 
How will you improve your development in these 
areas? 

Opportunities 
What do you consider are positive opportunities 
for your development? 
How can you achieve them? 

Threats 
What obstacles do you face? 
What are the potential barriers within the 
practice area? 
How can you overcome them? 
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Preceptorship Planning – 2 

Standards to consider when agreeing Preceptorship Contract 

Domains How will this be 
achieved? 

Individual or specific 
learning need 

Communication   

Person and People 
Development 

  

Health, Safety and 
Security 

  

Service Improvement  
 
 
 

 

Quality  
 

 

Equality and Diversity   

Reflective Practice  
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Initial Preceptorship Interview 

Expectations: 

Induction Checklist: 

Study days / e-learning planned: 

Development plan (objectives should be SMART) : 

Comments / Notes: 

Proposed next meeting date: 

Preceptee signature: 
Preceptor signature: 
Line manager signature (if present): 
Date: 
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Review Meeting – month 2 

Reflection – what’s working well? What are the challenges?: 

Study days / e-learning completed, and future study days planned: 

Review of Development plan – what needs to happen? (objectives should 

be SMART): 

Clinical Supervision (if required): 

Proposed next meeting date: 

Preceptee signature: 
Preceptor signature: 
Line manager signature (if present): 
Date: 
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Review Meeting – month 3 

Reflection – what’s working well? What are the challenges?: 

Study days / e-learning completed, and future study days planned: 

Review of Development plan – what needs to happen? (objectives should 

be SMART): 

Clinical Supervision (if required): 

Proposed next meeting date: 

Preceptee signature: 
Preceptor signature: 
Line manager signature (if present): 
Date: 
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Review Meeting – month 4 

Reflection – what’s working well? What are the challenges?: 

Study days / e-learning completed, and future study days planned: 

Review of Development plan – what needs to happen? (objectives should 

be SMART): 

Clinical Supervision (if required): 

Proposed next meeting date: 

Preceptee signature: 
Preceptor signature: 
Line manager signature (if present): 
Date: 
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Review Meeting – month 5 

Reflection – what’s working well? What are the challenges?: 

Study days / e-learning completed, and future study days planned: 

Review of Development plan – what needs to happen? (objectives should 

be SMART): 

Clinical Supervision (if required): 

Proposed next meeting date: 

Preceptee signature: 
Preceptor signature: 
Line manager signature (if present): 
Date: 
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Intermediate Preceptorship Interview – 6 months 

Reflection – what’s working well? What are the challenges?: 

Study days / e-learning completed, and future study days planned: 

Review of Development plan – what needs to happen? (objectives should 

be SMART): 

Clinical Supervision (if required): 

Proposed next meeting date: 

Preceptee signature: 
Preceptor signature: 
Line manager signature (if present): 
Date: 

Pack Page No.75



38 

 

Intermediate Preceptorship Interview – 9 months 

Reflection – what’s working well? What are the challenges?: 

Study days / e-learning completed, and future study days planned: 

Review of Development plan – what needs to happen? (objectives should 

be SMART): 

Clinical Supervision (if required): 

Proposed next meeting date: 

Preceptee signature: 
Preceptor signature: 
Line manager signature (if present): 
Date: 
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Final Preceptorship Interview  

Reflection – what’s working well? What are the challenges?: 

Study days / e-learning completed, and future study days planned: 

Review of Development plan – what needs to happen? (objectives should 

be SMART): 

Clinical Supervision (if required): 

Proposed next meeting date: 

Preceptee signature: 
Preceptor signature: 
Line manager signature (if present): 
Date: 
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Final Record for Completion of Preceptorship Programme 
 
 
 
Has the preceptee satisfactorily completed the Preceptorship Programme? – 
the Preceptee must be achieving the Preceptorship Competency Domains 
 

Yes      /      No 
 
 

If Preceptorship Competency Domains not achieved – Action Plan: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Date of next planned review meeting (if required): 

Does the line manager need to consider the Capability policy?     Yes   /    No 

Preceptee signature: 
Preceptor signature: 
Line manager signature: 
Date: 
 

Please send copy of signed declaration to: Student Support Team, Block 1 

Copy to be kept by line manager in preceptee’s personal file
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Reflection on Preceptorship 

Reflection allows practitioners to identify any improvements or changes to their practice as 

a result of what they have learnt.  Engaging in regular reflection enables practitioners to 

manage the personal and professional impact of addressing their patients’ fundamental 

health and wellbeing needs on a daily basis (Oelofsen, 2012). 

 

Reflective practice enables the development of such skills as self-awareness, behaviour 

change and interpersonal communication by adopting an understanding of practice events 

and how one’s own approach, personality and personal history contributed to the way 

situations arose and how they were dealt with (Oelofsen, 2012; Somerville and Keeling, 

2004). 

 

The NMC (2018) stipulates that in order to revalidate, registrants must complete five 

written reflective accounts every 3 years and also have a reflective discussion covering these 

five written reflective accounts and how they relate to the Code. 

 

There are several reflective models which can be used to structure your reflection including: 

 

Gibb’s Cycle (1980) 

 

 

Borton (1970) 

  

Initial 
Experience 

Description 

Feelings / 
Reactions Evaluation 

Conclusions 

What? 

So What? 
What 
Now? 
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Reflection 1 

The Preceptee’s reflection on incidents / activities / CPD is to be recorded here and should 

include progress towards achieving the Preceptorship Competency Domains and future 

learning needs.  For staff registered with the NMC, you must also consider how these relate 

to the Code.  Please fill in a page for each of your reflective accounts, making sure you do 

not include any information that might identify a specific patient, service user or colleague.  

Reflective account: 

What was the nature of the CPD activity and/or practice-related feedback and/or event or 

experience in your practice? 

 

 

 

 

What did you learn from the CPD activity and/or feedback and/or event or experience in 

your practice? 

 

 

 

How did you change or improve your practice as a result? 

 

 

 

How is this relevant to the Code?  

Select one or more themes: Prioritise people – Practise effectively – Preserve safety – Promote 

professionalism and trust 

 

Pack Page No.80



43 

 

Reflection 2 

The Preceptee’s reflection on incidents / activities / CPD is to be recorded here and should 

include progress towards achieving the Preceptorship Competency Domains and future 

learning needs.  For staff registered with the NMC, you must also consider how these relate 

to the Code.  Please fill in a page for each of your reflective accounts, making sure you do 

not include any information that might identify a specific patient, service user or colleague.  

Reflective account: 

What was the nature of the CPD activity and/or practice-related feedback and/or event or 

experience in your practice? 

 

 

 

 

What did you learn from the CPD activity and/or feedback and/or event or experience in 

your practice? 

 

 

 

How did you change or improve your practice as a result? 

 

 

 

How is this relevant to the Code?  

Select one or more themes: Prioritise people – Practise effectively – Preserve safety – Promote 

professionalism and trust 
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Reflection 3 

The Preceptee’s reflection on incidents / activities / CPD is to be recorded here and should 

include progress towards achieving the Preceptorship Competency Domains and future 

learning needs.  For staff registered with the NMC, you must also consider how these relate 

to the Code.  Please fill in a page for each of your reflective accounts, making sure you do 

not include any information that might identify a specific patient, service user or colleague.  

Reflective account: 

What was the nature of the CPD activity and/or practice-related feedback and/or event or 

experience in your practice? 

 

 

 

 

What did you learn from the CPD activity and/or feedback and/or event or experience in 

your practice? 

 

 

 

How did you change or improve your practice as a result? 

 

 

 

How is this relevant to the Code?  

Select one or more themes: Prioritise people – Practise effectively – Preserve safety – Promote 

professionalism and trust 
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Reflection 4 

The Preceptee’s reflection on incidents / activities / CPD is to be recorded here and should 

include progress towards achieving the Preceptorship Competency Domains and future 

learning needs.  For staff registered with the NMC, you must also consider how these relate 

to the Code.  Please fill in a page for each of your reflective accounts, making sure you do 

not include any information that might identify a specific patient, service user or colleague.  

Reflective account: 

What was the nature of the CPD activity and/or practice-related feedback and/or event or 

experience in your practice? 

 

 

 

 

What did you learn from the CPD activity and/or feedback and/or event or experience in 

your practice? 

 

 

 

How did you change or improve your practice as a result? 

 

 

 

How is this relevant to the Code?  

Select one or more themes: Prioritise people – Practise effectively – Preserve safety – Promote 

professionalism and trust 
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Reflection 5 

The Preceptee’s reflection on incidents / activities / CPD is to be recorded here and should 

include progress towards achieving the Preceptorship Competency Domains and future 

learning needs.  For staff registered with the NMC, you must also consider how these relate 

to the Code.  Please fill in a page for each of your reflective accounts, making sure you do 

not include any information that might identify a specific patient, service user or colleague.  

Reflective account: 

What was the nature of the CPD activity and/or practice-related feedback and/or event or 

experience in your practice? 

 

 

 

 

What did you learn from the CPD activity and/or feedback and/or event or experience in 

your practice? 

 

 

 

How did you change or improve your practice as a result? 

 

 

 

How is this relevant to the Code (NMC Registered staff)?  

Select one or more themes: Prioritise people – Practise effectively – Preserve safety – Promote 

professionalism and trust 
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Preparation for CPD (Continuing Professional Development) 
As you are moving into your 2nd year of registration, it is important that you consider 

preparation for CPD as this is linked to maintaining registration both with the NMC and the 

HCPC. 

The HCPC (2018) defines CPD as “the way in which registrants continue to learn and develop 

throughout their careers so they keep their skills and knowledge up to date and can practise 

safely and effectively”. 

UNurses and MidwivesU -  

The NMC requires all registered Nurses and Midwives to revalidate every 3 years which 

includes 35 hours of CPD, at least 20 hours of which must be participatory learning. 

NMC (2018) states that you must maintain accurate records of CPD you have undertaken. 

These records must contain: 

 the CPD method 

 a description of the topic and how it related to your practice 

 the dates on which the activity was undertaken 

 the number of hours (including the number of participatory hours) 

 the identification of the part of 32TUthe CodeU32T most relevant to the activity 

 evidence that you undertook the CPD activity 

UAHPs –  

CPD is linked to registration with the HCPC, so you need to meet their CPD standards to stay 

registered. There are five CPD standards. 

A registrant must: 

1. maintain a continuous, up-to-date and accurate record of their CPD activities; 

2. demonstrate that their CPD activities are a mixture of learning activities relevant to 

current or future practice; 

3. seek to ensure that their CPD has contributed to the quality of their practice and service 

delivery; 

4. seek to ensure that their CPD benefits the service user; and 

5. upon request, present a written profile (which must be their own work and supported by 

evidence) explaining how they have met the Standards for CPD. 
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CPD Log 

Guide to completing CPD record log 
Examples of learning method 
• Online learning 
• Course attendance 
• Independent learning  
 
What was the topic? 
Please give a brief outline of the key 
points of the learning activity, how it is 
linked to your scope of practice, what you 
learnt, and how you have applied what 
you learnt to your practice. 
  

