
  
 

BoD 02 May 2019: Agenda (PUM) 

 
A MEETING OF THE BOARD OF DIRECTORS 
WILL TAKE PLACE ON 2nd MAY 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 Declarations of interests  

3. To approve the Minutes of the meeting of the Board of 
Directors held in public on 04th April 2019 

19/05/03 

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

19/05/04 

Strategic Aim:  Patients: will experience outstanding care 

5. To receive and review latest Patient Story 
Mrs H McNair, Director of 

Nursing & Quality  
Presentation 

 

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

R Moore 
Chair, Quality & 

Governance Committee 
19/05/06 

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

Dr R Jenkins, Chief 
Executive Verbal 

8. To receive the Mortality Report Dr S Enright  
Medical Director 19/05/08 

9. 
To endorse the quarterly review of the Board Assurance 
Framework 2019/20 

K. Haynes, Interim Trust 
Secretary 19/05/09 

10. 
To endorse the quarterly review of the Corporate Risk 
Register 2019/20 

K. Haynes, Interim Trust 
Secretary 19/05/10 

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 

19/05/11 

Strategic Aim:  Performance: we will achieve our goals sustainably 

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

F Patton, Chair of 
Finance & Performance 

Committee 
19/05/12 

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

N Mapstone, Chair of 
Audit Committee 19/05/13 

14. To review the Integrated Performance Report (Month 12) 
B Kirton, Chief Delivery 
Officer& Deputy Chief 

Executive 
19/05/14 

15. 
To receive and review the quarterly report on the Trust’s 
Objectives 

B Kirton, Chief Delivery 
Officer& Deputy Chief 

Executive 
19/05/15 
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No Item   Sponsor Ref 

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 19/05/16 

17. 

To receive and review the monthly report from the Chief 
Executive, including 

 Integrated Care System CEO Report – April 2019 
 

Dr R Jenkins, Chief 
Executive 

19/05/17i 
 

19/05/17ii 
 

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

Director of Comms & 
Marketing 

19/05/18 

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

Director of Comms & 
Marketing 

19/05/19 

20. 
To invite questions from members of the public relating to 
items on today’s meeting agenda. 

T Lake, 
Chairman 

Verbal 

 

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

 
Date of next meeting:   
- 6th June 2019, 9am  

  
 
 
 



  
REF: BOD – 19/05/02 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 

 

 
MINUTES OF A MEETING OF THE 

BOARD OF DIRECTORS 
HELD ON THURSDAY 4 APRIL 2019 at 9.00 AM  

IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL NHSFT 
 

PRESENT: 
  
Mr T Lake Chairman, Chair 
Dr R Jenkins Chief Executive Officer 
Dr S Enright Medical Director 
Mr R Kirton Chief Delivery Officer & Deputy Chief Executive 
Mr C Thickett Director of Finance  
Mrs H McNair  Director Nursing 
Mr S Ned Director of Workforce 
Mrs K Firth Non-Executive Director 
Mrs R Moore Non- Executive Director 
Mr N Mapstone Non- Executive Director 
Mr P Hudson Non- Executive Director 
Mr F Patton Non- Executive Director 
Mrs K Firth Non-Executive Director 

 
IN ATTENDANCE: 
 
Mr T Davidson Director of ICT 
Mrs L Christopher Director of BFS 
Ms E Parkes Director of Communications 
Helen Doyle Dietetic Manager 
Ruth Carr Highly Specialist Acute Team Lead Dietician, BHNFT  
Maria Cooper                           Lead Nurse, Ward 33, BHNFT 
Liz Dunwell Matron, CBU 2 Management Team, BHNFT  
Lynsey Butterworth Service Improvement Facilitator, BHNFT  
Mr K Haynes Interim Trust Secretary, BHNFT  
Ms L Watson Executive PA to CEO/Chairman, BHNFT  
 
OBSERVERS: 
 
Ms D Parkes Deputy Chief Nurse, Mid Yorkshire Hospital 
Mr C Millington Lay Member, Barnsley CCG 
Mr T Conway Public Governor, Barnsley Constituency 
Mr T Dobell Public Governor, Barnsley Constituency 
Ms A Moody Lead & Public Governor, Barnsley Public Constituency 
 
APOLOGIES: 
 
 
19/61 APOLOGIES & WELCOME 

 
As Chair Mr Lake welcomed Mr Ned and Mr Thickett following recent appointments 
in their new roles within the Trust.  No apologies had been received.  

 



19/62 TO RECEIVE ANY DECLARATIONS OF INTEREST 
 
The standing declaration of interest from Mr Patton, Mrs Firth and Mr Thickett was 
noted.  
 
Mr Ned declared an interest as Director of Workforce with Rotherham Hospital 
NHS Foundation Trust.  It was noted that this would be a standard declaration 
going forward. 

 
 
 
 
 
 
 

19/63 TO RECEIVE AND APPROVE THE BOARD OF DIRECTORS REGISTER OF 
INTERESTS (as at March 2019)  
 
Mr Lake asked the Board to receive and note the Register of Interests for the 
Board of Directors.   
 
This was received and approved by all Board members.  It would now be uploaded 
to the Trust’s website. 

 

19/64 MINUTES OF THE LAST MEETING (7 March 2019) 
 
The minutes of the meeting held on 7 March 2019 were approved as an accurate 
record. 

 

19/65 ACTION LOG 
 
The action log showing progress on matters arising from the last and previous 
meetings held in public was reviewed.  Discussions were held in relation to:- 
 
• Minute reference no 19/48 Staff Survey - SE confirmed the Task & Finish 

Group will be discussed in the Board work shop this afternoon.    
• Minute reference no 19/46 Medical Director’s Quarterly Report - SE confirmed 

work is currently on going. 

 
 
 
 
 
 
 
 
 

19/66 PATIENT/STAFF STORY 
 
Following a presentation recently delivered at the Quality and Governance 
Committee by the NHSi Nutrition Collaborative Team, it had been requested that a 
similar presentation be given to a meeting of the Trust Board. The team consists of 
Ms H Dixon, Ms L Butterworth, Ms L Dunwell, Ms M Cooper and Ms R Carr who 
were all in attendance to provide the presentation.  
 
Participation in the Nutrition Collaborative was set up in response to poor 
compliance identified via PLACE for nutritional screening, including lack of 
understanding of the roles between nursing and dietetic teams. It was noted in 
September 2018 that Trust compliance averaged at 58% noting an improvement to 
82.9% following initiation of the project.  The major factors to the collaborative and 
service improvement has been the ability to work across teams and particularly 
bringing together teams who have not ordinarily been working together. Other key 
factors have also included improved data collection and improved completion of the 
Malnutrition Universal Screening Score.   The Next Steps include continuing with 
the collaborative work plan and to develop a business case for a Trust Nutrition 
Nurse. 
 
In a “Pechakucha” (20 images X 20 seconds) video presentation the team 
explained the project benefits and also linked a profound patient storey into the 
presentation.  The patient was admitted to Ward 31 for optimisation of nutritional 
status as well as a complex medical history.  On admission the patient scored high 
risk due to weight loss following recent surgery in July last year and was 
automatically referred to the Dieticians for their input and advice.  A plan was put in 
place for food fortification, close management of weight and inclusion of a variety of 
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supplement drinks to meet nutritional requirements were introduced.   Following 
post op review, the patient had gained 5 kilos in weight and dietary input was noted 
to have significantly improved.  The patient gave full consent for this story to be 
shared and stated he felt he had full input into the development of the plan and that 
he had been listened to by the Dieticians.  The patient subsequently had surgery 
without complications and has since made a full recovery.  
 
Mr Lake thanked the team for attending today and invited questions from the 
Board.  Dr Enright thanked the team for the excellent presentation and confirmed a 
Gastroenterologist has been appointed to  the Trust who has a special interest in 
nutrition (linked in with disease), in particular sepsis, and will be able to offer 
support to the project for the future.  Dr Jenkins confirmed patients with sepsis 
have extremely high nutritional requirements and the addition of this new 
consultant would be beneficial to the Trust.  
 
Mr Patton thanked the team for the informative video which he noted answered a 
lot of his questions.  He did ask what the plan was to further  roll this out within the 
Trust and how can the figures be increased to achieve a higher percentage rate.  
The team confirmed key areas will be looked into in the first instance such as 
AMU/CDU which hopefully will further improve performance. .   
 
Ms Parkes confirmed the Communications Team have been involved and are keen 
to help provide further support in terms of raising awareness of this initiative. 
 
Dr Jenkins asked how this can be monitored in the future and had an improvement 
been seen in the length of stay for patients.  The team confirmed this is difficult to 
quantify but the main focus was on the quality of the initial referral received by the 
Dieticians.  NHSI suggested one single item to be solely concentrated on initially 
and then other issues can be addressed in due course.  Emphasis was on ensuring 
patients were eating correctly as part of work up prior to surgery as it was noted 
patients are stronger and able to mobilise easier, which has been backed up by the 
patient story. 
 
Ms McNair asked if resources are available to support with the “Get Fit First” 
programme and it was confirmed there is an Oncology Dietician who has been 
approached to provide support although resources are limited within the 
Department.  
 
Mr Lake asked if support is provided once patients are discharged from Hospital 
and confirmation was given if patients are on supplements then a 2 week follow up 
appointment  is scheduled or referral via the GP into the Community is provided. 
 
Mr Lake thanked the Team for their attendance at the meeting today.  

19/67 CHAIRS LOG FOR THE QUALITY & GOVERNANCE COMMITTEE (Q&G) 
 
Mrs Moore as Chair of the Quality & Governance Committee presented the report 
providing an update following the meeting held in March 2019:- 
 
• The committee received an excellent and positive presentation on “Saving 

Babies Lives” from the midwifery team noting a national ambition to half the 
rates of stillbirths with a 20% reduction by 2020.  Saving babies lives is part 
of this ambition with four elements to the care bundle including reduce 
smoking, risk assessment and surveillance for foetal growth restriction, 
raising awareness of reduced foetal movements and effective monitoring 
during labour.  Aligned with this, the committee also considered the action 
plan for avoiding admissions into Neonatal Units (ATAIN) in order to meet the 
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CNST Incentive Scheme for Maternity Services.  
• For note and assurance, risk 1524 in relation to the management of sepsis 

confirmed the improvement in Q3 performance with screening at 100% and 
administration of IV antibiotics within one hour at 87%.  It was noted this 
seemed to contradict the sepsis section in the Mortality Report. 

• Risk 2130, inability to recruit Paediatric nurses into vacancies on Ward 37 an 
action plan will be received and discussed at the next meeting. 

• The Integrated Performance Report includes information of pressure ulcers 
relating to the new grading system which has been shared with Governors. 

• There were a total of 66 in patient falls in February, 11 of which were repeat 
falls.   

• One fall resulted in moderate harm or greater which was presented in the falls 
forum where actions and lessons learnt were identified. 

• Hospital acquired C-Diff was noted to be at 13, the Hospital target is 12. 
• The lowest rate of compliance for mandatory training was Resuscitation 

Paediatric Immediate Life Support recorded at 78.6%. 
• The outcome of the deep dive exercise into mortality using the Perinatal 

Mortality Review Tool to review eight antenatal stillbirths was reviewed, 
following this 6 deaths were considered unavoidable, one avoidable and one 
potentially preventable, both of these have been escalated as Serious 
Incidents.  

• The committee received the learning from experience report for Quarter 3 
which related to a range of patient experience data and discussions were 
held around the Friends and Family Test, in particular performance in ED. 

• The monthly Nursing and Midwifery Staffing report will shortly be changing 
format following NHSI guidance with a requirement for a compliance notice to 
be signed off.  The advantage of having  safecare on the e-rostering system 
was re-iterated.. 

• Agency spend for Nursing has reported a positive decrease of £107,000.   
Paediatrics and AMU continued  to be problematic areas with fill rates of less 
than 80% and the committee sought assurance action plans are in place to 
address the issues.  

• Following the Gosport War Memorial report relating to the prescribing of 
opioids to 456 patients, by way of assurance, the committee has agreed a 
further report to ensure practices within the Trust would prevent such a 
similar  occurrence.  

• The committee was asked to approve and review the Trust’s return to NHSE 
on the performance of the Health Care Worker Flu Vaccination.  It was noted 
the uptake of frontline staff is 76.58%.  The return was approved for 
submission on 27 March 2019 providing this was highlighted to the Trust 
Board for assurance.  

 
Mr Lake queried how prescribing is written up on the ACORN unit and Dr Enright 
confirmed prescriptions are written before the patient is transferred to the Unit and 
gave assurance no issues have been highlighted with this service.    
 
In discussion, it was noted that the reported number of C-diff cases should read 
yearly and not monthly. 
 
Mr Lake made reference to the low mandatory training compliance rate within 
Paediatrics, Mr Patton confirmed the training issues within Paediatrics was 
discussed in the Finance & Performance Committee where Mr Kirton provided an 
overview of the review that is currently on going with Paediatrics.  
 
In response to a question raised regarding timescales for SIs, Mrs McNair 
confirmed this is 60 days once the SI has been declared. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
KHa 
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There was discussion of the take-up rates of Flu Vaccinations for Health Care 
Workers and Mr Ned provided details of some of the innovative approaches taken 
in Sheffield to try and improve compliance levels.  
 
The report was received and noted by Board. 

 
 
 
 
 
 

19/68 CHAIRS LOG EXECUTIVE TEAM 
 
Dr Jenkins drew the following items from the Chairs Log of the Executive Team 
meeting to the attention of the Board:- 
  
• A major incident occurred in the Trust last week due to loss of power to the 

site as substation 2 blew affecting IT networks, lighting and other major 
services.  A divert on ambulance crews was put in place noting 16 
ambulances were diverted with no harm caused to patients.  Dr Jenkins 
expressed his thanks to all staff involved with the incident, in particular 
Barnsley Facilities Services.  

• The Trust has just launched a 12 month roll out for  an Electronic Patient 
Records System, Medway. It would be necessary to have discussions about 
the most appropriate governance arrangements to support the project 
management of the system.  

• The Trust has recently moved to NHS Professionals to control bank and 
agency usage for nurse staffing and agreement has been given to increase 
the pay rate for Band 5 nurses over a 6 month period, bringing the Trust in 
line with neighbouring Trusts.  The Trust is also considering agreement of an 
ICS wide bank share with South Yorkshire and Bassetlaw Trusts (excluding 
Rotherham) where each provider will help in terms of staffing.   This process 
will be reviewed over the next 6 months.  

 
In discussion, Mrs Moore highlighted one of the benefits of the NHS Professionals 
is the Trust’s own staff can join which will provide continuity of care.  Mrs McNair 
confirmed this service enables the Trust to stop using  agency staffing and noted 
that since joining NHSP in October there has been a reduction in the use of agency 
staffing resulting in significant financial savings. 
 
The verbal report was noted. 

 

19/69 MEDICAL DIRECTOR’S QUARTERLY MEDICAL STAFFING REPORT 
 
Dr Enright presented the quarterly Medical Directors report informing the format 
has been changed and in terms of presentation this is still work in progress, and 
that any   suggestions for improvements  would be appreciated.  An update was 
provided in relation to:- 
 
• Staff –An overview of the current status of Consultants/Specialty Doctors 

staffing per CBU was provided including:- 
 

- CBU1 
o ED is well established in terms of staffing levels, Professor Suzanne 

Mason was welcomed to the Trust at the beginning of March 2019.  
o AMU –  establishment within AMU is 10 Consultants, presently 5.6 

substantive posts are filled.  The gap is continually filled with the use 
of regular Bank Consultants, all known to the Trust and are all high 
quality individuals.  Vacant posts will be advertised in April. 

- CBU2 
o Staffing within CBU 2 overall is positive with low gap rates with 

Ophthalmology which is known nationally to be a difficult area to 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
BoD 2 May 2019 – April Minutes PUM  



recruit into. 
- CBU 3  

o National and local difficulties are experienced in filling these roles.  
Two Consultants have been appointed for Histopathology and a MSK 
Consultant has recently been appointed for Radiology. 

- SAS  
o SAS Doctor Group has a total of 46 doctors within Barnsley, no 

particular issues are experienced in terms of recruiting. 
 

• Medical Agency Spend - NHSI set an annual target for Medical Agency 
spend in 2018 to be no more than £2.25m, as at February 2019 spend is just 
below £2.2m.  The forecast for the remaining part of the year is just over 
target but noted to be significantly less than last years spend of £2.8m.  
Spend was above target for the first half of the financial year, however this 
has consistently been below target during winter which is an excellent 
achievement considering the difficult and challenging times.  A weekly 
meeting chaired by the Medical Director & Director of Finance to ensure the 
need for every locum requested within each CBU takes place. 

• Regional bank - Barnsley host the regional bank in collaboration with four 
other Trusts within the South Yorkshire and Bassetlaw region trying to 
standardise working by allowing Doctors to work across the region without 
the need to register with an agency.  

• Guardian of Safe Working Hours - Under the Junior Doctors Contracts 
exception reporting is used which is to provide real time data of working 
hours, missed breaks etc.  A guardian who will monitor the exception reports 
and encourage the doctors to complete this is now in post.  Improvements 
have been seen since the paper was written for Board with the latest 
performance reporting over 90% of exception reports are reported within 7 
days. 

• Junior Doctors Induction -Following feedback about the quality of the 
August rotation induction changes have been put in place to improve the 
delivery and quality of inductions.  Early feedback is extremely positive and 
no complaints have been received.  Formal feedback from the GMC is due in 
the near future and the expectation is that this will be positive..   

• Medical Staffing Team - The structure of the Medical Staffing Team is 
undergoing change, interviews are taking place today to recruit a Medical 
Workforce Officer. 

• Appraisal - The medical appraisals continue to be co-ordinated by Mr  
Bannister, Deputy Medical Director noting the team continue to deliver the 
high level service as shown in previous months. 

• SAS Doctor Group - The Trust has a total of 46 SAS Doctors, significant 
time has been invested in engaging with this cohort of doctors. 

• New Consultants Group - The Consultant Group continues to develop and 
Mr P Hudson, Non-executive Director will be in attendance at the June 
meeting. 

• Overseas Doctors  - Working with GMC, the Trust are running a half day 
“Welcome to UK Practice” course which is aimed at Doctors commencing 
there first post in the UK. 

 
In discussion, Mr Hudson asked about the process used to ensure “safe” medical 
staffing levels and the arrangements that are followed to ensure that they are 
appropriate. Dr Enright confirmed following publication of the report by the Royal 
College of Physicians in July last year,  that a review was undertaken to look at the 
safe staffing levels within the Trust which was also discussed in the weekly 
Executive Team Meeting.  Barnsley bench- marked remarkably well with the 
exception of one area of concern which was subsequently looked into. He went on 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

BoD 2 May 2019 – April Minutes PUM  



to explain that  unlike for nursing, there are very few national guidelines in terms of 
how many doctors are required on the wards at any one time to ensure safe 
staffing levels.  The day to day management of staffing is monitored through 
Medical Staffing and the individual teams in terms of annual leave, sickness etc.   
Mrs Moore suggested it would be useful for a feature to include the Physicians 
Associates on the report to see the importance and contribution of   skill mix.   
 
For information purposes, the meeting was advised of  a presentation from Dr 
Judith Fox in relation to the SAS Doctors which was given  earlier in the year to the 
Executive Team.  This was to ask the Trust to commit to the full and timely 
implementation of the charter, although there are no timescales with the SAS 
charter, an update was asked to be provided in 6 months time to review the 
progress made to date. 
  
In relation to agency spend, Dr Jenkins asked if this figure included NHS locums, it 
was confirmed these are additional to numbers and it was therefore suggested it 
maybe useful to include a separate report to fully understand the locum spend.  It 
was noted regionally the use of the Medical Bank by Trusts is disappointing across 
the South Yorkshire and Bassetlaw region and that Trusts should be encouraged to 
join the regional bank to  standardise locum rates. 
 
Mr Lake enquired about retention arrangements for expensively trained medical 
staff. In response Mr Ned confirmed that the Trust was part of a programme 
looking at the retention of non medical staff and that he would ensure the lessons 
are shared with Dr Enright.  
 
The Board noted the report. 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
SN 

19/70 CELEBRATING OUR PEOPLE        
 
Ms Parkes presented the report to provide an update on the Trust’s Brilliant Award 
winners as part of the reward and recognition process for celebrating the excellent 
work within the Hospital. The winners and nominees of each award category were 
noted within the report.  It was noted the nominations were again on the low side 
which is likely to be due to the Heart Award nominations.  Ms Parkes will check on 
this and if necessary, will do more promotional work around the Brilliant Award’s for 
staff within the Trust. 
 
Ms Parkes thanked the Non-Executive Directors and Governors for their 
involvement with the shortlisting process for the Heart Awards, noting over 200 
members of staff had been nominated.    
 
The Wall of Fame within the Trust is almost full and Mr Lake advised that  the 
Governor’s board will also be in place once the photographs are complete.  Ms 
Parkes confirmed this will be complete by the end of April 2019. 

 

 

 

 

 

EP 

19/71 CHAIRS LOG FINANCE & PERFORMANCE COMMITTEE  (F&P) 
 
Mr Patton as Chair of the Finance and Performance Committee presented the 
report providing an update following the meeting held in March 2019:- 
 
Finance  
 
• The year to date position at month 11 is £8.038m deficit to plan, which was 

£0.151m favourable to plan. 
• The cash position at the end of the month is £1.677m, ahead of plan. 
• Capital expenditure at month 11 is £4.561m, noted to be less than planned 

but with a clear plan on how it will be spent by year end. 
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• The cost improvement programme (CIP) shows excellent performance, 
savings to date are £9.001m against a plan of £7.538, giving a year to date 
positive variance of £1.463m. 

 
Performance  
 
• The Trust continues to perform well in terms of RTT which shows delivery at 

95.7% despite on going challenges from Orthopaedics and Dermatology. 
• Diagnostic waits are complaint with 100% of patients accessing diagnostics 

within 6 weeks. 
• Cancer for 62 days is complaint at 89.5% 
• The 4 hour access for February failed to deliver at 94.5%, year to date 

delivery is 94.61%. 
 
People 
 
• Sickness has decreased by 0.18% since January, current 4.85%, the key 

area remains to be stress related. 
• Mandatory training is recorded at 89% and staff appraisals at 90.2%. 
 
Mr Patton confirmed the committee had received an update in relation to Medway 
System C, Eprescribing, VitalPAC and Crash Bleeps.  
 
The Business Case for the Pathology replacement IT system analysing benefit 
realisation against the original plan was also received by the committee.  This was 
discussed in detail during the meeting and a full “lessons learnt” exercise was 
undertaken.  The committee noted some schemes may not be benefit generating 
but were essential schemes for replacement of key systems.  
 
The Gender Pay Gap report was received which shows a slightly worse 
performance than last year with a mean of 37%, the figures having been affected 
due to the exclusion of BFS Staff. 
 
The committee received the Data Protection Tool Kit for final sign off noting 96.7% 
was achieved.  
 
The latest BAF/CRR from a finance and performance perspective were reviewed.  
 
For assurance to the Board, the committee received the final operational plan to 
sign off under delegated authority. 
 
Mr Thickett confirmed finance is favourable to the initial plan but adverse to plan as 
the PSF money in month 10/11 had not been accrued within the figures. When the 
PFS funding is built in the Trust will be on target. 
 
In discussion, Mr Lake made reference to the disappointing performance for the 
gender pay gap as compared to last years figures and it was confirmed this will be 
discussed in further detail in the forthcoming Finance and Performance Committee.  
Dr Jenkins highlighted one of the major factors in the performance is the fact that 
BFS, who have predominantly a male workforce, were removed from the Trust’s 
staffing group which has contributed to the deteriorating figures.  It was also noted 
that  one of the big drivers within the report is the longer serving male consultants 
and Mr Mapstone commented the Trust are now seeing an improved trend for 
female Consultant awards which was pleasing to note.   
 