Link to Code (for NMC registrants) 
Please identify the part or parts of the 
Code relevant to the CPD 
• Prioritise people 
• Practise effectively 
• Preserve safety 
• Promote professionalism and trust

 

Dates Method Topics Link to Code 
(NMC registrants) 

Number of 
hours (and 

participatory 
hours) 
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Dates Method Topics Link to Code 
(NMC registrants) 

Number of 
hours (and 

participatory 
hours) 
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Notes 
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Appendix  3 (must always be the last appendix) 

Version Date Comments Author 

1 22.05.2018  E.Kilroy, A. Clark, A. 
Marshall 

 
Review Process Prior to Ratification: 
 
Name of Group/Department/Committee Date 

Senior Nurses Forum 27.06.2018 
Advancing Practice and Procedures Group 29.06.2018 
NICE Clinical Guidelines Group 06.09.2018 
Policy Ratification Group 24.10.2018 
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REPORT TO THE  
AUDIT COMMITTEE 

REF: BoD 19/02/P-13 

 

SUBJECT: AUDIT COMMITTEE – CHAIR’S LOG  

DATE: 07 February 2019    

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, Non-Executive Director and Audit Committee 
Chair 

STRATEGIC CONTEXT  

Effective governance. 
 

EXECUTIVE SUMMARY  

 
 Planning for the external audit of public disclosure statements for 2018/19 is complete. The committee 

approved the timetable to undertake and report the results of the audit. 
 

 Since the October 2018 Audit Committee, three internal audit reports have been issued. The reviews 
of Compliance with Legislation (Health & Safety), and Criminal Records Checks gave Significant 
Assurance opinions on the effectiveness of internal controls. The review of Nutrition & Hydration gave 
only Limited Assurance. The committee has asked the Quality and Governance Committee and BFS 
to review the detailed findings and reduce the timetable to address the risks identified. 
 

 The committee agreed to transfer 20 days from the Internal Audit annual programme to support the 
Counter Fraud service. 
 

 The committee was pleased to note that a new computer system for tracking progress with the 
implementation of internal audit recommendations has been successfully introduced. 

 
RECOMMENDATION    

 

The Board is asked to review and endorse the attached Chair’s Log. 
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Audit Chairs Log 17 October 18 

Subject: AUDIT COMMITTEE ASSURANCE REPORT Ref: BoD 19/02/P-13 

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

Committee / Group Date Chair 
Audit Committee 16 January 2019 Nick Mapstone 
 

Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate to 

receiving body 

1 

Membership 

 

Keely Firth, Non-Executive Director, has joined the committee to replace Janet 
Dean. 
 

Board To note 

3.1 

Action log 
 
A new computer system for tracking progress with the implementation of internal 
audit recommendations has been successfully introduced. 
 

Board For assurance 

4.1 

External Audit 

 
Planning for the external audit of public disclosure statements for 2018/19 is 
complete. The committee approved the timetable to undertake and report the 
results of the audit. The committee intends to review progress at its meeting on 25 
April and approve the statements at a further meeting on 22 May prior to the 
statements being approved at an Extraordinary Board meeting on 23 May. 
 

Board For assurance 

4.2 
 
 
 
 
 
 
 
 

Internal Audit 
 
The following reports (with associated ratings) have been issued since the October 
2018 Audit Committee: 
 
Key Financial Systems (Follow-Up) 
Compliance with Legislation (Health & Safety) – Significant Assurance 
Criminal Records Checks - Significant Assurance  
Nutrition & Hydration - Limited Assurance 
 

 
 
 
 
 
 

Board 
 
 
 

 
 
 
 
 
 
For assurance 
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Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate to 

receiving body 

The last review found that the Trust’s polices on nutrition and hydration, and 
protected mealtimes were not being applied consistently. The committee has asked 
the Quality and Governance Committee and BFS to review the detailed findings 
and reduce the agreed timetables to address the risks identified. 
 
360 Assurance is to facilitate a Board Workshop on the topic of risk appetite in April 
2019. Before that, a further Board Workshop on directors’ responsibilities under the 
Health & Safety at Work Act is planned. 

 
 
 

       Q&G  
 
 
 

Board 

 
 
 
Recommendation 
 
 
 
For assurance 

 
5.3 and 5.4 
 
 
 
 

Board Assurance Framework and Corporate Risk Register 

 
No changes to the BAF or CRR were considered necessary, and the committee 
was assured that the processes for reviewing and updating the documents were 
working as intended. 
 

Board For assurance 
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REPORT TO TRUST BOARD REF:    
 
SUBJECT:   Integrated Performance Report:  December 2018 

DATE:          7 February 2019  

PURPOSE:  

 Tick as applicable   Tick as applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Ben Brewis – Deputy Director of Operations 

SPONSORED BY: Bob Kirton – Chief Delivery Officer 

PRESENTED BY: Bob Kirton – Chief Delivery Officer 

STRATEGIC CONTEXT 
Strategic Objective 1 – Patients will experience safe care 
Strategic Objective 3 – People will be proud to work for us 
Strategic Objective 4 – Performance Matters 
EXECUTIVE SUMMARY 

1. Patient Access: 

Summary & Benchmarking: 
 
The Trust continues to deliver access to services in a timely manner for our patients. BHNFT is the only Trust to 
deliver 4 hour access, RTT incomplete, Cancer 62 day pathways and diagnostic access simultaneously. 
 
Emergency access & Patient Flow:  
 
Performance against the 4 hour emergency access standard remains consistently strong at 96.7% despite entering 
a period of seasonal pressure. Activity remains 13% above plan with non-elective admissions 6% above plan. 
 
RTT: 
 
The Trust remains compliant against the 18 week referral to treatment (RTT) standard at 95.3% for November 2018 
despite continued challenges in Dermatology where medical staffing challenges remain mitigated but not yet 
solved. 
 
Cancer:  
 
Continued delivery of the 62 day referral to treatment standard was maintained in November at 85.7% along with 
the 2 week wait standard at 95.2%. December demonstrated recovery of the 38 day inter provider transfer 
standard at 92.3% from a non-compliant position in November 
 
Diagnostic Waits:  
 
The diagnostic wait standard remains compliant with over 99% of patients accessing diagnostic services within 6 
weeks of referral 
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2. Quality of Care: 

 
Patient Safety: 
 
Pressure Ulcers (Quality Strategy – Goal 2: Delivering Consistently Safe Care) 
There were no hospital acquired category 3 or 4 and 11 category 2 pressure ulcers. There were 2 hospital acquired 
deep tissue injuries. There were 3 hospital acquired device related pressure ulcers. 
 
Falls 
There were 72 inpatient falls in December, 14 were repeat falls. The actual level of harm for the incidents occurring 
in the month are: 56 No Harm, 15 low harm, 0 moderate harm, 0 severe harm and 1 death (as a result of the fall on 
the Acorn rehabilitation unit). Clinical areas with highest numbers of fall were our elderly care areas Acute Rehab 
Unit, Acute Stroke Unit & Ward 20, Ward 19 and Ward 23. These wards care for patients, who due to underlying 
medical conditions are at a greater risk of falling. 
 
Patient Experience: 
 
Complaints:  

During December the Trust received 15 new complaints. Primary themes related to clinical care and treatment. The 
percentage of cases closed within agreed timeframe for the month was 92% and the year to date position is 91%. 
The average number of working days to investigate complaints was 45 days. 73% of complaints were upheld or 
partly upheld. The PA&C Team dealt with 127 concerns and enquiries during December 
 

3. People:  
 
Sickness has reduced  by 0.18% to 4.27%.  2.56% is long-term sickness and 1.73% is short-term sickness. The 
sickness rate is lower than this time last year when it stood at 5.06% in December 2017.  The sickness absence 
reduction action plan is due to be approved this month at Executive Team and Finance & Performance Committee 
  
Staff Turnover is at 9.14% and within our expected range 
 
Mandatory Training increased during December from 87.9% to 88.4%.  The topic with highest compliance is 
Moving & Handling back care awareness at 96.5% and the topic with lowest compliance is Infection Control Level 2 
at 78%. 
 
Staff Appraisal Rates are at 91.2% and above the 90% target compliance rate 
 

4. Finance:  
 

• The Trust has a consolidated year to date deficit position, which is £0.396m favourable to the initial plan, 
due to £0.390m bonus PSF 

• Clinical activity based income ytd is £3.587m favourable to plan 
• CIP delivery for month 9 is ahead of plan year to date 
• Loan funding of £8.152m has been drawn year to date 
• Capital expenditure is £1.421m behind plan 

 
RECOMMENDATIONS 

Trust Board is asked to receive and endorse the latest IPR for December 2018 
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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 
December2018 
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Capital Plan

The Trust has a consolidated year to date deficit position, which is £0.396m favourable to the initial plan, due to £0.390m bonus PSF

Clinical activity based income ytd is £3.587m favourable to plan

CIP delivery for month 9 is ahead of plan year to date

Loan funding of £8.152m has been drawn year to date

Capital expenditure is £1.421m behind plan

Sickness has reduced by 0.18% to 4.27%. Of which 2.56% is long term sickness and 1.73% is short term sickness. The sickness rate is lower than

this time last year when it stood at 5.06% in December 2017. The sickness absence reduction action plan is due to be approved this month at

Executive Team and Finance & Performance Committee

Mandatory Training compliance has increased from 87.9% to 88.4%. The topic with highest compliance is Moving & Handling at 96.5% and the

topic with the lowest compliance is Infection Control Level 2 at 78%. However, this is an increase by 1.7% from 76.3% compliance in October

Staff Appraisal Rate - 91.2% and above the 90% target compliance rate

 Staff Turnover is within the expected range

Referral To Treatment (18 weeks)

P
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Emergency Access

Planned Cash Position

Planned Financial Position 

Income

Cost Improvement Programme

Cancer 

Diagnostic Waits

Sickness Absence

Mandatory Training

Staff Turnover

Staff Appraisal Rates

Performance against the 4 hour emergency access standard remains consistently strong at 96.7%  despite entering a period of seasonal pressure. 

Activity remains 13% above plan with non-elective admissions 6% above plan

The Trust remains compliant against the 18 week referral to treatment (RTT) standard at 95.3% for November 2018 despite continued challenges 

in Dermatology where medical staffing challenges remain mitigated but not yet solved

Continued delivery of the 62 day referral to treatment standard was maintained in November at 85.7% along with the 2 week wait standard at 

95.2% . December demonstrated recovery of the 38 day inter-provider transfer standard at 92.3%

The diagnostic wait standard remains compliant with over 99% of patients accessing diagnostic services within 6 weeks of referral

Patients Partnerships People Performance  

BHNFT At-a-Glance 
December 2018 
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Patient 

Experience

Clinical 

Effectiveness

SHMI  Q1 2018-2019 - 102.0 

HSMR Rolling 12 month November 17 - October 18 - 106.23

Patient 

Safety

Complaints

During December the Trust received 15 new complaints, allocated as follows:

CBU 1 – 6, CBU 2 – 3, CBU 6.   Primary themes related to clinical care and treatment.  The percentage of cases closed within agreed timeframe for the month was 92% and the year to date position is 91%.    The average number of working days to investigate complaints was 45 

days.  73% of complaints were upheld or partly upheld.   The PA&C Team dealt with 127 concerns and enquiries during the month.

FFT

We are looking into the possibility of using tablets in ED supported by volunteers.    Since the SMS contract was ended we have seen a downward trend in response rates in ED.    FFT is under review nationally and we anticipate further implementation guidance will be issued in the 

near future.     

Falls

There were 72 inpatient  falls in December, 14 were repeat falls. There is a reduction in the number of falls from November. The actual level of harm for the incidents occurring in the month are: 56 No Harm, 15 low harm and 1 moderate harm or above.

Clinical areas with highest numbers of falls were our elderly care areas AcRU, ASU/20, Ward 19 & 23. These wards care for patients who due to underlying medical conditions are at higher risk of falling.

Incidents

Death

• Head injury sustained as a result of an inpatient fall.

Two medication incidents (both low harm):

• Missed morning medications

• Wrong frequency of medication

Four Serious Incidents reported in the month (all four reported in December however none occurred within month)

• 2018/29273 – Grade 3 pressure ulcer

• 2018/29911 – Sub-optimal care of deteriorating patient

• 2018/28814 – Medical equipment malfunction

• 2018/30441 – Intra-uterine death

Pressure Ulcers 

There were no hospital acquired Category 4 Pressure Ulcers. The were no hospital acquired Category 3 Pressure Ulcers. There was eleven hospital acquired Category 2 Pressure Ulcers, of these, eight were avoidable/lapses in care, three were unavoidable/no lapses in care. There 

were two deep tissue injuries, both were avoidable/lapses in care. There were 3 hospital acquired, unstageable pressure ulcers, all were avoidable/lapses in care. There were three hospital acquired device related pressure ulcers; one caused by a mattress compressor (lapse in 

care), one by an NG tube and one by a patient introduced foreign body to a cast (no lapse in care).

Patients Partnerships People Performance  

BHNFT At-a-Glance 
December 2018 
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Domain KPI Target
Target 

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

Dementia - Find/Assess 90% (>) National 93.0% 93.3% 91.9% 90.6% 94.1% 93.7% 91.4% 91.8% 92.7% 92.5% 93.8% 95.3% 95.0%

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 208 676 80 72 86 73 94 72 73 98 58 53 83 72

Multiple Falls n/a BHNFT 36 148 22 13 18 18 24 16 13 29 12 9 13 14

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

Hand washing (Data Collection Suspended until Feb 19) 95% (>) National 97% 99% 99.9% 100% 98% 100% 100% 99% 99% 100% 99% 99% 95%

Pressure Ulcers Grade 3 & 4 (Avoidable) 0 0 BHNFT 1 6 3 1 2 1 1 0 0 1 2 0 1

Pressure Ulcers Grade 2 (Avoidable) 0 0 BHNFT 13 26 4 4 3 3 1 5 0 1 3 9 4

Deep Tissue Injuries (New KPI Reporting started Nov 18) 0 0 BHNFT 3 3 3 3 2

Pressure Ulcers Category 2 0 0 BHNFT 11

Pressure Ulcers Category 3 0 0 BHNFT 0

Pressure Ulcers Category 4 0 0 BHNFT 0

Unstageable Pressure Ulcers 0 0 BHNFT 3

Device Related Pressure Ulcers 0 0 BHNFT 3

Hospital Acquired Clostridium Difficile 12 (<) 1 NHSE 6 11 2 3 3 0 1 0 0 2 2 3 1 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 1 1 1 0 0 0 0 0 0 0 0 1 0 0

Q - Serious Incidents - NHSE 22 49 7 5 1 6 8 6 0 3 4 9 9 4

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

Q - Total Number of Incidents Resulting in Severe Harm 0 0 National 3 10 1 3 4 0 1 2 1 2 1 3 0 0

Q - Percentage of Incidents Causing Harm 28% (<) BHNFT 30.4% 97.6% 8.2% 9.9% 11.1% 11.9% 11.4% 11.3% 10.5% 12.1% 10.0% 9.5% 11.3% 9.5%

Q - Total incidents reported (All) 7400 (>) 617 BHNFT 2169 6056 850 680 684 624 673 610 677 659 644 702 699 768

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

<82.5% (> )
BHNFT 89% 88% 90.5% 89.4% 85% 87% 88% 86.2% 84.1% 83.9% 97.1% 94.6% 90.6% 65.6%

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

<82.5% (> )
BHNFT 98% 97.5% 95.8% 98.4% 98.9% 98.1% 97.6% 98.3% 97.6% 97.0% 95.9% 98.2% 97.2% 97.3%

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

<82.5% (> )
BHNFT 93.8% 95.1% 95.9% 95% 95.5% 94.2% 95.3% 95.9% 96.0% 96.2% 97.5% 94.5% 93.7% 92.9%

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

<82.5% (> )
BHNFT 99.4% 98% 96.5% 98.2% 100% 97% 98% 96.4% 96.1% 98.7% 97.0% 99.3% 99.2% 100.0%

Q - Complaints closed within target % G >90%, A >=70%-90%, R <70% (>) BHNFT 98.8% 91.7% 93.3% 88.9% 87.5% 90.0% 68.4% 80.0% 84.8% 100.0% 97.1% 96.9% 100.0% 100.0%

Single Sex Breaches 0 0 National 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Q - Duty of Candour Breaches 0 0 National 0 0 0 0 0 0 0 0 0 0 0 0 0 0

VTE Screening Compliance 95% (>) NHSE 97.9% 98.2% 97.7% 98.0% 98.2% 97.9% 97.2% 98.5% 97.6% 98.6% 97.6% 97.2% 98.6%

Recorded Medication Incidents - - National 183 478 32 38 35 37 53 38 52 59 56 77 50 56

Recorded Medication Errors - Causing harm - - National 6 19 4 6 8 1 4 1 0 3 4 2 2 2

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

Q - HSMR (Rolling 12 months) Latest Data is October 2018 Post ReBase - - - 103.3 106.3 107.0 108.5 108.9 109.8 110.1 109.4 109.6 106.2

Crude Mortality (Number of Deaths) - - - 126 109 106 106 85 82 88 74 80 78 80 102

SHMI (Rolling 12 months) Latest Data is June 18 - - - 100.2 102.0

RAG Description

RED Failed Target

AMBER  
Failed by <5% (This tolerance does not apply to Cancer & A&E targets which will be RED if 

the target is not achieved)

GREEN Achieved Target

< Less Is Good 

> More is good

Q KPI is in the Quality Schedule 

Quality Performance Scorecard

Patient Safety

Patient Experience

Clinical 

Effectiveness

Patients will experience safe care

Patients Partnerships People Performance  
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People and Patient Access Scorecard

Domain KPI Target
Target 

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

People will be proud to work for us

Staff Turnover (Rolling 12 months) G <=10%, A >10%-11%, R >11% (<) BHNFT 9.1% 9.2% 9.5% 9.5% 9.6% 9.5% 9.2% 9.3% 9.2% 9.3% 9.2% 9.1% 9.2% 8.8%

Staff Appraisal Rate G >90%, A >=70%-90%, R <70% (>) BHNFT 91.8% 98.0% 92.3% 91.7% 91.0% 11.7% 43.5% 91.9% 92.3% 92.2% 92.2% 92.2% 91.9% 91.2%

Mandatory Training G >90%, A >=85%-90%, R <85% (>) BHNFT 87.4% 87.5% 87.7% 88.1% 88.4% 88.4% 88.2% 88.0% 88.0% 86.7% 86.0% 86.0% 87.9% 88.4%

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

(<)
BHNFT 4.30% 4.20% 5.81% 4.64% 4.30% 4.29% 4.14% 4.16% 4.17% 4.03% 4.14% 4.17% 4.45% 4.27%

Performance matters - Key Performance Indicators

RTT Incomplete Pathways (November 2018) 92% (>) National 93.4% 94.4% 92.1% 92.4% 92.2% 93.2% 93.4% 93.6% 94.3% 94.7% 95.1% 95.9% 95.3%

Q - Cancer 2 Week Waits 93% (>) National 96.1% 95.2% 96.2% 95.8% 95.1% 94.1% 95.3% 95.1% 96.7% 96.8% 94.9% 93.5% 95.2%

Q - Symptomatic Breast 2 Week Waits 93% (>) National 93.6% 93.2% 99.1% 96.2% 91.7% 93.7% 92.7% 91.7% 96.5% 91.3% 92.0% 94.7% 92.2%

Q - 31 Day - 1st Definitive Treatment 96% (>) National 100% 99% 98.8% 100% 97.8% 100% 100% 98% 100% 100% 100% 100% 97%

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% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Q - 38 Day - Inter-Provider Transfer 85% (>) BHNFT 87.9% 76.3% 63.6% 85.7% 77.4% 63.2% 64.3% 70.6% 80.6% 90.0% 93.1% 61.5% 62.1% 92.3%

Q - 62 Day - GP Referral to Treatment 85% (>) National 87.8% 88.9% 89.5% 91.1% 90.6% 92.7% 87.3% 90.6% 83.7% 91.8% 87.7% 91.4% 85.7%

Q - 62 Day - Screening Referral to Treatment 90% (>) National 90.7% 87.5% 88.2% 96.3% 90.9% 85.7% 83.3% 88.5% 93.8% 100.0% 71.4% 73.3% 92.0%

Q - 62 Day - Consultant Upgrade to Treatment 85% (>) BHNFT 93.5% 87.5% 100% 80% 100% 33% 81% 100% 83% 100% 100% 81% 86%

Emergency % Patients Waiting <4 Hours 95% (>) National 95.9% 95.1% 85.5% 89.9% 91.1% 90.3% 93.0% 95.4% 92.1% 97.2% 98.6% 95.4% 97.4% 96.7%

Average Length of Stay - Elective (Spell) G <=3.45, A >3.45-3.91, R >3.91 (<) BHNFT 2.89 2.86 2.28 2.53 2.48 3.27 3.26 3.08 2.66 2.38 2.44 2.94 2.60 3.14

Average Length of Stay - Non-Elective (Spell) G <=3.45, A >3.45-3.91, R >3.91 (<) BHNFT 3.19 3.37 2.74 2.75 2.52 3.85 3.40 3.65 3.16 3.26 3.40 3.26 3.19 3.12

Re-admissions % (Validated) - BHNFT 7.5% 7.1% 8.0% 7.6% 8.1% 7.1% 7.2% 7.8% 7.2%

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% 0.5% 0.4% 0.8% 1.1% 0.6% 0.4% 0.6% 0.82% 0.76% 0.6% 0.3% 0.4% 0.3%

DNA Outpatient DNA Rates G <=8%, A >8%-10%, R >10% (<) BHNFT 7.0% 7.2% 7.8% 7.1% 7.8% 6.8% 7.1% 7.6% 7.2% 7.3% 7.0% 6.9% 7.0% 7.3%

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)

AMU 93% 91% 93% 120% 5.6 4.0 9.7
Registered Nurses

AN/PN 96.2% 99.5% 96% 96.9% 6.5 2.1 8.7
Registered Midwives

Birthing 
Centre 98.7% 96.7% 97.5% 100.0% 31.4 4.8 36.2

Unregistered health care/midwifery care assistants

CCU 84% 87% 96% - 11.5 1.8 13.4
Unregistered nursing/midwifery auxiliaries.