The report was noted and received by Board. 
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19/72 INTEGRATED PERFORMANCE REPORT (Month 11) 
 
In introducing the report, Mr Kirton explained that the figures for Rotherham and 
Sheffield A&E performance in the report (page 70) were incorrect and that following 
last week Finance & Performance Committee meeting there had been an update to 
contents of page 78 dealing with quality. Notwithstanding these amendments, Mr 
Kirton provided the following up date and particular attention was drawn to the 
following areas: 
 
Performance 
 
• The 4 hour access target for February was missed but delivered for March 

following an exceptional performance in difficult circumstances by staff. 18 
weeks referral to treat (RTT) standard continues with delivery of 95.7% 
despite non compliance with Trauma & Orthopaedics and Dermatology.  

• Cancer remains compliant with the exception of the 62 day screening 
standard at 89.5% against a target of 90%, due to 2 shared pathway 
breaches. 

• Diagnostic waits continue to deliver strong access with 100% of patients 
accessing diagnostics within 6 weeks.  

 
Mrs Firth praised the Trust for the excellent achievement within ED and asked if 
there was a way to thank the front line staff within the Hospital.  Dr Jenkins 
confirmed discussions have been held in the weekly Executive Team meeting for 
ideas of celebrating the success achieved by certain individuals and teams of staff 
with the Hospital.    
 
Quality  
 
• Six medication incidents had been reported all low harm to patients. 
• Two Serious Incidents had been reported in the last month:- 

- in patient fall which is subject to a coroners inquest  
- a medical device error where a patient had received 2 burns from a 

warming blanket.  This has been declared as an SI and will be further 
investigated under the normal process. 

 
Mr Lake queried the data for grading of pressures ulcers and Mrs McNair 
confirmed the figures have been achieved using the new reporting mechanism. 
 
It was also noted the ED Friends and Family Test  (FFT) has shown a decline since 
the withdrawal of the SMS service.  A paper will be discussed in the Executive 
Team shortly to implement how this can be managed.  Mr Lake asked if anything 
had specifically changed over the 3 month period which could explain the change 
to the levels.  No specific cause has been identified to specifically cause the 
change and it was suggested to have further discussions in Quality and 
Governance to gain a further understanding of the figures.   
 
People  
 
• Sickness absence rate shows a slight decrease to 4.85% noting a reduction in 

short term sickness, but a slight increase in long term sickness.  The new 
Trust’s sickness absence reduction action plan continues to be monitored in 
an aim to reduce sickness within the Trust. 

 
Finance  
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• Q4 is looking promising for the Trust to achieve, the previous risks seen with 
ICS partners have been mitigated looking likely to achieve delivery.   

• The Trust is continuing to drive down the creditor days. 
 
In discussion, Mr Lake asked if a forecast is available for the SHIMI data.  Dr 
Enright commented this is very difficult to predict but is expected to rise inline with 
the HSMR data. 
 
An observation was made regarding mandatory training as the data was noted to 
have been amber all year and has never achieved target.  Dr Jenkins stated this 
has been looked into with great emphasis on all staff completing mandated training 
and early data provides a cast iron guarantee that this will be green when the 
figures are validated.  Although no national target has been set, the Trust has a 
compliance target of 90%, opportunities are available to change this into a green 
position but clear plans need to be in place for this to be consistently achieved.  
Further discussions will be held with Mr Ned for the forthcoming year to ensure this 
is achieved.  Mr Patton confirmed the figures need to also include excluded staff, ie 
maternity leave, as this group of staff maybe artificially bring the figures down.  
 
The Board noted and received the update. 

19/73 REPORT OF THE CHAIRMAN 
 
Mr Lake presented his report confirming recent meetings that he has attended on 
behalf of the Trust.  He outlined a number of meetings have been arranged to meet 
the Local MPs to ensure good working relationships are in place, noting Mrs 
Parkes will also be in attendance. 
 
Mr Mapstone attended the recent Committees in Common meeting on behalf of the 
Chairman.  The main focus of discussion was around the governance and various 
changes to the chairmanship of different groups, emphasis on HSR focus on 
transformation at a local level rather than reconfiguration services.  A presentation 
was also provided on opportunities within procurement.  
 
The Board received and noted the report.  

 

19/74 REPORT OF THE CHIEF EXECUTIVE  
 
Dr Jenkins presented his report to Board confirming recent meetings and events he 
has attended on behalf of the Trust.  These consisted of the heart award 
nominations, a staff engagement event, QUIT steering group, a visit to Mid 
Yorkshire Hospital and the Trust hosting a visit from colleagues from Harrogate 
District Hospital.   
 
The Board received and noted the report. 

 

19/75 INTELLEGENCE REPORT 
 
Ms Parkes presented the monthly intelligence report which was received and 
noted.  In discussion:- 
 
• Ms Moore expressed an interest in the nurse staffing research confirming the 

impact of the changes will be closely monitored to see what effect this has on 
the workforce. 

• Mrs Firth asked a question in relation to the Leeds Teaching Hospital video 
link for appointments, wondering if this was something Barnsley could 
implement in the future.  Dr Jenkins stated this is worth looking into and 
informed this service had been trialled in the past but unfortunately wasn’t 
sustained.  An improvement programme focussed on the Out-patients is on 
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going to improve the service for patients in and around the surrounding 
areas.  Dr Jenkins also confirmed a video link has recently been implemented 
by Right Care into 10 nursing homes within the area with plans to extend to 
all Nursing Homes.  It was noted this would be an interesting item to 
presented in Quality and Governance to provide a more detailed update. Mrs 
Moore said this is an interesting time and shows change and a shift in the 
strategic context for the way we operate and the Trust needs to be prepared 
for the move to a more virtual service moving forward.  

• Mr Patton commented on the useful questions in relation to the National CQC 
stating this will be dealt with during the review.  The Trust needs to ensure all 
areas are covered when the report is available. 
 

The Board noted the report. 

 

 

 

 

 

19/76 TO RECEIVE AND APPROVE AMENDMENTS TO THE TRUST’S 
CONSTITUTION  
 
Mr Haynes explained changes had been proposed to the Trust’s Constitution in 
2018 which now needed approving by both the Trust and Council of Governors.   
Following previous meetings involving Governors and consultation with volunteers 
a number of changes and amendments were proposed to the Constitution.  This 
involved the removal of volunteers from the staff constituency, allowing the 
volunteers to stand for election within the Barnsley Public.   
 
The Board received and approved the changes to the Trust’s Constitution.   

 

19/77 TO RATIFY POLICIES AS REVIEWED AND APPROVED BY THE QUALITY & 
GOVERNANCE COMMITTEE  
 
Following approval at the Quality and Governance meeting on 27 March 2019, Mrs 
Moore brought the following policies to Board for ratification:-  
 
• Blood Results Escalation Policy  
• Overseas Visitor Policy  
• ICE Filing Policy  
• Safe Handling and Disposal of Sharps Policy  
 
Mrs Firth commented on payment methods for overseas visitors asking if payment 
via a credit/debit card is available.  Mr Thickett confirmed this is an ongoing issue 
and is currently being explored within the Trust.  Mr Mapstone made reference to a 
typographical error under 7.8 on the ICE Filing Policy and a discrepancy on the 
Safe Handling and Disposal of Sharps Policy for either annual or bi-annual review.  
Ms Moore confirmed this will be reviewed annually and will therefore make the 
necessary amendments to both policies.  
 
Subject to these amendments the Board approved the above policies. 

 

19/78 QUESTIONS FROM MEMBERS OF THE PUBLIC/OBSERVERS 
 
Mr Conway raised a concern when visiting in-patients within the Hospital explaining 
that  he had noticed some of the intravenous fluid bags were empty and wondered 
if this was a cause for concern, asking is he within his rights to escalate this to 
Ward Staff?  Mrs McNair confirmed the fluid bags may have been disconnected 
which maybe the reason the bag is empty, although this is not acceptable.  If this is 
noticed, it was suggested to raise this to the Ward Staff who will perform the 
necessary checks on the patient. 
 
Mr Conway also wondered if it would be possible for research to be undertaken on 
the working environment for staff/patients.  Mr Lake said this was a good point to 
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be made and will make note when reviewing offices and layouts.  Dr Enright also 
commented that the environment plays a big part in the recovery of patients in 
particular to noise and is currently looking to having dedicated day and night 
lighting in ITU. 
 
Mr Dobell praised the staff within the Trust for the positive achievement in 
achieving the 95% A&E four hour wait target for March. He also enquired whether 
the “Saving Babies Lives” presentation is something that could be made available 
to the Governors, perhaps through a future meeting of the Quality & Governance 
Sub-Group.  It was agreed that this would be noted on the groups forward planner.   
Mr Dobell also raised recent difficulties experienced in attempting to re-arrange a 
clinic appointment via telephone.  This was only addressed when he visited the 
Hospital earlier in the week in person without any issues.  Mr Lake apologised for 
the difficulty Mr Dobell had encountered.  

 

 

 

 

 

 

KHa 

19/79 ANY OTHER BUSINESS 
 
There were no items presented for discussion today.  Mr Lake therefore thanked 
members, attendees and observers for attending the Board Meeting which was 
formally closed.  

 

19/80 DATE AND TIME OF NEXT MEETING 

The next meeting of the Trust Board is scheduled for Thursday 2 May 2019, 9.00 
am to be held in the Lecture Theatre, BHNFT. 
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 19/05/04 

SUBJECT: BOARD ACTION LOG 

DATE: MAY 2019  

PURPOSE: 

 Tick as  
applicable  

 Tick as 
applicable 

 For decision/approval  Assurance  
For review   Governance  
For information   Strategy   

PREPARED BY: Keith Haynes, Interim Trust Secretary 

SPONSORED BY:  

PRESENTED BY: Trevor Lake, Chairman 

STRATEGIC CONTEXT  

To ensure that actions emerging from Board meetings are progressed and reported to Board in 
a timely manner. 

EXECUTIVE SUMMARY  

Current action log arising from Public Board meetings as attached. 

RECOMMENDATION(S)  

 
The Board of Directors is asked to: 
a) note and approve reported progress and any verbal updates  and 
b) review any outstanding actions 

 
 



 

Subject: Board Action Log Ref: BoD 19/04/05 

 
 
ACTIONS ON AGENDA: Table 1   
Minute 

ref 
Meeting 

date 
Item Action Owner Due date Done Date Progress report 

RAG 
status 

19/67 04.04.19 
Chairs Log Quality and 
Governance Committee 

To amend the hospital 
acquired C-diff data to yearly 

as opposed to monthly. 
 

Health Care Worker Flu 
Vaccinations to be included 
on the agenda for the next Q 

& G Meeting. 

KHa 
 
 
 

KHa 

02.05.19 25.04.19 
Completed – please see the 

latest Q & G Chairs Log  
 

19/69 04.04.19 
Medical Directors 
Quarterly Report 

Information relating to the  
retention programme for non 

medical staff to be shared with 
Dr Enright. 

SN 02.05.19    

19/70 04.04.19 Celebrating our people 

To check if there is a reason 
as to why nominations are on 
the low side and if necessary, 

further promotional work 
maybe required. 

EP 02.05.19    

19/78 04.04.19 
Questions from 
members of the 
public/observers 

Information relating to 
Stillbirths from the “Saving 

Babies Lives” presentation to 
be available at a Governors 

Meeting. 

KHa 
June 
2019 

 Meeting of Q & G Sub Group  

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

ref 
Meeting 

date 
Item Action Owner Due date Done Date Progress report 

RAG 
status 

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

ref 
Meeting 

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

Key to RAG status 
 Action overdue or no update provided 
 Update Provided but action not complete 
 Update provided and action complete 
BoD 07 March 2019 :Action Log  



 

19/46 07/03/19 
Medical Director’s 
Quarterly Report 

Update in relation to R&D 
financial arrangements to be 

provided to F&P 
SE June 2019  Update to F&P June 2019.  