Gynae IP 
Ward 100% 100% 100.0% 100.0% 3.3 3.3 6.6

ITU 92.5% 81.1% 97.7% - 31.6 2.3 33.9

SHDU 81.5% 76.0% 98.3% - 14.4 3.6 18.0

Ward 15 100.0% 100.0% 97.1% 88.5% 8.9 1.7 10.5

Ward 17 91.2% 86.1% 106.7% 106.6% 2.9 2.0 4.9

Ward 18 72.5% 85.4% 89.7% 125.8% 3.4 2.3 5.7

Ward 19 
Elderly 73.5% 82.4% 90.8% 98.1% 2.3 4.1 6.4

Ward 
20_ASU 87.6% 85.2% 108.0% 115.9% 2.6 4.2 6.9

Ward 21 92.1% 90.8% 103.2% 138.7% 2.3 2.8 5.1

Ward 22 62.3% 80.2% 100.1% 124.1% 2.6 3.1 5.7

Ward 23 
Frailty Unit 83.7% 114.4% 98.3% 116% 3.6 4.9 8.5

Ward 24 100% 108% 93% 142.7% 4.6 4.2 8.8

Ward 29 
SSU 100% 100% 73% 100.0% 2.1 1.7 3.8

Ward 30 
GMU 92% 100% 98% 100.0% 3.1 2.4 5.5

Ward 
31/SA 84% 117% 100% 96.7% 3.4 3.3 6.8

Ward 32 90% 106% 102% 112.9% 3.2 3.5 6.7

Ward 33 80% 109% 97% 153.3% 2.7 4.6 7.3

Ward 34 64% 81% 79% 119.4% 7.2 4.9 12.1

Ward 37 101% 97% 108% 100.0% 6.2 2.3 8.6

192 - CRITICAL CARE 
MEDICINE

422- NEONATOLOGY

320 - CARDIOLOGY

300 - GENERAL MEDICINE

Ave fill rate 

Care staff 

(%)

320 - CARDIOLOGY

300 - GENERAL MEDICINE

Ave fill rate 

Registered

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:

192 - CRITICAL CARE 
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

Night Care Hours Per PatientDay

Specialty
Ave fill rate 

Registered

N
u
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in

g 
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n
g 
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ll 

R
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502 - GYNAECOLOGY

301 - GASTROENTEROLOGY

420 - PAEDIATRICS

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 five wards whereby the staffing levels fell below 80% for registered 

nurses on day shifts in December 2018. The wards with a fill rate less than 

80% are; wards 18 (respiratory), ward 19 (elderly care), ward 22 

(endocrinology and diabetes), ward 33 (trauma and orthopaedics) and ward 

34 (elective orthopaedics).There were two wards with a fill rate of less than 

80% for the night shift these were ward 30(Short stay unit) and ward 34 

(elective orthopaedics). The trust is now using NHS Professionals for bank and 

agency.

501 - OBSTETRICS

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 (%)

501 - OBSTETRICS

100 - GENERAL SURGERY

110 - TRAUMA & 
ORTHOPAEDICS
110 - TRAUMA & 
ORTHOPAEDICS

300 - GENERAL MEDICINE

300 - GENERAL MEDICINE

100 - GENERAL SURGERY

823 - HAEMATOLOGY

340 - RESPIRATORY MEDICINE

430 - GERIATRIC MEDICINE

430 - GERIATRIC MEDICINE

307-DIABETIC MEDICINE

Patients Partnerships People Performance 
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High Level Summary 
Sickness   - has reduced  by 0.18% to 4.27%.  2.56% is long term sickness and 1.73% is short term 
sickness. The sickness rate is lower than this time last year when it stood at 5.06% in December 2017.  
The sickness absence reduction action plan is due to be approved this month at Executive Team and 
Finance & Performance Committee.  
 
 Staff Turnover  within the expected range 
 
Mandatory Training   increased last month from 87.9% to 88.4%.  The topic with highest compliance is 
Moving & Handling back care awareness at 96.5% and the topic with lowest compliance is Infection 
Control Level 2 at 78%. However this is an increase by 1.7% from 76.3% compliance last month. 
 
Staff Appraisal Rate   at 91.2% and above the 90% target compliance rate. 
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People - Trend Analysis 
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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  
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DNA Rates 

New Follow Up Total Target 2017/18

Cancelled Operations target is '0' 
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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)

Patients Partnerships People Performance  

Emergency Access and Patient Flow (1)
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Clinical and operational teams remain focused on continued action to mitigate the impact of pressure on patient access, predominantly for emergency patients. Actions Include:

• Board approval of bed reconfiguration proposal reached in August 2018. The flex bed model is now in place and all areas functioning as per agreed speciality.

• 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. The Trust is also taking part in the NHSI collaborative programme around SAFER and 

Red2Green, this includes peer review in January form neighbouring Trusts.

• A review is taking place by DDoN 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 evaluation has taken place, this includes trailing a daily operational phone call to review all Trusts performance and any risks identified.

• Patient flow and bed management programme commenced April 2018, with a detailed programme structure and time frame, this programme has had its end of year review in December 2018 and it has been agreed which work streams will 

continue into 2019 and which become routine business.

• 

• Project plan agreed by executive team to undertake a Trust wide role out of CareFlow and ProWard. The implementation plan is currently being developed by the project team. ProWard is an electronic whiteboard solution to track patient flow 

in clinical areas. The concept supports analysis of data sets including stranded patients and length of stay and also red and green days in a patient’s journey.

• Re design of patient flow teams completed, this incudes the support provided to the site by on call managers.

• The Trust is engaged in the ‘Action for A&E programme’ which is run by NHSI and NHSE. The programme is now completed and feedback given.

• A robust winter planning meeting structure is now in place to review internal operational plans; this includes reviewing all the CBUs plans for key services across the festive period and also the winter months. A separate meeting took place in 

December with partner organisations to understand their services and arrangements. The partner meeting fed into the Trust wide meeting and formed part of the winter plan documentation.

• Initial lessons learnt meeting has taken place to review the festive period internal operational plan. Both positive and negative feedback has been collated and will form part of the planning process for the Easter period. Easter planning 

meetings will commence in February 2019 and this will be managed by DDoN Operations.

• The stranded patient review process is being trialled on ward 17 and 33. Further work is taking place to cleanse the data and how we report on patients who have been in the Trust over 7 days. A weekly review meeting has also been 

commenced to review the themes around what impacts on LLS. 
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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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Barnsley Doncaster And Bassetlaw

Rotherham Sheffield Teaching

EWS = Amber only 
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Performance Matters (KPIs)
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Emergency Access and Patient Flow (3)

ED Delivery Dashboard V4

Tr
u

st
 B

ed
 O

cc
u

p
an

cy
 (

M
ed

ic
al

)

Le
n

gt
h

 o
f 

St
ay

 (
Sp

el
l)

G
P

 S
tr

e
am

in
g

13 Pack Page No.108



Performance Matters (KPIs)
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Regulatory Performance - 18 Week Referral to Treatment

As stated 

RTT 18 Week Performance - November 2018
Validated Position

Comments
Specialty <18 >18 Total %

CARDIOLOGY 393 3 396 99.2%
DERMATOLOGY 1042 90 1132 92.0%
E N T 917 24 941 97.4%
GASTROENTEROLOGY 827 0 827 100.0%
GENERAL MEDICINE 228 0 228 100.0%
GENERAL SURGERY 1618 95 1713 94.5%
GERIATRIC MEDICINE 57 0 57 100.0%
GYNAECOLOGY 840 10 850 98.8%
OPHTHALMOLOGY 1256 80 1336 94.0%
ORAL SURGERY 1127 98 1225 92.0%
OTHERS 754 20 774 97.4%
RESPIRATORY MEDICINE 199 12 211 94.3%
RHEUMATOLOGY 292 3 295 99.0%
TRAUMA AND ORTHOPAEDICS 996 73 1069 93.2%
UROLOGY 658 42 700 94.0%
Total 11204 550 11754 95.3%
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Incompletes - Target 92%

The November uploaded position shows Trust level delivery of the RTT incomplete 

standard in all specialties.

Medical Staffing pressure continue to challenge the sustainable delivery of the 

Dermatology RTT position, December pressures have resulted in an anticipated under-

delivery at 91%. Work continues to recruit medical staff and interviews have taken 

place, however, it is likely that January will remain non-compliant in Dermatology too.
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Performance Matters (KPIs)
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Regulatory Performance - Cancer

Shared Pathways 
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - Cancer

Graph to follow from Cancer services

Graph to follow from Cancer services

Comments
The uploaded and validated November performance against all national and locally defined KPIs for cancer showed compliance across the vast majority of standards at Trust level

 2 week wait:

Most specialties achieved the threshold for the ‘2 week wait’ target in November which is commendable given that the month saw the highest volume of 2ww referrals ever received by the Trust at 821 total. However both the Lower GI and Gynaecology

specialties failed to achieve the target. Breach reasons were entirely patient choice or capacity issues (offer of only 1 x appointment within the 14 day window). The full implementation of the Lower GI RAPID pathway by April should help alleviate demand

through greater utilisation of ‘straight to test’ routes; and the Gynaecology team have increased capacity through workforce additions.

 

31 Day pathways:

Most specialties achieved 100% compliance across relevant 31 Day pathways in November with the exception of the Lower GI pathway which was non-compliant. This was due to 2 x local breaches where analysis revealed inadequate elective capacity (HDU bed

x 1 and scheduling of keyhole surgery x 1). There will be a focus by the Cancer Alliance on strengthening local pathway delivery through Q4, as these pathways afford greater control by individual providers than those pathways which are shared across

organisations.

 

62 Day GP Referral to Treatment:

In November, 5 specialties achieved the 62 Day ‘GP referral to treatment’ standard (Breast, Gynaecology, Lung, Skin and Urology). 4 specialties were non-compliant against the target (Haematology, Head and Neck, Lower GI and Upper GI). Non-compliance in

Haematology is unusual and was entirely related to medical reasons. The other failures are reflective of system pressures or slow diagnostic processes. The introduction of ‘straight to test’ in Lower GI and Upper GI (national RAPID pathway expected in next few

months) would improve performance significantly and also enable these specialties to achieve the 28 Day Faster Diagnosis standard by the required 2020 deadline.