 
 
 

 
 
 
 
 
 

 

Abbreviations/acronyms:  
• ACS – Accountable Care System 
• BAF – Board Assurance Framework 
• CCG – Clinical Commissioning Group  
• CQC – Care Quality Commissioning Group 
• CIP – Cost Improvement Programme 
• Comms – Communications 
• CRR – Corporate Risk Register 
• Dir – Director 
• EqIA – Equality Impact Assessment  
• ET – Executive Team 
• F&P – Finance & Performance Committee 
• FPSG – Finance & Performance Sub-Group (Governors) 
• ICT – Information & Communications Technology 
• IPR – Integrated Performance Report 
• Q&G – Quality & Governance Committee 
• QGSG – Quality & Governance Sub-Group (Governors) 
• VTE – Venous Thromboembolism 

  

Key to RAG status  
 Action overdue or no update provided  
 Update Provided but action not complete  
 Update provided and action complete  
BoD 07 March 2019 :Action Log  

 
 

 



  

REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 19/05/06 

 

SUBJECT: QUALITY & GOVERNANCE ASSURANCE REPORT 

DATE: MAY 2019 Private & Confidential 

PURPOSE: 

 Tick as  
applicable  

 Tick as 
applicable 

 For decision/approval  Assurance  
For review   Governance  
For information   Strategy   

PREPARED BY: Keith Haynes, Interim Trust Secretary 

SPONSORED BY:  

PRESENTED BY: Ros Moore, Q&G Committee Chair 

STRATEGIC CONTEXT  

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

EXECUTIVE SUMMARY  

The Chair’s log provides information to assist the Board with obtaining assurance about the 
quality of care and rigour of governance. The attached report provides an overview of issues 
from the most recent Q&G meeting held on 24 April 2019. Issues for attention of the Board are 
reported in the log.  

RECOMMENDATION  

The Board is asked to note the attached Chair’s log. 
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CHAIR’S LOG: Chair’s Key Issues and Assurance Model - Public 
 
Committee / Group:  Quality & Governance Date: 24/04/2019 Chair: Ros Moore 

 

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

Recommendation/ Assurance/ 
mandate to receiving body 

1. 
Chair’s Log for 
27/03/2019 

The Chair took the opportunity to confirm the on-going 
actions which the Board had requested the Committee to 
keep under review, namely: 
 
• Health Care Worker Flu vaccination following the 

reported uptake by 76.8% of frontline staff. It was noted 
that CQUIN target was set at 80%. The approach to 
incentivisation referenced by the Director of Workforce 
was noted. 

• Paediatric Services – Leadership & Governance. As 
agreed, this would continue to be monitored by the 
Committee with updates to the Board. 

 
It was noted that the overall governance arrangements 
relating to the implementation of Medway EPR (PAS 
element) would report through the Finance & Performance 
Committee during the first year of the project, after which 
this would be reviewed at a stage when the project 
becomes more focussed on the implementation of clinical 
systems. 
 
It was also noted that Governors present had requested a 
presentation on the Perinatal Mortality Review (Q&G Sub-
Group) 
 

Board of Directors For Assurance 

1 
 



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

Recommendation/ Assurance/ 
mandate to receiving body 

2. 

Integrated 
Performance 
Report (March 
2019) 

It was pleasing to note that the Trust successfully delivered 
the 4 hour emergency access target in March, achieving 
96%, although the target for the year was narrowly missed 
at 94.6% cumulatively. 
 
In relation to the Quality of Care, pressure ulcers and falls 
were subject of detailed reports below.  
 
Incidents 
There were six medication errors, 5 of which resulted in low 
harm and one that is currently under review. 5 serious 
incidents were reported in month – two relating to hospital 
acquired VTE, treatment delay (previously reported to 
Board), the reported environmental incident, and one 
related to a patient identification error. 
 
Patient Experience 
During March the Trust received 27 new complaints, with a 
total of 293 in year compared with 270 the previous year. 
Primary themes were clinical care and treatment. 74% of 
complaints were upheld in month. 
 
Whilst there was no specific report on Mortality, Dr Enright 
observed an HSMR of 102.1 reported at January 2019 and 
confirmed the on-going work related to the Sepsis HSMR. 
There was discussion about the value of setting the HSMR 
target at 100 and it was noted that this was the target set by 
the Trust and which would be reported in the Quality 
Account. 
 
Two further items of note. The role of the Committee in 
relation to monitoring sickness and absence performance 
and the need for the IPR to provide more detail on lengths 
of stay going forward. 
 

Board of Directors To Note and for Assurance 

2 
 



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

Recommendation/ Assurance/ 
mandate to receiving body 

3. 
Chair’s Log 
Performance 
Meetings 

 
The Chair (Bob Kirton) drew attention to the following and 
of note: 
 
• CBU2 Breast Screening – pressures on the service in 

terms of activity and radiology cover, with 18 breaches 
for two week pathway anticipated in April. Recovery 
plan agreed including extra cover and performance 
back on track for May. 

• CBU3 Autism Spectrum Disorder Pathway for 11+ – 
CCG approved funding of business case resulting in 
reduction of waiting times (CRR 2163). 

Board of Directors For Assurance 

4. 
Pressure Ulcer 
Quarter 4 Report 
2018/19 

The Committee considered the detailed Q4 report. relating 
to a range  Of note: 
 
• In 2018/19 there were a total of 97 grade and category 

2 pressure ulcers, with root cause analyses identifying 
that 61 were as a result in lapses of care. In Q4 there 
were 10 hospital acquired category 2 pressure ulcers 
with 2 resulting from lapses in care (cf, Q3 15 cases 
with 7 resulting from lapses in care). 

• No category 3 and 4 pressure ulcers reported in Q4. 
The Trust has maintained the elimination of category 3 
and 4 pressure ulcers since the implementation of the 
new NHSi pressure ulcer criteria in November 2018. 

• Deep Tissue Injuries were introduced as a separate 
classification for reporting in Q3. For Q4, there were 9 
deep tissue injuries reported, with 2 due to lapses in 
care. Since their inclusion for reporting since November 
2018, this brings the total reported to 14, with 7 due to 
lapses in care. These were reported previously as 
Grade 3 pressure ulcers. 

 
The Committee noted that since the introduction of the new 
classification system, investigation findings had highlighted 
that staff are not accurately assessing pressure ulcers in 

Board of Directors To Note and For Assurance 

3 
 



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

Recommendation/ Assurance/ 
mandate to receiving body 

accordance with the new NHSi classifications. Accordingly, 
the Tissue Viability team has been working with clinical 
teams. For 2019/20, React to Red drop in sessions have 
been scheduled weekly. In addition, the Committee 
considered the action plans which had been developed and 
in particular the overall action plan and the ED action plan. 

5. 
Falls Quarter 4 
Report 2018/19 

The Committee considered the Q4 detailed report. Of 
note: 
 

•  Total number of inpatient falls for full year to 
date is 883, including 191 repeat falls. The 
Trust has achieved significant improvements in 
reducing the numbers of falls resulting in 
moderate or greater harm in year with a total of 
19, compared with 36 in 2017/18.  

• Five serious incident investigations were carried 
out in relation to falls. All were deemed 
avoidable with the following common themes 
identified: 

o All patients had presented with 
foreseeable high risks of falling 

o Fall assessments had not been 
correctly undertaken 

o Communication of patients’ risk of 
falling was not robust between 
transfers or between shifts 

o The assessing of patients for enhanced 
care was not structured and staff could 
not always be allocated to deliver 
enhanced care. 

• Mandatory training compliance was 62.5% for 
the quarter against a target of 70%. It was 
considered that the target for 2019/20 should 
be 90% in line with other mandatory training 
targets. 

• For 2019/20 there will be a national CQUIN 

Board of Directors To Note and for Assurance 

4 
 



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

Recommendation/ Assurance/ 
mandate to receiving body 

relating to hospital falls. 
The Committee also reviewed the detailed action plan 
which had been developed. 

6. 

Chair’s Log – 
Clinical 
Effectiveness 
Group 

The Committee was pleased to note from the Chair’s Log 
the progress being made to develop the D1 Discharge e-
form which should save junior doctor time and improve 
discharge arrangements. There was also discussion of 
the Getting It Right First Time programme and in 
particular its impact. 

Board of Directors  To Note and for Assurance 

7.  

NHSI Staffing 
Safeguards 
Reports – 
Medical and 
Nursing 

Medical: 
The report set out the new requirements from NHSi 
regarding medical staffing safeguards. In October 
2018NHSi set out guidance on how it was going to assess 
a Trust’s compliance with the staffing requirements set out 
in the National Quality Board’s guidance. In particular, the 
Trust must deploy suitably qualified, competent, skilled 
and experienced staff; should have a systematic approach 
to determining the number of staff and range of skills 
required and must have an approach that reflects current 
legislation and guidance where it is available. Accordingly, 
the Committee received a medical staffing report that 
provided an overview of the Trust’s current medical 
establishment and, in particular noted areas of exception.   
It was proposed that the format of this report should now 
be considered as the replacement for the Medical 
Director’s Quarterly Medical Staffing Report to the Board. 
Nursing: 
Fill rates for March 2019 were 90.0% for registered 
nurses/midwives (days) and 93.5% for care staff (days); 
103.1% for registered nurses/midwives (nights) and 114% 
for care staff (nights). Four wards fell below 80% staffing 
levels for registered nurses on day shifts (Wards 20, 22, 
33 and 34) compared with five wards in February. The 
NHSi staff retention programme was reviewed. 

Board of Directors To Note and for Assurance 

5 
 



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

Recommendation/ Assurance/ 
mandate to receiving body 

8. 

NHS Resolution 
Maternity CNST 
Incentive 
Scheme – Year 
Two 

NHS Resolution is operating a second year of the CNST 
maternity incentive scheme as part of a measure to 
support the delivery of safer maternity care. The Trust is 
participating and has to deliver against ten key safety 
standards. The detailed action plan and progress were 
noted. In order to be eligible for payment the Board must 
submit its completed declaration to NHSR by 15 August.  

Board of Directors To Note and for Assurance  

9. 
Guardian of Safe 
Working Report 

It was pleasing to note that the number of exception 
reports have halved compared to the same months last 
year – in Q4 there were 86 reports with 82 being closed. 
With the appointment of dedicated administrative staff 
reports are being dealt with in a more timely manner with 
only 7-8% reports open compared with 50-60% 
previously. A monthly guardian report is also sent to CBU 
Clinical Leads. 

Board of Directors To Note and for Assurance 

10. 

Gosport War 
Memorial 
Hospital: The 
Report of the 
Gosport 
Independent 
Panel 

 
By way of further assurance, the Committee considered the 
Trust’s overall compliance against the following key themes 
identified in the report – Listening to patients families and 
staff, Freedom to speak up, Ensuring care is safe, 
Identifying and addressing problems, and Duty of Candour.    

Board of Directors To Note and For Assurance 

11. 
2018-19 Quality 
Report, including 
Quality Account. 

The Quality Report/Account was reviewed as work in 
progress. It is prepared in accordance with the 
requirements of the relevant regulations, with an updated 
version planned for the extra-ordinary meeting of the Board 
planned in May. 

Board of Directors To Note and For Assurance 
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REPORT TO THE  
TRUST BOARD 

REF: BOD 19/05/08 

SUBJECT: Q4 MORTALITY REPORT 

DATE: April 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 
Reviewed by T. Radnall  

SPONSORED BY: Dr Simon Enright, Medical Director 

PRESENTED BY: Dr Simon Enright, Medical Director 

STRATEGIC CONTEXT  

The Trust has a 2018/19 goal of reducing mortality rates towards 100. 

 

EXECUTIVE SUMMARY   

 
The report provides a range of statistics that together provide a rich picture of mortality rates in 
the Trust. 
 
Crude mortality: Latest analysed data is to the end of March 19 and is 22.03 in month and 
23.40 year to date.  
 
SHMI: The latest available period is July 2018 – September 2018 (Q2) and was 103. 
 
HSMR: Latest data from CHKS is to January 2019 and reports 102.12 for the preceding 12 
month period.  
 
Disease-specific mortality: AKI 71.75,  Sepsis HSMR: 115.72.  
Sepsis continues to be an area of focus as the upwards trend in Sepsis HSMR is not reflected 
in other sepsis quality indicators. The increased use of the sepsis code, which is indicative of 
early consideration of sepsis, has an adverse impact on HSMR. 
 
Learning From Deaths:  Rolling 6 month period 01/10/2018 – 31/03/2019. Assessment of 
care rated as excellent care/ above expected in 4.55% of assessments and good care/as 
expected in 77.27%. 
 

RECOMMENDATIONS  

The Board is recommended to review and receive the report. 
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1: MORTALITY STATISTICS 
  
1a: Summary Table 
 

 
 
1b: Crude Mortality (Latest Month March 2019) 
 

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

• Crude Mortality Rate is per 1000 Discharges 
• 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** 

2013/14 1021 42551 23.99 31.10 

2014/15  967 41948 23.05 29.12 

2015/16 982 43062 22.80 27.84 

2016/17  946 41497 22.54 27.06 

2017/18  1060 43141 24.57 21.19 

2018/19 (YTD) 1076 45898 23.40 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 Jan-19 Feb-19 Mar-19
HSMR 12 Month Rolling 102.33 102.41 103.41 103.44 103.80 103.32 106.29 107.04 108.53 108.93 109.77 110.12 109.36 109.80 106.64 104.93 103.31 102.12
HSMR In Month 115.1 100.83 98.39 107.7 90.52 97.63 77.63 93.03 100.7 97.81
Discharges 3465 3427 3635 3603 3529 3657 3526 3733 3574 3774 3658 3661 3884 3500 3965 3893 3969 4099 3790 4131
Deaths 60 61 75 79 99 109 101 97 94 77 69 76 67 69 71 73 94 91
Expected Deaths 61 67 68 69 83 99.4 73.62 86.187 80.76 76.345 70 71 74 71 91 78 95 93
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 28.30 24.80 22.03
SHMI 101 101.5 100.2 102 103
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1c: SUMMARY HOSPITAL-BASED MORTALITY INDICATOR (SHMI) 
 

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 (Q2) July 18 – September 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 is 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.” 

 
• The next scheduled SHMI publication is due in May 2019 reporting data from January 2018-December 2018 

(Q3) 
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1d: HOSPITAL STANDARDISED MORTALITY RATIO (HSMR): 102.12 
 

• The 12 month rolling HSMR to January 2019 is 102.12. 

• 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 980 observed deaths and 960 expected deaths 
giving an HSMR of 102.12. 

• As with crude mortality there is a higher HSMR associated with respiratory conditions such as pneumonia and 
other lower respiratory 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: 99.45 
 

 
 
1f: AKI HSMR: 71.75 (January 19).  

Due to an established decrease in HSMR, the Learning from Mortality Group is discussing proposals to monitor a 
new disease specific group instead of AKI. 

 

• The AKI task & finish group continues to make improvements in the management of patients with AKI.  
• AKI alerts are live on VitalPAC from January 2019 and there is a daily release to the Acute Response 

Team of all patients with AKI 1, 2 or 3 from Pathology.  
• In addition the quality target of demonstrating that 80% of patients have AKI management recorded at 24 

hours of the alert being received was achieved in Q4. 
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1g: SEPTICAEMIA HSMR: 115.72 (January 19)  
 
• Sepsis continues to be an area of focus 
• CHKS has provided 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 and looks to be a repeated trend for 2019. 

• A deep dive into coding and the sequencing of coding has been commenced. This work is being organised by 
the Associate Medical Director for Mortality. 

• Initial findings show that there are a number of patients who have been coded as sepsis due to having been 
screened for sepsis but do not have positive blood cultures. The work is in early days. 

• The Sepsis task & finish group continues to make improvements in the early identification and management of 
patients with sepsis. Work is currently focused on 

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

administration 

• Screening for Sepsis in Q4 is now at 100% and is captured using VitalPAC in ED and adult in-patient wards. 
• Antibiotic administration within an hour of the risk of sepsis being stratified was at 90% for Q4 and antimicrobial 

review was at 93% 
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Septicaemia Spells (Code A419) January 2017 to January 2019 (Rolling 12 month period), compared to 
Yorkshire trusts 

 
 

 
 
1h: Contextual Indicators for HSMR: 
 
Palliative care coding 
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2: LEARNING FROM DEATHS  
 
2a: Mortality Screening and Structured Judgement Review (SJR) compliance  

The policy relating to learning from deaths was reviewed at the learning from deaths group and amendments on 
the scope of the policy agreed by the group to prevent duplication of processes. 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.  

The number of reviews sent out in a six month rolling period averages 500. On average 90 screening forms will be 
out for completion at any one time. There is a turnaround time of 20 working days. Therefore 100% compliance is 
not possible.  Based on the average numbers the compliance target at BHNFT is set at 80%.  

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 or delay the AMD for Mortality will complete the screening 
form. Work is on-going with specialities to improve the timeliness of screener returns and a proposal for an SJR 
panel is being considered to ensure more timely reviews 

• There are currently four non completed SJR’s that have been returned to the AMD. The AMD will review the 
reasons for non completion and either reallocate or complete in AMD time. 

• Consultants requiring support can access this through the AMD or through the patient safety team.  
• Any non compliance for non genuine reasons is first raised with the CBU triumvirate and if necessary escalated 

to the Medical Director. From the next meeting it will also be reported on the AMD’s chairs log to CEG.  
 

 

 
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. Therefore the SJR learning pie chart below does not represent 
patients but represents the percentage of care judgements. The opinions on care judgement are grouped into 
categories as follows: 
 
Assessment 
of Care 

Overall % 
assessment  

Individual comments from SJR’s that contributed to the assessment 

Excellent 
Care/ Above 
Expected: 

4.55%  • Timely decision making with senior anaesthetic and surgical input. 
 
 

Good Care/ 
As Expected 

72.27% • Good overall care noted 
• Investigations and plans were carried out in an appropriate timescale, patient and 

family kept up to date, bone marrow results took a while but the patient was kept 
comfortable. 

ROLLING 6 MONTH 01/10/2018 - 01/03/2019

Mortality Screening Compliance Rolling 6 month period 01/10/2018 - 01/03/2019 TRUST
Number of reviews sent out 496
Number of returned that have been reviewed 344
Complaince % 69.35%

SJR Compliance Rolling 6 month period 01/10/2018 - 01/03/2019 TRUST
Number of SJR's sent out 29
Number of SJR's Returned 25
SJR Compliance % 86.21%
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Assessment 
of Care 

Overall % 
assessment  

Individual comments from SJR’s that contributed to the assessment 

• Care good throughout, any problems identified were addressed and the family 
kept informed. 

• Fast track discharge was tried but the patient sadly deteriorated and so my care 
plan was commenced. 

• Good standard of care throughout. The patient’s wishes were respected at all 
times. All disciplines involved as required. The family were kept informed and up 
to date on the patient's progress. 

• Care was appropriate and satisfactory. This (AKI) was diagnosed and treated 
appropriately and kidney function returned to normal in 3 days. Also on admission 
treatment with antibiotics was appropriate.  

• Sometimes communication has to be repeated and kept consistent. There and 
was a clear plan and it was clear the prognosis was bleak since admission. The 
morphine sensitivity may have appropriately delayed use of my care plan but 
SPC advice could have been sought. 

• Overall I have no concerns with the care. I note the issues- perhaps the degree of 
patients condition wasn’t conveyed to the family during her initial attendance but 
3 separate consultant opinions were given that L3 care was inappropriate 

• Although care was as expected there was late consultant involvement leading to 
late assessment and late access to my care plan. 

• Overall good care. Elderly and frail failure to respond to medical mx 
Poor  Care/ 
Below 
Expected 
 
 

13.64 % • Inadequate decision making on a patient with an aspiration risk. A swallowing 
assessment was needed and a decision made and discussed with the 
patient/family. Decision to start my care plan but opportunity to use amber care is 
not documented. 

• Very sad case which has since been investigated further. CT scan revealed bleed 
but documentation of a prompt neurosurgeon referral is unclear. There is no 
documented recognition as to how unwell patient the patient was. 

• Patient was reviewed in ED there was a clear management plan, in AMU plans 
were not carried out and inappropriate dose of therapeutic LMWH was 
prescribed.  

 

 

 

Rolling 6 Month Period 01/10/2018 - 31/03/2019 Admisson and initial 
management 

Ongoing Care Care during a 
procedure (excluding 
IV cannulation)

Perioperative Care End of life Care Overall Assessment Quality of Patient 
Record

Overall Assessment %
Very Poor Care 0 0 0 0 0 1 0 4.55%
Poor Care 3 3 1 0 1 2 3 9.09%
Adequate Care 4 7 3 0 6 7 8 31.82%
Good Care 12 9 3 2 8 10 10 45.45%
Excellent Care 2 1 0 0 2 1 0 4.55%
Not Applicable 1 2 15 20 5 1 1 4.55%

Rolling 6 Month Period 01/10/2018 - 31/03/2019 Admisson and initial 
management 

Ongoing Care Care during a 
procedure (excluding 
IV cannulation)

Perioperative Care End of life Care Overall Assessment Quality of Patient 
Record

Overall Assessment %
Excellent/Above Expected Care 2 1 0 0 2 1 0 4.55%
Good/ Expected Care 16 16 6 2 14 17 18 77.27%
Poor / Below Expected Care 3 3 1 0 1 3 3 13.64%
Not Applicable 1 2 15 20 5 1 1 4.55%
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SJR Escalation process: 
 
Where an SJR (structured judgement review) identifies two or more below expected/poor care judgements, a 
second SJR is requested to confirm the judgement. If a second SJR finds two or more below expected/poor care 
judgements, an escalation report is provided to the Patient Safety Panel for review and action.  
 
In Q4 there have been two escalations to the patient safety panel. One escalation is subject to a HLI and the other 
escalation actions were allocated to existing governance groups (the VTE Committee and the Medicines 
Management Committee) 
 
2c: Structured Judgement Review Learning Points: 
 
General learning points and themes from SJR's are fed back via the learning from deaths bulletin. Bulletin no:18 is 
at the end of the report in Appendix 1. 
 
2d: National and Regional updates to the learning from deaths process: 
 
The CQC have recently published a review of the first year of learning from deaths. The document is available 
at https://nhsproviders.org/resource-library/briefings/on-the-day-briefing-care-quality-commissions-learning-from-
deaths-a-review-of-the-first-year-of-nhs-trusts-implementing-the-national-guidance 
The Mortality Overview Group has carried out an initial assessment against the CQC’s recommended actions for 
NHS Acute Trusts and has assurance of compliance with the recommendations, although this will be scrutinised 
further at the next Learning from Deaths Group. One area of concern for the CQC is the early engagement with 
bereaved families which will be initially addressed at BHNFT by the addition of an explanatory letter from the 1st 
April 2019 to the bereavement pack. The letter has been approved by the End of Life Steering group and has been 
through Q&G. 
This engagement will be further strengthened by the introduction of the medical examiners office at BHNFT 
whereby relatives and carers of all patients who die at BHNFT will be contacted by the medical examiners (ME) 
office. 
 
 
2e: Medical examiner update: 
 
The Medical Examiner function is a nationally expected requirement. It increases transparency for the bereaved 
and offers them an opportunity to raise any concerns. The National Medical Examiner has recently been appointed 
and has laid out the national structure and expectations on organisations. 
 