 

62 day Screening:

The 62 Day Screening target in November was compliant at Trust level but non-compliant at Lower GI specialty level. This was due to 1 x shared pathway which breached due to medical reasons.  

 

62 Day Consultant Upgrade:

The locally agreed 62 Day ‘Consultant Upgrade’ target in November was compliant at Trust level but non-compliant for the Lung specialty. This was due to capacity issues at the tertiary centre although the pathway was referred to them late by the BHNFT Lung

team (Day 45). 

 

38 day Inter provider Transfers:

October and November showed a considerable drop in performance compared to previous months. However there was marked improvement in December which should have a positive impact on performance both at local and system level. Work to improve

pathways and achieve the 28 Day Faster Diagnosis target should radically improve and sustain 38 Day performance; but teams need to remain focused in order to ensure patients receive the optimum experience and smooth pathways between organisations. 

 

Prolonged pathways:

Following a review by the Cancer Alliance of the management of 104 Day prolonged pathways, the Trust is undertaking a further validation exercise of all prolonged pathways in 2018. Full root cause analysis of these pathways is always undertaken and no

detrimental impact on clinical outcome has ever been highlighted. Results from the validation work will be presented in due course.
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62 Day - Urgent GP Referral to Treatment 
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62 Day - Screening Programme 
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62 Day - Consultant Upgrades 
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Performance Matters
Activity

17/18 18/19 18/19

Actual Plan Actual Variance %

Elective Daycases 20,739 20,884 20,592 -292 -1%

Elective Inpatients 3,086 2,957 2,580 -377 -13%

Elective Total 23,825 23,840 23,172 -668 -3%

Non Elective Total 27,325 28,124 29,780 1656 6%

Maternity Pathway Total 4,885 4,940 4,755 -185 -4%

A&E Total 63,860 63,374 71,778 8404 13%

Outpatients Total 246,821 240,862 250,148 9286 4%

* Please note excess bed days are not included in these figures. 2018/19 Activity Plan 2017/18 Activity Plan

2018/19 Activity Actual 2017/18 Activity Actual

2017/18 Outturn

2018/19 Activity Plan 2017/18 Activity Plan 2018/19 Activity Plan 2017/18 Activity Plan

2018/19 Activity Actual 2017/18 Activity Actual 2018/19 Activity Actual 2017/18 Activity Actual

2017/18 Outturn 2017/18 Outturn
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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 -42, T&O -447, Paediatric Oral Surgery -106,  Respiratory 

Medicine -184, Cardiology -147 and Dermatology -97.  Specialities over performing are General Surgery +369, Gynaecology 

+112 and Ophthalmology +130.

Elective under performance: T&O -238, Colorectal -94, Cardiology -70 and Gynaecology -146. Specialties over performing are: 

General Surgery +59, ENT +76 and Gastroenterology +50.

Outpatients: New attendances are under performing by -1443 and follow ups are over performing by +10600.
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Appendix  
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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
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Appendix  

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

Item RAG

1

2

3

4

5

6

Comments

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.

•        A further audit has just been completed focusing on AMAC 

and SAU in order to establish whether there are any issues with 

reporting in those areas

The Trust is achieving 95.3% in RTT Performance 

Average tariff:£93.74

Current position is 125.51%

0 Identified

4hr Readmissions - 0

24hr Readmissions - 319

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 296 250 -15.54% -46 2,957 2,580 -12.75% -377 EBITDA -275 264 196.00% 539 -2,856 -2,545 10.89% 311

Day Cases 2,097 2,103 0.29% 6 20,884 20,592 -1.40% -292 Depreciation -419 -410 2.15% 9 -3727 -3679 1.29% 48

Non-elective inpatients 3,311 3,567 7.73% 256 28,157 29,841 5.98% 1,684 Restructuring & Other -21 -37 -76.19% -16 -189 -204 -7.94% -15

Outpatients 23,957 25,443 6.20% 1,486 238,834 247,991 3.83% 9,157 Financing Costs -107 -112 -4.67% -5 -957 -905 5.43% 52

A&E 7,169 8,386 16.98% 1,217 63,374 71,778 13.26% 8,404 SURPLUS/(DEFICIT) -822 -295 64.11% 527 -7,729 -7,333 5.12% 396

'Clinical' Activity

Other (excludes direct access tests) 7,505 7,652 1.96% 147 71,956 76,255 5.97% 4,299 SOFP £'000 £'000 £'000 £'000 £'000 £'000

Total activity 44,335 47,401 6.92% 3,066 426,162 449,037 5.37% 22,875 Capital Spend -1,049 -455 -56.63% 594 -5,159 -3,738 -27.54% 1,421

Inventory 3,398 2,757 18.86% 641

CIP £'000 £'000 £'000 £'000 £'000 £'000 Receivables & Prepayments 17,151 13,256 22.71% 3,895

Income 167 443 165.27% 276 999 2,620 162.26% 1,621 Payables -18,852 -14,660 -22.24% -4,192

Pay 472 501 6.14% 29 2,434 1,874 -23.01% -560 Accruals -7,489 -4,512 -39.75% -2,977

Non-Pay 297 224 -24.58% -73 2,189 2,235 2.10% 46 Deferred Income -915 -1,358 48.42% 443

Total CIP 936 1,168 24.79% 232 5,622 6,729 19.69% 1,107

Cash & Loan Funding £'000 £'000 £'000

INCOME £'000 £'000 £'000 £'000 £'000 £'000 Cash 3,499 3,586 2.49% 87

Clinical (Activity) 10,891 11,434 4.99% 543 98,519 102,106 3.64% 3,587 Loan Funding -66,880 -67,415 -0.80% -535

Other Clinical 3,966 4,361 9.96% 395 36,613 37,238 1.71% 625

CQUINS 324 334 3.09% 10 2,964 3,056 3.10% 92 KPIs

Risks & Penalties -166 -166 -394 -394 EBITDA % -1.57% 1.40% -189.34% 2.97% -1.82% -1.57% 13.55% 0.25%

Non Recurrent Income 0 0 #DIV/0! 0 0 0 #DIV/0! 0 Deficit % -4.69% -1.57% 66.60% 3.13% -4.92% -4.53% 7.96% 0.39%

PSF Funding 827 1,219 47.40% 392 5,374 5,765 7.28% 391 Receivable Days 29.2 22.6 22.71% 6.6

Other 1,510 1,642 8.74% 132 13,591 14,126 3.94% 535 Payable (excluding accruals) Days 78.7 61.2 -22.24% -17.5

Total income 17,518 18,824 7.46% 1,306 157,061 161,897 3.08% 4,836 Payable (including accruals) Days 110.0 80.0 -27.22% -30

Use of Resource metric 3 3 0.00% 0

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

Pay -11,918 -12,980 -8.91% -1,062 -107,042 -114,018 -6.52% -6,976

Drugs -1,319 -1,311 0.61% 8 -11,871 -11,941 -0.59% -70

Non-Pay -4,556 -4,269 6.30% 287 -41,004 -38,483 6.15% 2,521 Consolidated

Total Costs -17,793 -18,560 -4.31% -767 -159,917 -164,442 -2.83% -4,525 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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Summary 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 £1.107m 
 

• Clinical activity based income ytd is £3.587m favourable to plan before risks and penalties.  The main variances are non elective income £3.254m favourable, and A&E £0.663m favourable.   
 

• Operating costs are £4.525m adverse to plan in total.  Pay is £6.976m adverse. 
 

• Non-pay costs total are £2.521m favourable to plan. 
 

• EBITDA is £0.311m above plan. 
 

• Depreciation and finance costs are broadly to plan.  
 

• The overall financial position is  £0.396m favourable to plan, (underlying position £6k ahead of plan, extra PSF funding of £390k reason for surplus). 
 

• Capital expenditure is £1.421m less than plan. 
 

• Inventory is £0.641m below plan. 
 

• Total receivables incl. prepayments are £3.895m lower than plan. 
 

• Total payables incl. accruals are £7.169m lower than plan.  
 

• Deferred income is £0.443m above plan. 
 

• Cash is £0.087m favourable to plan.   
 

• Debtor days are 22.6 year to date, which is  6.6 days favourable to plan. 
 

• Payable days are 61.2 year to date which is  17.5 days less than plan.  Payable days have been calculated  excluding accruals, because whilst accruals include certainties in respect of future 
payments, the timing of these payments is uncertain. 
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Performance Matters (Financial Overview)

Comments:

Clinical income per day - this is above plan for December 18
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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 December 18

Patients Partnerships People Performance  

60%

62%

64%

66%

68%

70%

72%

74%

76%

78%

80%

Apr-18 Jun-18 Aug-18 Oct-18 Dec-18 Feb-19

% 

Pay as a % of Income 

Pay as a % of Income Plan Pay as a % Plan Income

Page 25 of 26 Pack Page No.120



Performance Matters (Financial Overview)

Patients Partnerships People Performance  

Comments:

CIP is £1,107k ahead of plan at Month 9.
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Agency monthly spend - Total agency spend YTD is £5.9m.  Agency expenditure is reviewed 

in depth. 

Deficit  trend analysis - this graph highlights the gap between plan and actual at Month 9.  

Currently the Trust deficit is £396k ahead of plan.
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 19/02/P-15 

 
SUBJECT:   2018-19 TRUST OBJECTIVES Q3 REPORT 

DATE:          February 2019  

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 3 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 last quarter.   
 
The 2019/20 Trust Objectives are currently in development with frontline teams, CBUs, the 
Executive Team, the Board, external stakeholders and Governors to review progress and 
develop new priorities. The new objectives will be presented for approval at March 2019 Trust 
Board and will then be cascaded throughout the organisation, including presentation at: 
 

 Executive Team  
 CBU development workshop  
 Trust Governors 
 All our local partner meetings 

Along with publication through all of the usual communication channels:  
 

 Intranet  
 Internet  
 Team brief  
 Bulletin  
 Posters displayed across the Trust  
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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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Trust Objectives 18-19 Q3 Report 0 2.docx/P3 

Subject: 2018-19 TRUST OBJECTIVES Q3 REPORT Ref: BoD 19/02/P-15 

 

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 3 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 last 
quarter.   
 

4.2 The 2019/20 Trust Objectives are currently in development with frontline teams, 
CBUs, the Executive Team, the Board, external stakeholders and Governors to review 
progress and develop new priorities. The new objectives will be presented for approval 
at March 2019 Trust Board and will then be cascaded throughout the organisation, 
including presentation at: 

 Executive Team  
 CBU development workshop  
 Trust Governors 
 All our local partner meetings 

 
Along with publication through all of the usual communication channels:  

 Intranet  
 Internet  
 Team brief  
 Bulletin  
 Posters displayed across the Trust  

 

Appendices: 

 Appendix 1  - Trust Objectives 18-19 Q3 Report 
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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 Following the launch of the Clinical Strategy a monitoring framework has been developed to provide 
assurances that implementation and expected benefits are being delivered. Progress against this 
framework will be reported 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, is now live with correct staffing in 
place.

A short stay model on ward 29 has now been running since September 2018 and is fully embedded 
into practice.

Discharge and Patient flow Matron has been post since mid-December 2018.  Proposal paper 
expected by mid-March 2019 to expand on site management roles and responsibilities.

Oct-18*

Oct-18*
Oct-18*

Development of a virtual advice model for patients in care homes who require a GP appointment will 
go live on 28th January 2019 with three care homes from the Dearne.  A roll out plan is in place to 
expand to 23 care homes. 

January 2019 will see the re-launch of phase 2 of the Bed and Patient Management Team meetings 
on a weekly basis, targeting specific workstreams to support patient flow. This will include the "Wards 
are ready, together" proposal which includes Red2Green and ICT improvements.

Simon Enright
Heather Mcnair
Lorraine Christopher

Oct-18*
Oct-18* Complete

Neonatal unit  is complete, ahead of schedule and now fully operational.

Bob Kirton Mar-19*
Mar-19*

Amber This objective will be delivered in 2019/20 due to the need to undertake wider engagement and ensure 
the right support is in place to deliver.  Work continues improving all cancer services.  In terms of the 
strategy we have been unable to secure resource to date.  The team are currently reviewing options 
with the right level of engagement.

Bob Kirton
Heather Mcnair

Mar-19*
Mar-19*

Green Full Business Case approved at ET, Q&G, F&P and Trust Board. Submission to NHSI & DoH 
December 2018. Project funding award pending. Phase 1 design works continues as per agreed 
programme and cost plan. Discussion required regarding resource for management of the wider 
project and the governance structure to monitor/control/report project progress.

Bob Kirton May-18* Amber Programme review continues overseen by the SRO.  
 
Work continues on defining key priorities as it has been agreed that the original strategic ambitions set 
out for the Programme are not realistically achievable and so the scope will be updated by the end of 
January.  This will then form the plan and is a key piece of work for 2019/20. 
 

Tom Davidson Mar-19*
Mar-19*

Green Medway Electronic Patient Record (EPR) project fully on track for delivery in April 2020 and £180K of 
Health System Led Investment funding is fully approved to contribute to this work. E-prescribing 
funding bid now in application phase. A rebased and reprioritised programme of ICT projects is in 
place.

Aim 2 Lead Directors
Completion 

Date
RAG Status Quarterly Progress Update

Michael Wright Mar-19*

Mar-19*

Green In response to the last staff survey results a further LGBT+ staff engagement event was held in 
November 2018 along with a further disability staff network meeting held in October 2018.

Bi monthly Pulse check surveys are to start at the end of January 2019 using staff engagement core 
questions to calculate staff engagement scores throughout the year. NHS Staff survey ran Oct - Nov 
2018 with a 54% response rate achieved. The staff survey Picker results will be received in January 
2019, with the full NHS report expected to follow in February 2019.  

Aim 3 Lead Directors
Completion 

Date
RAG Status

We will work with 

our partners to 

deliver better, 

more integrated 

care

Bob Kirton Integrated services continue to be delivered successfully. 

Integrated diabetes clinics are in place and stabilised with six locality hubs fully operational. Barnsley 
Integrated Diabetes (BID) staff are now fully trained on the new software in place and are working 
collaboratively in the Trust Diabetes Centre. Further to this collaborative clinics (GP and Nurses) are 
to be in place by Q4. 

The service is on track to meet KPI's. A communication plan has increased awareness of Diabetes, 
utilising the back of bus advertisement and information leaflets. There has been an increase in volume 
at the Education Localities i.e. Metrodome.

Three programmes across Barnsley are now established for CVD, Frailty and Neighbourhoods; 
CVD - There has been a focus to align with the wider integration agenda and establish a clear 
monitoring framework and plan of action. The main areas of work include; standardising best practice 
in primary care for CVD risk factors, strengthening tobacco control in the hospital, supporting the 
district-wide physical activity partnership and strategy and CVD pathway development. 

Neighbourhoods - There are 6 agreed localities including North, North East. Central. Dearne, South 
and Penistone.

Frailty - there  has been a long list of changes delivered as part of this programme. This work is 
currently being evaluated and a summary report will be circulated next quarter. Key activities include: 
delivery of  number of system events to improve awareness and improve services, the  "okay to stay" 
programme, the acute frailty service and advance care planning. 

Frailty Assessment Unit (FAU) is now live and located on Ward 23 after a successful trial, this is 
currently being embedded into the Trust footprint as part of the bed reconfiguration plan. A Lead 
Nurse for the FAU was appointed and commenced in post 26th November. The milestone of business 
case for change has been delayed whilst an internal workshop (G.R.O.W event) took place on the 
13th December 2018, action plan is in development for next steps to support the permanent model. 

Tom Davidson
Lorraine Christopher
Emma Parkes

Mar-19*

Mar-19*

Green Digital Roadmap Business Case being planned for February 2019 for approval at all Barnsley place 
organisations to determine route forwards. Estates and Technology Transformation Fund (ETTF) 
monies has been secured to support the interoperability between the Trust and Primary Care. 

The Trust is currently working with BFS to review and update the 2017-2022 Estates Strategy and will 
be completed in Feburary 2019. 

Mar-19*

Apr-18*

Mar-19*

Mar-19*

Red

Green

Patients will 

experience 

outstanding care

Mar-19*
Mar-19*
Mar-19*
Mar-19*
Mar-19*
Mar-19*
Mar-19*

There are two local quality priorities requiring further work to achieve the 2018/19 targets. Informatics 
are working on a solution to evidence that the 95% of patients eligible for a VTE risk assessment also 
receive prevention information as part of the admission process. Friends and Family Test (FFT) 
response rates for ED were 1% in Q3 against a target of >10%, to support improvement the possibility 
of using tablets in ED supported by volunteers is being explored. Since the SMS contract ended a 
downward trend has been observed, however FFT is under review nationally and further 
implementation guidance is anticipated which will influence a solution to improve the position.

As of 31st December 2018 11 Hospital Acquired Clostridium Difficile cases were observed against a 
target of 12. All cases have had a Root Cause Analyse conducted and the majority have been 
unavoidable, with no lapses in care. A new cleaning regime is being considered.  Appropriate 
mitigation in place. 

All other agreed targets have been achieved or are on track to achieve by the end of Q4.

Amber

New Critical Care facility, Cancer Hub and Stroke Rehab business cases have now had notification 
from NHSI stating that the funding for these projects will not be supported.

Business case  for Childrens Assessment Unit and Paediatric ED submitted to NHSI in December 
2018 and awaiting decision regarding funding, expected March 2019 at the earliest.

Michael Wright Mar-19*
Mar-19*

Mar-19*

Mar-19*

Apr-18*

First monitoring report of the Vivup Employee Assistance Program (EAP) received in December 2018 
and the service is evaluating well, with good take up. A Health and Wellbeing Fair is to be held on 24 
January 2019.  

Mandatory and Statutory Training (MAST) completion is currently 88.4% against a target of 90%. To 
support achievement of the MAST target by year end an automated training compliance report will be 
available through IRIS to enable easier access to up to date information to track and monitor progress.

A new simplified electronic appraisal record via an e-form has been approved ready for launch on 1 
April 2019.  

Investors in People accreditation has been retained.

                          

People Strategy launched end of August 2018. First quarterly progress report presented at F&P 
Committee in December 2018. 

In support of developing a strategic approach a new leadership and values behavioural framework has 
been approved and is now ready for launch. 

Engagement with partners across Barnsley has continued and a staff conference named All Inclusive 
is scheduled for 15th February 2019. Partners supporting the Equality and Diversity agenda including 
Barnsley CCG, Deaf Forum and Barnsley Council will be presenting.

The flu vaccine campaign ran Oct - Dec 2018 with the target of 75% take up for clinical staff achieved. 
Evidence has been submitted in preparation for our SEQOHS re-accreditation visit on 13 February 
2019.

CBU workforce planning data and narrative packs have been issued to CBU Triumvirates in 
preparation for business plan submissions in February 2019.      

*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

*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

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

Bob Kirton
Simon Enright
Heather Mcnair
Lorraine Christopher
Michael Wright

Apr-18**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

*Develop improvement plans for identified areas of concern

*Overall engagement score to be above national average in staff survey

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

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

*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

Objectives

Play a leading role in Barnsley Health & Care Together in 2018/19, building on existing 
relationships with key partners

Work with partners on delivery of:

> Digital Roadmap
> Barnsley Estates Strategy
> Barnsley Engagement Approach

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

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

*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

* 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

Address areas of concern highlighted in the staff survey

Green

Green

Jun-18*
Mar-19*
Mar-19*

Mar-19*

Nov-18*

Mar-19*

Delivery of the Urgent & Emergency Care Plan to support improved patient flow and 
sustained delivery of the emergency care target through 2018/19

*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

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

Delivery of the new Neonatal Unit Development in 2018/19
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Simon Enright
Richard Jenkins

Mar-19*
Mar-19*

Mar-19*

Green As part of the Hosted Networks development, the Trust has submitted expressions of interest to be the 
host for Urgent and Emergency Care (UEC), Maternity and Gastroenterology, with a strong preference 
for UEC. The appointment of hosts in each area will be debated by CEO’s and MD’s in a Hosted 
Network workshop on 28 January 2019.

Clinical Working Groups (CWG) – the Trust continues to play an active role in the CWG’s and the 
development of the strategy and future options for each of the five services targeted as part of the 
Hospital Services Review. 

Bob Kirton
Michael Wright 

Mar-19* Green Trust Board agreed to direct award and gave approval to extend the current managed service contract 
to 2022.  This will allow the Trust to then take part in the wider ICS procurement.  An ICS business 
case is being developed with a deadline of July 2019. 

Aim 4 Lead Directors
Completion 

Date
RAG Status Quarterly Progress Update

Michael Wright
Tom Davidson
Simon Enright

Mar-19*

Mar-19*

Green At the end of Q3 the Trust are £396k favourable to the financial plan and on plan against the revised 
more challenging Control Total of a £7.9m deficit, with a current deficit of £7.3m.

Year To Date CIP savings at month 9 are £6.7m, £1.1m ahead of plan.  The programme is currently 
forecast to over achieve the £8.5m target by c. £800k.

A revised Carter Opportunity Tracker is now in place and is currently being updated with the latest 
Model Hospital data to understand where opportunities exist.

Mar-19* Improvements in coding and increased income have continued to be seen from the relationship we 
have with the commissioned service from EPS. A second tier review with an external agency has 
resulted in a successful pilot period and is continuing on a month by month basis. A longer term 
contract and sign off is required at ET.

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 continue to be discussed monthly at CBU performance 
reviews and report through key governance committees.

Development of the 2019/20 Trust Objectives started in December 2018 as part of an extended ET 
session. Further work up is planned early Q4 with a first Draft scheduled for a Trust Board workshop 
7th February 2019, with final sign off scheduled for 8th March 2019 Trust Board.