BHNFT is well placed to deliver the service  in 2019/20. A paper was initially presented to ET in October 2018 and 
further updates given in February 2019 on funding and consultant engagement. Funding is to be taken from Part II 
cremation forms. Any shortfall in costs will be funded nationally as long as the activity is clearly recorded. As 
requested by ET the proposal was taken to JLNC and was well received. As agreed at JLNC expressions of 
interest to attend face to face training were given to any staff who had participated in the completion of Part II 
cremation forms (15 consultants) or anyone who had completed SJR’s. One consultant attended and has now 
completed the core training as identified in the medical examiner programme available at Health Education 
England  
 
Executive approval was given on the 20/03/2019 for implementation of the proposal submitted by Dr Orme and 
Patient Safety for a Medical Examiner’s office at BHNFT. The appointment of a lead medical examiner and medical 
examiner officer are key priorities. The post has been advertised and the recruitment process for the Lead medical 
Examiner will be completed in May 2019. 
 
Once the appointments have been made implementation of the service will pass to the lead ME, with the 
expectation that  processes and systems between the ME office and the AMD office remain closely linked by ME 
attendance at MOG, the LfD group and governance reporting through CEG. The ME service will be supported by 
the patient safety team. 
 
The full updated ET paper as presented to the Clinical Effectiveness Group is available in Appendix 2 
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1 

Learning points from Mortality Screening and  
Structured Judgement Reviews 

THANK-YOU to everyone who has engaged in the Mortality process which enables us to share these 
learning points from the care delivered to patients who have died in our hospital. 

 
Theme: Specific examples: 
Advanced 
pulmonary 
disease:   

With regard to Advanced planning in patients with IPF (Idiopathic pulmonary fibrosis), NICE do not 
recommend NIV for  IPF (CPAP is not mentioned in NICE guidance)  
https://www.nice.org.uk/guidance/CG163/chapter/1-Recommendations#management 

Death 
Certification 

Where the cause of death is IPF it is important the death certificate includes the word “idiopathic” 

Medical 
Records 

Entries into the medical records must include correct date time signature and GMC number with 
every entry  
Reviewer feedback on entries: 
The case notes are very poorly documented. The medico legal importance of recording date and 
time in case notes is being missed. 
The notes document active care/treatment at 15.20, the next note entry is verification of death at 
20.13- the expectation would be some note regarding deterioration during the 
afternoon/evening. 

Sepsis 
Screening 

Sepsis screening and the sepsis six bundle is now recorded on VitalPAC. Ensure accurate times are 
recorded for each element. 

Communication Timely decisions, communication and feedback to families improves the patient experience 
Medications If doses are missed due to items being out of stock this should be escalated to pharmacy 
End of life A balance must be achieved between carrying out invasive procedures seen as in the patient’s 

best interest with delivering less intrusive passionate care 
Family & Carer 
expectations 

Although families may accept limitations of recovery and treatment it is not always easy for them 
to accept withdrawal of treatment. Sometimes it may need to continue until there is acceptance 
of the situation 

AKI 
management 

AKI management and documentation should commence as soon as the AKI alert is received 

End of life & 
MyCarePlan 

Reviewer feedback on care delivered to patients at end of life: 
Appropriate care was delivered as the team had recognition of a dying patient. Appropriate 
limited investigations were carried out. 
Good appropriate care given to a patient with lung cancer receiving palliative treatment. 
Good care. Considered escalation. Clear communication with family. Appropriate use of the my 
care plan 
..was supported and treated appropriately, her condition however deteriorated and she went on 
to an end of life pathway. Her deterioration was progressive and led to demise. 
It is the responsibility of the Doctor to initiate my care plan and prescribe pre-emptives 

Cardiac arrest 
RCA’s 

RCA’s for cardiac arrests are now being carried out to assist with learning and improvements 

Creatinine 
clearance 

Ensure that patients with reduced creatinine clearance receive unfractionated heparin as per 
Trust policy 

MSU MSU’s are frequently requested but not done, in multiple clinical areas (such as AMU and Wards) 
Staff need to be aware of the importance of collecting the sample and of ensuring it has been 
done. 
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APPENDIX to Mortality Board Report REF: BOD 19/05/08 

SUBJECT: MEDICAL EXAMINER ROLE – Update paper 

DATE: March 2019  

PURPOSE: 

 Tick as applicable   Tick as applicable 

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

PREPARED BY: Tracey Radnall 

SPONSORED BY: Dr Simon Enright, Medical Director 

PRESENTED BY: Tracey Radnall 

STRATEGIC CONTEXT  

Quality - Goal 2 :  

Reduce harm from poor communication and ineffective team working.   

Reduce patient harm from the most common known causes.   

Maintain focus on eliminating avoidable patient harm 

 

EXECUTIVE SUMMARY   

This paper seek to:  

1. Give an update to the paper presented to ET in October 2018 and March 2019 on the 
preparedness required for the introduction of the Medical Examiner Role. 

2. Inform the current situation in BHNFT and requirements for service going forward to comply with 
national recommendations. 

3. Describe the requirements and benefits of the Medical Examiner roles and propose the 
resources and estimated costs required to fulfil them. 

4. Outline the ET approved proposal for funding of the role in line with current government 
guidance 

5. Indicate the roles that are to be recruited to in order to start the service 

 

RECOMMENDATIONS  

The board is asked to receive this appendix/report and note progress with implementation of the service 
and the medical examiner role at BHNFT: 
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Expectations of Trusts to fulfil the Medical Examiner Role 
 
 

1. Background: 

The Department of Health has announced the introduction of Medical Examiners from April 2019 to 
“independently review and confirm cause of death” (Appendix 2).  

This is a national extension of the initial programme which began in 2005 following the Shipman Enquiry. 
Subsequent enquiries (1) (2) that the role of medical examiner could have played a vital role as a conduit 
for relatives concerns.  

Medical examiners will be part of a national network of specifically trained independent senior doctors 
(from any specialty). There is an expectation that medical examiners are introduced from April 2019, 
however it is not yet a statutory requirement (3).  

Overseen by the National Medical Examiner the emphasis of the role will be to scrutinise all deaths 
across a local area that do not fall under the coroner’s jurisdiction. The national ME structure includes 
regional ME Leads and regional Medical Examiner Officer (MEO) leads. 

The local Medical Examiners (ME’s) will be supported by MEO’s and they will have close liaison with the 
Coroners office. The ME Role is separate and independent of Structure Judgement Review process 
(SJR) but is anticipated to enhance related systems, such as the screening of deaths and the accuracy 
of death certificates.  

If there is any suspicion of ‘unnatural causes’ or ‘cause of death is unknown’, the death must be reported 
to the coroner as currently happens, who may investigate and hold an inquest. 

 
2. Benefits of Medical Examiner Role: 

 

Evidence from the pilot schemes (Appendix1) including Sheffield Teaching Hospital within our deanery 
has demonstrated a number of benefits: 

• Improved accuracy of death certification 
• Helped avoid unnecessary distress for families by listening to concerns and providing reassurance 

to the next of kin that can result from unanswered questions about the cause of death. Bereavement 
support groups involved in the pilots were universally supportive and the medical examiner service 
was valued by families. 

• Families felt reassured after consulting the medical examiner about the language used on the death 
certificate as they often found the medical terminology difficult to understand. 

• Identified trends in unexpected causes of death. For example, medical examiners triggered 
investigations that identified problems with post-operative infections. 

• Ensured that the right deaths were referred to a coroner for further investigation.  
• Close working relations between medical examiners and the local coroner’s office were established 

in all the pilots. Coroners welcomed the improved quality of medical information they received. 
• Immediate referral of avoidable deaths (those that could have been avoided if the care of treatment 

had been delivered differently) to the coroner. 
• Helped foster more openness in the NHS.  

                                                                                                        
 

3. Funding of the ME service 

 

• Nationally it is recognised that delivering the service is a year end-loss leader 
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• Funding is to be taken from Part II cremation forms. Any shortfall in costs will be funded 
nationally as long as the activity is clearly recorded. 

• Organisations will need to input their activity onto a digital system which is being sourced 
nationally from a company called methods analytical. 

• The system will allow activity in addition to cremation forms to be recorded, for example burial 
deaths, appropriate referral of cases to the coroner, a reduction in rejected death certificates. 
Activity will be reimbursed to the organisation as long as it is recorded on the system provided. 

• The expectations are that 3000 deaths = 10PA’s and 3wte MEO’s, but with regional variations 
and service provision to families and carers in mind. For example a smaller organisation will still 
need to provide a daily service = 5PA’s even if they have slightly less deaths. The national 
expectation is that the service needs to be at least Monday to Friday and may require on call at 
weekends if the faith population requires it (not thought necessary for the current population in 
Barnsley) 

 

4. Current Bereavement Service at BHNFT 

 

1. A band 3 Bereavement Officer who also cross covers cashiers and sits within general office 

2. One medical examiner with no fixed sessions and no alternative for advice when he is on 
leave/nights. 

3. One consultant who has completed the core medical examiner training including the face to face 
training but is not active in the role. 

4. Relatives appointments that run 11-12 then 2-3 at fifteen minute slots (busiest relatives days are 
Tuesday and Wednesday up to eight slots per day) 

5. Up to 130 deaths in winter per month and up to 80 deaths in summer per month (busiest days for 
death certification is Monday) 

6. Currently there are no facilities to review case notes and electronic results in general office 
especially as there is another member of staff going in there. 

 
 

5. Requirements for the introduction of a Service at BHNFT 

 

The recently appointed national ME attended the learning from deaths regional group (Appendix 4) and 
outlined the requirements for an ME service. The following is an assessment of what is required at 
BHNFT: 

• Definition of role and remit: The Medical Examiner role has already been nationally defined 
and a Job Description and Person Specification developed (Appendix 5).  This would need to be 
adopted by BHNFT. 
 

• Governance and reporting structure: It is expected that each organisation will have a lead ME. 
The medical examiner(s) will report direct to the Medical Director’s office internally and to the 
Coroner and regional ME’s externally. 

 
• Training: Any post holders would be required to complete the medical examiner programme 

available at Health Education England via e-learning (4). The 90 plus learning sessions within 8 
modules will train Medical Examiners in conducting independent medical scrutiny of cause of 
death, in providing advice on the process of referral to the coroner and, where invited, in 
providing medical advice to coroners themselves. Its key purpose is to provide learning for the 
new system of death certification for England and Wales.  

 
• Timeliness in qualifying as a medical examiner: In order to apply for the new roles of a 

Medical Examiner and/or a Medical Examiner Officer, candidates will be required to complete 
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core sessions of the curriculum prior to interview and the whole of the course by the time they 
start work.  It is a legislative requirement that the whole course is completed within one year of 
starting work so sessions completed in advance of one year will need to be repeated. 

 
• Sessions: Five sessions a week of Consultant Medical Examiner time with prospective cover, 

based on current information this would be 5.25 PA’s at average of £8400 per annum (middle 
point of consultant pay scale) 

 
• Support: An MEO is required. This is an additional function to a bereavement officer and the two 

posts should not be merged. 
 

• Environment: A place is required to hold private meetings with relatives and carers. In addition a 
desk and computer for both the ME and the MEO is required 

 
• Proposed Service:  

 
o Face to face time for carers and relatives with the medical examiner. 

 
o Face to face/telephone contact with the MEO  

 
o Completion of death certificates with junior doctors 

 
o Screening of deaths 

 
o Completion of Part II Cremation forms 

 
o Completion of the national ME database 

 
o Liaison with the coroner and medical directors office 

 
o Liaison with the regional ME teams 

 
o Feedback into trust governance 

 
• Planned session times in the afternoons which may be subject to change in light of any feedback 

from the users of the service. The pilot sites determined that they would review within 24hrs of 
death through three mandatory steps: 
 

o proportionate review of medical records 
o interaction with the attending doctor(s) 
o Interaction with those who have been bereaved. 

  
 

• Anticipated Costs: The latest government paper states “Initially, medical examiners will be 
funded through the existing fee for completing medical cremation forms, in combination with 
central government funding for medical examiner work not covered by those fees” (Appendix 1).  
 