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. The framework supporting this is being revised.

CBU development workshop sessions continue. In October 2018 a session based on the "PRINT" 
model of improving relationships at work took place and more recently in December 2018 a session 
focussing on progression of the 2018/19 Trust Objectives occurred.  Business Planning Director 
challenge sessions are scheduled in February 2019 to challenge and support CBUs with 2019/20 
business plans.

We will work with 

our partners to 

deliver better, 

more integrated 

care

Amber A GIRFT framework to support timely progress and delivery of recommendations will be presented to 
the Clinical Effectiveness Group (CEG) in January 2019 to communicating the framework and to 
receive associated feedback from the frontline.

The new feedback mechanisms included in the framework have already started with an update of the 
T&O GIRFT action plan seen at December's CEG. This rolling programme of speciality updates will 
continue throughout the year. Agreement has also been made to report the top 5 action or delivery 
points for completed action plans to the Carter Assurance Group on a monthly basis to track feedback.

The GIRFT national programme continues to grow which we continue to engage with. A number of 
new specialities have been related to CBU 1 which can challenge resource availability both within the 
CBU and the PMO.

Agency spend in  Q3 has reduced as a result of the introduction of NHSP. In addition the locum spend 
for Q3 has been the lowest since the locum review process started.

Market share information for Elective (Inc. day case) to October 2018 shows 82.2% share of the 
Barnsley market, this has remained almost static since the last reviewed position at July.  

Mar-19*

Mar-19*

Mar-19*

*Improved activity capture and clinical coding

Actions/KPIs/Milestones

*Procurement of a new managed service contract embedded in the South Yorkshire 
Pathology Cluster

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

We will achieve 

our goals 

sustainably

Continue the BRILS Pathology Partnership with The Rotherham NHS Foundation Trust

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

*Delivery of the Carter Action Plan

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 aware 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%)
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BoD February 2019: Chairman  
 

SUBJECT: CHAIRMAN’S REPORT 

DATE: 7 FEBRUARY 2019 BoD 19/02/P-16 

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Trevor Lake, CHAIRMAN 

SPONSORED BY:  

PRESENTED BY: Trevor Lake, CHAIRMAN 

STRATEGIC CONTEXT  

 

EXECUTIVE SUMMARY  

 

RECOMMENDATION(S)  

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

team. 
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Subject: CHAIRMAN’S REPORT Ref: BoD 19/02/P-16   

 
1. Introduction 

 
1.1 This report is intended to give a brief outline of some of the key 

activities undertaken as Chair 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. Trust Position 

 
2.1 The Trust‟s financial position is in line with expectations and is 

anticipated to meet its agreed control total for 2018/2019. 
 

2.2 The Finance team are developing the plan for 2019/2020 following the 
guidelines recently received from NHSI. Extract from guidance letter 
received from NHSI for information : 

 
“2019/20 will be the foundation year for laying the groundwork for 
delivering the commitments in the recently published Long Term Plan. 
The long-term financial settlement helps put the NHS on a sustainable 
footing and the significant changes to the financial architecture move us 
away from a system where provider deficits are the norm.  This 
commitment is backed by allocating additional resources to the provider 
sector at the start of year, supported by a simplified financial 
framework. By allocating the extra funds up-front it is critical that each 
organisation delivers their part in this financial reset opportunity through 
the development of realistic, integrated delivery plans that commit to 
the control total”. 

 
3. Council of Governors 

 
3.1 The Trust welcomed newly elected governors to their first induction 

meeting on 29th January, where the Lead Governor, Trust Board 
Secretary and I talked through their duties and role, explaining the 
governance structure at the Trust. 

 
3.2 The Trust now has a total of 29 Governors comprising 16 Patient and 

Public Governors, 6 Staff Representative Governors and 7 Partner 
Governors, including the new CCG partner Governor.   

 
This is two short of the establishment number in the constitution and 
enquiries were made as to whether we were able to run a further 
election campaign. Unfortunately we have been advised that to run the 
campaign in accordance with the appropriate governance rules would 
make it cost prohibitive for just two members.  We will therefore run 
with the existing numbers of Governors throughout this year as we 
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already have two co-opted non-voting Governors in addition to our 
establishment number which takes us up to the 31 number.  

 
We will ensure a timely and widely advertised campaign is place in 
good time for the elections at the end of this year to ensure that we are 
able to recruit the full number of voting Governors for next year. 

 
4. News and Events 

 
4.1 As part of my induction and welcome to the Trust I have attended and 

held several formal, informal and ad hoc visits and meeting over the 
course of the month to develop my understanding of the Trust and to 
meet as many people as possible. 

 
4.2 Apart from regular weekly update meetings with the CEO and Trust 

Board Secretary I have met individually on a one to one basis with all 
the Executive and Non –Executive Directors, a number of other heads 
of departments, CBU 2 (Surgery) leads and some Governors. 

 
4.3 Apart from the Trust Board in January I also attended the Trust Non 

Clinical Corporate Induction Day, the Audit Committee, the 
Remuneration Committee and the Finance and Performance 
Committee. 

 
4.4 I chaired the interview panel for the appointment of the Consultant 

Histopathology post, reviewed and approved the specifications for the 
substantive Trust Board Secretary recruitment pack and reviewed and 
approved the proposed recruitment pack for the Non-Executive Director 
vacancy. 

 
4.5 I was delighted to present the November Brilliant  individual award to 

Project Manager Alice Fridlington, attended the excellent Schwartz 
round event on 16th January and visited the Trust Health & Wellbeing 
Event on 24th January. 

 
4.6 I have had introductory meetings with the Chair of SWYPFT and the 

Chair of Rotherham NHS FT at their locations respectively and also 
attended a full day of meetings, presentations and visits across South 
Yorkshire as part of Lord Prior‟s visit (recently appointed Chair of NHS 
England) to see the SYB ICS in action along with the other Chairs from 
the region and key staff from the ICS. 

 
4.7 The CEO and I hosted the Integrated Care Partnership meeting at 

Barnsley reviewing proposals and options in providing greater 
integrated care in Barnsley. 

 
5. Barnsley Hospital Charity 

 
5.1 The update on the Charity funds as at December is below:- 
 

Total Donations: £24,543.88 
General Fund: £16,996.81 
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Tiny Hearts: £7,547.07 
Total Tiny Hearts Raised to December 2018: £721,393.13 

 
5.2 The Charity team reported that the  Trust received a lot of positive 

engagement over the Christmas period, which in turn generated 
significant numbers of donations and in particular Gift in Kind 
donations.  For example the Trust  received over 150 shoe boxes full of 
toiletries, chocolates, perfumes, puzzle books etc., for our elderly 
patients and managed to deliver enough presents for six entire wards 
with an equally impressive amount of gift donations for the Children‟s 
Ward, Children‟s Outpatients & Children‟s Emergency Department.  

 
The Tiny Hearts Appeal during December and January also received 
considerable engagement from the public and staff receiving a £20,000 
donation from a film production company, who have created a film 
about Barnsley Football Club called „Daydream Believers‟ and chosen 
to donate profits from the cinema screenings and the DVD sales to our 
appeal. This will be reflected in the January donation figures and will 
hopefully see us achieve the key milestone of over £750k raised to date 
of our £1m target. 

 
 
 
 
 
 

Trevor Lake 
Chair 
February 2019. 
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 19/02/17 

 
SUBJECT:   CHIEF EXECUTIVE’S REPORT 

DATE:          7 February 2019  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For 
decision/approval 

  Assurance  

For review   Governance  
For information   Strategy  

PREPARED BY: Emma Parkes, Director of Marketing & Communications 

SPONSORED BY: Dr Richard Jenkins, Chief Executive 

PRESENTED BY: Dr Richard Jenkins, Chief Executive 

 
To report particular events, meetings publications and decisions that the Chief Executive would 
like to bring to the Board’s attention. 

 
This report is a brief summary of key meetings and events attended by the Chief Executive. 

 
The Board of Directors is asked to receive and note this report. 
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Subject: CHIEF EXECUTIVE’S REPORT Ref: BoD: 19/02/17       

 
1. Barnsley work 

 
1.1. I attended a Health and Wellbeing Board workshop on 17th January with colleagues 

from across the local health and social care economy. We had a very constructive 
session on how we can develop our system working for local people. 

 
1.2. I co-chaired a workshop on integrating stroke services with Rob Webster, CEO of 

SWYFT on 21st January. Our teams had been working to develop more integrated 
approaches to the patient pathway across the local acute and rehabilitation services 
for stroke. We were updated on the new approaches to shared delivery of the 
Transient Ischaemic Attack service, to a stroke specific Early Supported Discharge 
service and to closed Multidisciplinary Team working. Work will continue to finalise 
the joint service offer and agree the financial model with the CCG. 

 
1.3. I chaired the Urgent and Emergency Care Delivery Board on 24th January. We 

reviewed the activity across the system, the impact of winter and influenza and 
performance. 

 
1.4. I was very impressed by the Barnsley Hospital Health and Wellbeing Fair that was 

held in the Education Centre. There were a range of stalls from internal departments 
and external partners addressing a range of ways staff can be supported to improve 
their health and wellbeing. The Occupational Health team did a great job of 
organising the event. 

 
1.5. I spoke with the ‘New Consultants Programme’ in the Trust about the changing 

strategic context of the NHS on the 24th January. We discussed the ICS, integrated 
care and the long term plan. 

 
1.6. I chaired the inaugural QUIT Steering Group on 28th January. This group will lead 

the delivery of the QUIT programme in the organisation.  

 
2. ICS work 

 
2.1. I attended the ICS Executive Steering Group on 15th January. This was followed by 

a CEO meeting aimed at improving our collective delivery of the 62 day cancer 
standard. BHNFT has been very reliable in this area and we committed to maintain 
this focus. 

 
2.2. I chaired the Imaging Network Management Group on 22nd January. We reviewed 

the work programme and the review of capacity and demand commissioned by the 
Cancer Alliance. 
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2.3. I attended a Hosted Networks workshop with other acute provide Chief Executives 
and Medical Directors. We reviewed potential allocations of host Trust for each 
network and also the infrastructure required to deliver effective networks. 

 
2.4. I convened a meeting of the executive leads for the four acute providers Trusts in the 

ICS to ensure we collaborated on our parallel introduction of the QUIT programme 
aimed at supporting in-patients to stop smoking, to support staff to stop smoking and 
to ensure all sites are smoke free. 

 
3. Other activities 

 
3.1. I visited Gloucestershire Hospitals NHS Foundation Trust to meet their Quality 

Improvement (QI) team and to support an executive recruitment process. Their team 
were extremely helpful in sharing the work they have done over a four year period to 
develop their internal QI approach. 