Capital Two/Three Person Office Environment 

and Office Equipment (moves required) 
£5000 

 Total Capital  £5000 
Pay 5.25 PA ME £44000 
 1wte B6 MEO £37221 
 1wte B3 Bereavement Officer £23000 
Non Pay Office Sundries £2000 
 Study Fees £1000 
 Total Revenue £105,421 
Part II December 2017 – November 2018 £70,020 
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Fees 806 cremations x £82.00 per doctor 
 

 
6. JLNC 

 
As requested by ET the proposal was taken to JLNC (Appendix 3) and was well received. As agreed at 
JLNC expressions of interest to attend face to face training were given to any staff who had participated 
in the completion of Part II cremation forms (15 consultants) or anyone who had completed SJR’s. One 
consultant attended and has now completed the core training as identified in the medical examiner 
programme available at Health Education England 
 

7. Consultant Engagement 
 
All consultants participating in either Part II or SJR’s were offered the opportunity of a face to face ME 
training day. Two Consultants took part.  
In addition an all consultant email was sent from the medical director to identify any potential medical 
examiners and to give information on the training they would need to access to be able to apply for an 
ME post.  
 

8. Approval given by ET 
 

• Agreement was given from the executive team to take this proposal forward in Q1 of 19/20 
financial year without going through PMO due to the service being nationally mandated 

• Appoint of a B6 MEO as a secondment. (the national JD to be released – confirmed at B6)  
• Implement the rollout of the ME PA’s to allow for absorption of Cremation Part II’s 

 
9. Conclusion 

 

The Medical Examiner function is a nationally expected requirement. It increases transparency for the 
bereaved and offers them an opportunity to raise any concerns. The national ME has been appointed 
and has laid out the national structure and expectations on organisations. BHNFT is well placed to 
deliver the service early in 19/20 with the post of Lead Medical Examiner due to be advertised 
imminently. 
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8 Appendices: 
 
Appendix 2 
 
Introduction of Medical Examiners and Reforms to Death certification in England and Wales: Written 
statement - HLWS725 
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Appendix 3 
 
JLNC 30th January 2019 

Briefing on the Medical Examiner (ME) Role 

Background: 

• 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. BHNFT has one qualified ME who performs the role on an adhoc basis. 

• 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. 

• Sheffield was a pilot site and found benefits 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. 

• For the period Dec 17 to Nov 18 at BHNFT, 806 cremations took place,@ £82-00 each = £70,020. The 
request is that this money funds approximately 5 Pas and 0.5wte B6. 

• 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. 

• In the first year of, part of the PA will have to be allocated to complete the remaining 61 e-learning 
sessions. 

• 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. 

 

T.Radnall 30/01/2018 
 

Appendix 4 
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Alan Fletcher Notes from Regional Mortality Group Meeting 06/03/2019 

- Introduction Alan Fletcher- National ME NHS. 

- In post 5 days. 

- Last June it was announced that ME’s to come in from April 19 

- Sit within NHS (Pragmatic decision). 

- Acute provide trusts to appoint and employ ME’s + MEO’s  

- BUT with a separate reporting line to NHSI and to the coroner 

- ME will review all deaths not investigated by the coroner 

- As it is currently a non statutory system the focus is on acute trusts 

- Implementation needs to have a balance between being descriptive and local requirements 

- There will be 7 regional ME’s employed by NHSI  

- The ME’s will be supported by 7 MEO’s to match the NHSI region. 

- The local ME’s and MEO’s provide reports to regional ME’s who then report to national level 

- Regional teams will supply support to acute trusts 

- This is more than the Learning from Deaths process. 

- It includes reviewing death certificates and providing reports to the coroner 

- There will be a system from Methods Analytics to support data capture by ME’s and MEO’s 

- The ME will have a regular and direct method of communication to MD’s  

- How this data is captured with support funding 

- Implementation of the ME system is confirmed as cost neutral (but not a blank cheque) 

- Funding is from cremation forms but there will be a top up for burials. If it’s a burial the 
funding will go to the coroner but it will be reimbursed to organisation as long as it is 
recorded on the system provided. 

- It is recognised that it is a year end-loss leader.  

- Output from digital system will inform costs and funding 

- Broad brush figure  + 3000 deaths = 10PA, but with regional variations and service provision 
to families and carers in mind. Needs to be at least Monday to Friday and may require on call 
at weekends if the faith population requires it  

- 3000 deaths = 3WTE MEO’s. exemplar JD’s are available AFC 6 
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Appendix 5  
 
ME job description FINAL  
 
JOB DESCRIPTION – MEDICAL EXAMINER (ME)  
 
MEDICAL EXAMINER POST FOR SCRUTINISING AND CONFIRMING CAUSES OF DEATHS  
 
In 2007, in response to the recommendations of the Shipman Inquiry, the Department of Health called 
for reform of the current death certification process. Based upon the Inquiry’s findings, the DH proposed 
that a new role of Medical Examiner be established within healthcare environments. 
  
Medical Examiners will be appropriately trained senior doctors who will verify clinical information on 
Medical Certificates of Cause of Death (MCCDs), to ensure appropriate referrals to the Coroner and 
accuracy and consistency of MCCD content. They will be responsible for the scrutiny of the 
documentation and circumstances arising from the majority of deaths in England and Wales.  
 
Main duties  
 
Medical practitioners must be registered with a license to practise in the UK by the GMC, with at least 
five years experience. The candidate must have been registered as a medical practitioner throughout the 
previous five years as at the date of appointment. The main responsibilities of the ME are to:  
 
• ensure compliance with the legal and procedural requirements associated with the current processes of 
certification, investigation (by coroners) and registration of deaths within a Local Authority area;  
 
• support those doctors who call for medical advice on suspected natural causes of death before they 
prepare an MCCD, and provide general medical advice to the coroner;  
 
• scrutinise the certified causes of all in-scope deaths in a way that is compliant with the proposed 
national protocol;  
 
• maintain comprehensive records of all deaths scrutinised and undertake analysis and provide 
information as required to ONS & locally for clinical governance purposes;  
 
• work with the any other local medical examiner(s) in LA/LHB or elsewhere to arrange reciprocal cover 
for holidays and other periods of absence and also to ensure that there is no potential conflict of interest 
between the medical examiner and the death being scrutinised; 
 
• explain to bereaved relatives cause of death in a transparent, tactful and sympathetic manner, which 
respects different faith, cultural, ethnic and diversity considerations; 
 
• Support the training of junior doctors in completion of MCCDs and provide feedback on accuracy of 
certification locally. 
[NOTE: the above list of duties is not exhaustive and is subject to LAs/LHBs refining the person 
specification and job description to meet local service needs] 
 
MODEL JOB DESCRIPTION – MEDICAL EXAMINER (ME) 
 
Knowledge, Skills and Performance - Scrutiny Duties 
 
You will be expected to comply with national protocols to ensure that in each case the cause of death is 
scrutinised in a way that is robust, proportionate and consistent. 
 
You must have up to date knowledge of medical conditions, treatments and medicines which may or 
may not have contributed to death, and be able to exercise judgement in where to seek specialist advice 
in order to determine the appropriate level of scrutiny required. 
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You must be able to distinguish between natural and unnatural causes of death and to decide where a 
death must be reported to, and investigated by, a coroner. 
Additionally, you must have detailed knowledge of the relevant legislation and processes which apply to 
 

• Coroners and death certification; 
• Deaths abroad where bodies are returned to England and Wales for disposal; and; 
• Deaths where relatives wish to transport the body abroad for disposal; 
• certifying and registering deaths; and the regulations to authorise cremation or burials of stillbirths 

abroad 
 
Your team will be responsible for maintaining comprehensive records in an appropriate format. 
 
Knowledge, Skills & Performance - Accountability 
 
You will have professional independence in scrutinising deaths but will be accountable to the employing 
organisation’s Board/Director of Public Health for achieving agreed standards or levels of performance. 
 
You will have regard to guidance issued by the National Medical Examiner when carrying out your ME 
functions. 
 
Knowledge, Skills & Performance - Continuing Professional Development 
 
You will be expected to take responsibility for your own continuing professional development and take 
part in continuing medical education activities, in accordance with any relevant standards for maintaining 
your GMC licence to practice and membership of any relevant professional body. 
 
You will be committed to the concept of lifelong learning and produce and maintain a Personal 
Development Plan in agreement with your appraiser. 
 
You will be required to attend relevant local, and national activities in order to maintain up to date 
knowledge and to ensure compliance with legal and procedural requirements associated with the current 
processes of certification, investigation (by coroners) and registration. 
 
Safety and Quality - Clinical Governance 
 
You will be required to participate in any relevant governance activities relating to the scrutiny and 
confirmation of cause of death. This will include participating in audits and investigations where 
appropriate and responding to complaints within the PCT’s expected timescale. 
 
You will also be expected to 
• take appropriate action where other governance issues are also identified during the scrutiny process; 
• facilitate routine analysis of MCCD information to identify trends, patterns and unusual features of 
deaths and report as required by the LA/LHB; 
• provide information, e.g. to Local Safeguarding Children Boards in respect of the deaths of all children 
in the LA/LHB area which are not investigated by the Coroner; and 
• share relevant information with responsible officers for doctors to remedy sub-standard clinical 
performance to protect patients. 
 
Communication, Partnership & Teamwork 
 
You must be able to communicate with the bereaved of all faiths and communities in a sensitive and 
understanding manner. 
 
You will be familiar with the role and function of the Coroner and able to present complex medical 
information in such as way as to assist the Coroner decide whether to investigate a death about which 
they have been notified. 
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You will liaise with those attending practitioners who seek advice prior to completing a Medical 
Certificate on the Cause of Death (where death is considered to be due to natural causes). 
 
You will provide leadership for the effective management of the Medical Examiner’s Office, including the 
supervision and development of any staff. 
 
You will comply with the LA’s/LHB’s reciprocal arrangements with the other medical examiner(s) in the 
LA/LHB or neighbouring LA/LHB to provide cover for holidays and other commitments that would prevent 
completion of the scrutiny process within the prescribed timescales. 
 
Maintaining Trust - Equality & Diversity 
 
You will act in accordance with Equalities and Human Rights legislation and the organisation’s Equality 
and Diversity policies. 
 
Maintaining Trust – Independence 
 
Medical Examiners must avoid any potential conflicts of interest. You will make arrangements to transfer 
to another ME the responsibility for the scrutiny of any death in which you have had a personal, 
professional or fiduciary relationship with the deceased person, the next-of-kin or near relative of the 
deceased, or with the attending doctor who prepared the MCCD. 
 
Maintaining trust - Health and Safety   
 
You be expected to fulfil any appropriate management and individual responsibilities in accordance with 
the organisation’s Health and Safety policy and report as necessary, any untoward accident, incident or 
potentially hazardous environment. You will also promote and implement the LAs/LHBs Health and 
Safety policy. 
 
Salary and Conditions of Service 
 
Salary, hours and other conditions of service will be agreed between the ME and the employer. 
Other Aspects of the Post/Additional Information 
 
[Note: LA/LHB to add, as appropriate] 
Proposed Work Programme/Job Plan 
 
Detailed weekly timetable of activities 
 
Any other programmed activities not captured above 
 
On-call commitment 
 
Note: LAs/LHBs will need to stipulate requirements for out-of-hours service and consider the need for 
reciprocal arrangements between different areas/services to ensure there is sufficient ‘distance’ between 
the medical examiner and the death been scrutinised. 
 
External duties and additional NHS responsibilities 
 
Summary of Programme Activities 
 
Any other comments or agreements regarding job plan 
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REPORT TO QUALITY & GOVERNANCE 
COMMITTEE 

REF: BOD 19/05/09 

 

SUBJECT:   BOARD ASSURANCE FRAMEWORK 2019/20 

DATE:          02 May 2019  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Keith Haynes, Interim Head of Governance/Trust Secretary 

SPONSORED BY: Heather McNair, Director of Nursing & Quality 

PRESENTED BY: Keith Haynes, Interim Head of Governance/Trust Secretary 

STRATEGIC CONTEXT 

The Board Assurance Framework (BAF) enables the Board to monitor how the internal governance 
arrangements are supporting the achievement and delivery of the Trust’s strategic objectives and aids in 
identifying risks. 
 