 
 
 
 
Dr Richard Jenkins, Chief Executive 
December 2018  
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Sponsor  

Is your report for Approval / Consideration / Noting 

 
For noting and discussion 
 

Links to the STP (please tick)  

 

Reduce 

inequalities
Join up health 

and care

Invest and grow 

primary and 

community care 

Treat the whole 

person, mental 

and physical  
 

Standardise 

acute hospital 

care 

Simplify urgent 

and emergency 

care 

Develop our 

workforce

Use the best 

technology 

Create financial 

sustainability 

Work with 

patients and the 

public to do this 

 
 

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

 
N/A 
 

Summary of key issues  

 
This monthly paper from the South Yorkshire and Bassetlaw Chief Executive provides an update 
on the work of the South Yorkshire and Bassetlaw Integrated Care System over the last month. 
 
Recommendations 

 
The Collaborative Partnership Board partners are asked to note the update and Chief Executives 
and Accountable Officers are asked to share the paper with their individual Boards, Governing 
Bodies and Committees. 
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SOUTH YORKSHIRE AND BASSETLAW  

 INTEGRATED CARE SYSTEM 
 

January 2019  
 
 
1.  Purpose 

 
This paper from the South Yorkshire and Bassetlaw Integrated Care System Chief Executive 
provides an update on the work of the South Yorkshire and Bassetlaw Integrated Care System 
over the last month. 
 
2.  Report – January 2019 
 
2.1 ICS Focus Meeting with NHS England and NHS Improvement 
 
The quarterly South Yorkshire and Bassetlaw Integrated Care System (SYB ICS) Focus meeting 
with NHS England and NHS Improvement took place on 26 November 2018 and covered areas 
such as leadership and governance, working with the new regions and meeting the strategic 
challenges.  
 
Discussions also centred around how the ICS is approaching the challenges and opportunities 
within care, health and wellbeing, the workforce and finance. We highlighted our work on 
population health management and the service improvement and efficiency workstreams as ways 
in which we are collectively tackling some of the issues. 
 
We expressed our disappointment at not having secured national capital investment in the most 
recent round. This was acknowledged as a serious factor in our forward planning with different 
scenarios now needing to be planned. We acknowledged how we had obtained almost £20 million 
of capital funding in the previous round which included funding for the additional CT scanner at 
Doncaster and Bassetlaw Hospitals (£4.8m); the new hub for Yorkshire Ambulance Services in 
Doncaster (£7m); the co-location of the children’s emergency department and assessment unit at 
Barnsley Hospital (£2.5m); and improvements to the configuration of the hyper acute stroke unit at 
Sheffield Teaching Hospitals (£4.6). 
 
Performance and operational management were also covered, recognising the importance of 
ensuring all constitutional standards are delivered in order to free up time to concentrate on our 
transformation priorities. 
 
In summary, the SYB ICS was acknowledged as one of the most advanced systems nationally and 
with a strong focus on delivery. Whilst there are risks and challenges still to address – for example 
in improving A&E performance, reducing activity and extended length of stay, and delivering 
cancer Transforming Care and financial targets - we continue to have a sound approach to 
improvement. 
 

  
2.2 Performance Scorecard  
 
The attached scorecards show our collective position at December 2018 (using October 2018 
data) as compared with other areas in the North of England and also with the other nine advanced 
ICSs in the country.  
 
Within the context of the pressures on the system, we are doing well on our NHS Constitution 
commitments.  For example, within the North and across the first wave ICSs, our collective A&E 
performance at 91.3 is one of the best in the country. Nonetheless, this is still below the national 
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standard and we must strive together to ensure we are performing to the levels our patients 
expect. We know we can do this and since my last report we have improved our position on 
diagnostics within 6 weeks and also two week waits. However, given our strong history of delivery 
in cancer, we still have disappointing performance on both the 31 day and 62 day cancer 
standards. We are determined to improve this and this month the chief executives will meet to 
agree an action plan to deliver an improved position by the end of March 2019 so that we can 
continue our strong performance from Quarter One in 2019. 
 
The ICS financial position is reporting a year to date favourable variance against plan of £3.6m 
excluding Provider Sustainability Funding (PSF); all organisations are currently forecasting break 
even against plan before PSF. Some organisations have agreed favourable changes to their 
control totals with regulators in order to access incentive payments.  However, there are some 
emerging risks in South Yorkshire and Bassetlaw providers which are currently being discussed 
with organisations, systems and regulators which need to be managed to ensure delivery of the 
overall ICS system improvement plan value by the end of the financial year. 
 
 
2.3 Governance Approach 
  
With thanks to the support of all ICS partners and independent experts, Browne Jacobson, we 
have made good progress in our system wide review of governance and all partners are agreed on 
many aspects of what future governance should look like.  
 
However, before we can finalise new arrangements, there are a number of developments that we 
should incorporate into our thinking. First and foremost, we have been engaging with local 
authority partners to shape the proposal for partnership working between health and local authority 
partners which will culminate at a workshop in February. We also need to consider the alignment 
of NHS England and NHS Improvement and what this means for the ICS. We also need to take 
into account the many implications of the NHS Long Term Plan published on 7 January 2019.  
 
I am therefore proposing some interim arrangements while we work this through. I will be sharing 
and discussing these with leadership groups in the coming weeks.  
 
2.4 Commissioning Review 
 
Following a review of the commissioning opportunities in SYB, a set of priority areas have been 
identified for collaborative commissioning where there is an opportunity for standardization, 
financial efficiency and improved population outcomes. 
 
The CCG Governing Bodies will discuss the priorities for 2019/20 in January, incorporate any 
amendments and additions from the Long Term Plan and these will then be approved by 
Governing Bodies in February. 
 
The 2019/20 strategic commissioning priorities include services and contracting for 999/111, tariff 
and payment reform, the QUIT in hospital scheme, developing quality outcomes incentives based 
contracting, perinatal mental health,  among others, They also include medicines optimization in 
some primary care standard policies, commissioning policies and commonality of quality standards 
and outcomes and some service transformation. 
 
A Collaborative Commissioning Agreement (CCA) is also being developed to ensure clear and 
robust arrangements are in place for strategic commissioning which will set out how the 5 CCGs 
will work together to commission once with clarity on roles, responsibilities, expectations and 
communication and engagement processes between CCGs, GBs, CCG memberships and the ICS 
and wider partners across the system. 
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2.5 Clinical Engagement Event 
 
In conjunction with NHS England, we are running a clinical engagement event on January 15th, so 
that we can build on the leadership development and engagement needs of our clinical 
colleagues. Themes from the pre-event survey highlighted the good work that’s already been 
taking place and a strong appetite for more and better involvement at a system and emerging 
partnership level. 
 
Led by our Medical Director, Professor Des Breen, the event will hear from Dr Claire Fuller from 
Surrey Heartlands Health and Care Partnership, highlight the emerging themes and then gather 
feedback from facilitated discussion which will then inform an action plan for the coming year. 
 
 
2.6 Administration costs 
 
Following the commitment from NHS England and NHS Improvement of a further targeted 
reduction of administration costs limit of 20% by 2020/21, CCGs have now been asked to deliver 
the same. Nationally this is expected to free up a total of more than £320 million a year, compared 
to 2017/18, and which will be reinvested in improving patient care and supporting transformation of 
services as part of the long term plan. 
 
Details of expected running cost reductions at individual CCG level, in the form of resource 
allocation changes, will be published in the annual planning guidance and our CCGs will be 
working within their emerging partnerships and together to deliver the ask. 
 
 
2.6 The NHS Long Term Plan 

 
The NHS Long Term Plan was published on 7 January 2019. 
 
The Plan is clear that ICSs will play a central in the delivery of the commitments while bringing 
together organisations to redesign care and improve population health and deliver integration 
across primary and specialist care, mental and physical health services and health with social 
care.     
 
The NHS Long Term Plan also describes the actions that will need to be taken at local, regional 
and national level to make this ambitious vision a reality.  
 

1. Joining up the NHS so patients don’t fall through the cracks, such as by breaking 
down the barriers between GP services and those in the community. 

 
2. Helping individuals and families to help themselves, by taking a more active role in 

preventing ill-health, such as offering dedicated support to people to stop smoking, lose 
weight and cut down on alcohol. 

 
3. Tackling health inequalities by working with specific groups who are vulnerable to poor 

health, with targeted support to help homeless people, black and minority ethnic (BAME) 
groups, and those with mental illnesses or learning disabilities. 

 
4. Backing our workforce by increasing the number of people working in the NHS, 

particularly in mental health, primary care and community services. We will also create a 
better working environment by offering better training, support and career progression and 
we’ll crack down on bullying and violence at all levels. 

 
5. Bringing the NHS into the digital age, rolling out technology such as new digital GP 

services that will improve access and help patients make appointments, manage 
prescriptions and view health records on-line. 
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6. Spending this extra investment wisely, making sure money goes where it matters 

most. The NHS will continue to reduce waste, tackle variations and improve the 
effectiveness of treatments.  

 
It specifically sets out how every ICS will have: 
 

 A partnership board, drawn from and representing commissioners, trusts, primary care 
networks, and local authorities, the voluntary and community sector and other partners 

 A non-executive chair (locally appointed, but subject to approval by NHS England and NHS 
Improvement) and arrangements for involving non-executive members of boards/ 
governing bodies 

 Sufficient clinical and management capacity drawn from across constituent organisations to 
enable the implementation of agreed system-wide changes 

 Full engagement with primary care, including through a named accountable Clinical 
Director of each primary care network 

 A greater emphasis by the Care Quality Commission (CQC) on partnership working and 
system-wide quality in its regulatory activity, so that providers are held to account for what 
they are doing to improve quality across their local area 

 All providers within an ICS contributing to ICS goals and performance, backed up by a) 
potential new licence conditions (subject to  consultation) supporting NHS providers to take 
responsibility, with system partners, for wider objectives in relation to use of NHS 
resources and population health; and  b) longer-term  NHS contracts with all providers, that 
include clear requirements to collaborate in support of system objectives 

 Clinical leadership aligned around ICSs to create clear accountability to the ICS. Cancer 
Alliances will be made coterminous with one or more ICS, as will Clinical Senates and 
other clinical advisory bodies. ICSs and Health and Wellbeing Boards will also work closely 
together     

Now the Plan has been published, we need to decide how best to take the ambitions it contains 
and turn them into real improvements in services over the next few years, building on the progress 
we have already made in recent years by working more closely together. We will now be 
producing our South Yorkshire and Bassetlaw five year plan in response by Autumn 2019. 
 
And just as the national plan was developed in partnership with patients, staff, local councils and 
others, so will our own local plan. 
 
More details about opportunities to help shape those plans will be shared shortly. In the meantime, 
to read a copy of the national plan and find out more, visit www.longtermplan.nhs.uk 

 

 
3.  Recommendation 

 
The Collaborative Partnership Board partners are asked to note the update and Chief Executives 
and Accountable Officers are asked to share the paper with their individual Boards, Governing 
Bodies and Committees. 
 
 
Andrew Cash 
Chief Executive, South Yorkshire and Bassetlaw Integrated Care System 
 
Date 11 January 2019 
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