Specifically, the BAF maps to the Trust’s Strategic Objectives as follows: 
 

• Strategic Objective 1 – Patients: will experience outstanding care 
• Strategic Objective 2 – Partners: we will work with partners to deliver better, more integrated care 
• Strategic Objective 3 – People: will be proud to work for us 
• Strategic Objective 4 (i) Operational & (ii) Finance – Performance: we will achieve our goals 

sustainably 
 

EXECUTIVE SUMMARY 

 
The BAF has been updated as at April 2019 and the following changes have been made:  
 
Risks updated: 
 
Risk 1868 – risk and gaps in control updated to reflect continuing difficulties in providing locum cover.  
 
Risk 2130 – update to mitigation. 
 
Risk 2063 – confirmation of opening of capital scheme for dispensary/reception desk as end of April 2019. 
 
Risk 2185 – confirmation that risk and progress in implementing action plan will continue to be monitored 
at Q&G Committee and reported to Trust Board. 
 
Risk 2121 – Brexit update to reflect current political situation and extension to 31 October 2019, 
confirming that contingency plans remain in place. 
 
 
Risk 1025 – updated to reflect Q4 achievement of 4 hour wait target and release of ED STF funding. 
 
Risk 1943 – update to mitigation, confirming that CIP Programme over-delivered against plan for 2018/19 
with a recurrency rate above 70%. 
 
 
 



 
Risks removed: 
 
Risk 2104 – post confirmation that Director of Workforce in post from 1 April 2019. 
 
Risks reduced: 
 
Risk 2185 – Post ET Review 17/04/19 – considered to be a high (consequence major 4 x likelihood 
possible 3) rather than extreme risk, post development of action plan. Will continuesd to be monitored at 
Q&G and reported to Board. 
 
Risk 1713 – April 2019 review update with risk reduced from extreme to high following delivery of Q4 
financial position and observations at F&P Committee, March 2019. 
 
 
 

RECOMMENDATIONS 

 
The Board is asked to note the current BAF and advise any proposed changes it considers 
necessary. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

Subject: BOARD ASSURANCE FRAMEWORK  2019/20 Ref: BOD 19/05/09 

 
1. STRATEGIC CONTEXT 

 
1.1 The BAF enables the Board of the Trust to monitor how the internal governance 

arrangements are supporting the achievement and delivery of the Trust’s strategic 
objectives and aids in identifying risks. 
 

1.2 The role of the BAF is to provide evidence and structure to support effective 
management of risk within the organisation. The BAF provides evidence to support the 
Annual Governance Statement. 

 
2. INTRODUCTION 

 
2.1 The BAF provides a level of assurance to the Trust and identifies which of the Trust’s 

Strategic objectives are at risk of not being delivered. At the same time, it provides 
positive assurance where risks are being managed effectively and objectives are 
being delivered. This allows the Board to determine where to make most efficient use 
of their resources and address the issues identified in order to improve the quality and 
safety of care. 

 
2.2 The BAF reports on strategic risks identified in the Trust’s business plan and provides 

high level reporting to the committees of the Board and the Board of the Trust to 
indicate where there are gaps in controls and assurances and how these impact on 
the risk to achieving that objective. 
 

2.3 Each month the Corporate Risk Register and BAF are reviewed with each lead 
Director to identify new risks, resolved risks and any additional gaps in control. 

   
2.4 The BAF has been updated as at April 2019 and the following changes have been made: 

  

Risks updated: 
 
Risk 1868 – risk and gaps in control updated to reflect continuing difficulties in providing locum 
cover.  
 
Risk 2130 – update to mitigation. 
 
Risk 2063 – confirmation of opening of capital scheme for dispensary/reception desk as end of April 
2019. 
 
Risk 2185 – confirmation that risk and progress in implementing action plan will continue to be 
monitored at Q&G Committee and reported to Trust Board. 
 
Risk 2121 – Brexit update to reflect current political situation and extension to 31 October 2019, 
confirming that contingency plans remain in place. 
 
 
Risk 1025 – updated to reflect Q4 achievement of 4 hour wait target and release of ED STF funding. 
 
Risk 1943 – update to mitigation, confirming that CIP Programme over-delivered against plan for 
2018/19 with a recurrency rate above 70%. 
 
Risks removed: 



 
Risk 2104 – post confirmation that Director of Workforce in post from 1 April 2019. 
 
Risks reduced: 
 
Risk 2185 – Post ET Review 17/04/19 – considered to be a high (consequence major 4 x likelihood 
possible 3) rather than extreme risk, post development of action plan. Will continuesd to be 
monitored at Q&G and reported to Board. 

 
Risk 1713 – April 2019 review update with risk reduced from extreme to high following delivery of 
Q4 financial position and observations at F&P Committee, March 2019. 
 

 
3. CONCLUSION 

 
         The BAF has been reviewed and update in accordance with agreed process. The 

Board is asked to note the current BAF and make any proposed changes it considers 
necessary. 



 
 

Barnsley Hospital NHS Foundation Trust 

Board Assurance Framework 2019/20 

 

 

Keys to Risk Rating 

Scored Likelihood x Consequence  

Consequence 

Likelihood Negligible (1) Minor (2) Moderate (3) Major (4) Catastrophic (5) 

Almost Certain (5) 
     

Likely (4) 
     

Possible (3) 
     

Unlikely (2) 
     

Rare (1) 
     

 

 

 

 

Key to Assurance Rating 

H Risk controls in place are rated as providing high assurance  

M Risk controls in place are rated as providing medium assurance  

L Risk controls in place are rated as providing low assurance  

 

 

 

 

 

 

 

 

 

1 

 



 

 
Strategic Objective 1 

 
Patients: will experience outstanding care 

Director 
Lead 

Medical Director & 
Director Nursing & Quality 

Board 
Committee 

Quality & Governance 
 

Impact of failing to achieve the strategic objective 

Patients may have a poor experience of care and may be at risk of avoidable harm 

 
 
 

CRR 
Ref 

 
 

Description of Risk 

 
 

Director 
Lead 

 
Al

ig
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en
t t

o 
Co

m
m

itt
ee

 

Feb 19 March 19 April 19 

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

Medical 
Director 

Q&G 3x2 3x2 3x2 

2130 
Risk identified regarding the inability to 
recruit paediatric nurses into the vacancies 
on Ward 37 

Director of 
Nursing and 

Quality 
Q&G 3x5 3x5 3x5 

2063 

Risk of dispensing errors .Workload has 
increased putting pressure on space 
available. Also risk to patient confidentiality 
at reception desk. 

Medical 
Director 

Q&G  3 x 4 3x4 

1931 

Risk identified regarding ophthalmology 
staffing. Final confirmation of medical staff 
who would TUPE across from Rotherham 
FT has left Trust with number of vacancies. 

Medical 
Director 

Q&G  3 x 2 3x2 

2185 

Risk identified regarding paediatric services 
– specifically regarding governance, 
leaderhip and relationships within the team 
and service. 

Chief 
Deilvery 
Officer 

Q&G, Board  4x 4 3x4 

 
Risk controls in place Assurance rating 

CRR 
Ref 

Description of Risk Control Feb 
19 March 19 April 19 

1868 
New stroke medical model in place, one substantive Consultant commenced 
in post, locum cover required for second vacancy 

M M M 

2130 

Recruitment drive in progress to recruit new staff. Bank and agency staff 
being used to ensure trained staff on duty and lead nurse is working a 
minimum of 2 clinical shifts per week. Robust sickness management process  
and training reviewed. Paediatric safer Nursing Care Tool being used daily to 
assess acuity of patients.  
NHS Professionals are supplying staff and the fill rates are good. 
Substantive lead nurse has returned from maternity leave. Additional senior 
nurse support has been added to the ward establishment to facilitate 
preceptorship and governance. 

M M M 

2063 
Review layout, storage, workflows. Demark queuing area with Estates. 
Business case for capital scheme. Capital scheme near completion. 
Provisional opening date 29 April 2019. 

 M M 

1931 
Recruit to substantive posts. On-going discussions with Mid-Yorkshire FT for 
interim support to ensure continuity of service pending completion of 
recruitment. 

 M M 

2185 
Executive Team working closely with CBU 3 management team and 
paadiatric services. Comprehensive Action Plan in development to address 
all known risks. To be reported to Board (Private) meeting. 

 M M 

 
Gaps in Risk Control 

CRR 
Ref 

Description of Gap Action to Address Gap in Risk Control Date 

1868 Continuing difficulty providing locum cover. 
Service Manager working with the Clinical Lead 
to look at the service moving forward. 

On-going 

2 

 



 

2130 Service reliant on Bank and Agency Staff on a daily basis. 

Recruitment drive in process and skill mix review 
being undertaken taking into consideration all 
recent national guidance. Deputy Associate 
Director of Nursing (Paediatrics) undertaking 
robust staffing review. 

On-going 

2063 Inadequate work space, potential breach of patient confidentiality. 

Business case developed to increase footprint of 
department and reduce risk of breach of patient 
confidentiality and improve work space, reducing 
risk of dispensing errors. Business case 
approved and capital scheme commenced. 
Completion date to be confirmed. Estimated 
completion date/opening 29 April 2019. 

On-going 

1931 
Service recruited 2 out of 4 Consultant Ophthalmology posts, reliant on 
interim solutions pending full recruitment. 

Vacancies advertised. 2 out of 4 posts recruited 
to. Continue to make substantive appointments. 

On-going 

2185 Comprehensive Action Plan being developed. 

Comprehensive Action Plan in development. 
Draft Action Plan reviewed at Trust Board (March 
2019: Private). Risk and progress will continue to 
be monitored at Q&G Committee and reported to 
Trust Board. 
Post ET Review 17/04/19 – considered to be a 
high risk (Consequence Major 4 x Likelihood 
Possible 3), post action plan development and 
implementation. As above, will continue to be 
monitored at Q&G and reported to Board. 

On-going 

 

Source of Assurance 

CRR 
Ref 

Description of Assurance Date Received Positive or 
Negative 

Internal or 
External 

1868 Regular review at ET May 2018 Positive Internal 
2130  Regular review at performance meetings February 2019 Positive Internal 

2063 Regular review at performance meetings March 2019 Positive Internal 

1931 Regular review at performance meetings March 2019 Positive  Internal 

2185 Q&G, Board meetings and CBU 3 regular performance meetings. March 2019 Positive Internal 

 
Narrative to support exception reporting 
 

  

 
  

3 

 



 

 
Strategic Objective 2 

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

Director 
Lead 

Chief Delivery Officer & 
the Medical Director 

Board 
Committee 

Finance & Performance 
 

Impact of failing to achieve the strategic objective 

BHNFT will be unable to provide sustainable health and care services for the local population due to ineffective partnership working. 

 
 
 

CRR 
Ref 

 
 

Description of Risk 

 
 

Director 
Lead 

 Al
ig
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o 
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m

m
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ee
 

Feb 19 March 19 April 19 

1966 

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

Chief Delivery 
Officer 

F&P 3x3 3x3 3x3 

1967 

The ICS (2017) plan is to reduce acute 
activity by 15% in 5 years. This necessitates 
significant change in the current design of 
services and associated funding. The 
challenge is that BHFT responds positively to 
these changes to enable the ICS to deliver 
timely benefits to Barnsley people, and that 
BHFT's financial position remains stable. 

Chief Delivery 
Officer 

F&P 3x4 3x4 3x4 

2121 

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

Chief Delivery 
Officer F&P 4x4 4x4 4x4 

1693 

Risk identified surrounding adverse 
publicity to the Trust. Possible adverse 
publicity and reputational damage through 
different routes of exposure to the Trust. 
Impacting on patient choice and potential 
financial income and regulatory action. 

Director of 
Communications F&P 3x2 3x2 3x2 

 
 

Risk controls in place Assurance rating 
CRR 
Ref 

Description of Risk Control Feb 19 
 
 

March 19 April 19 

1966 

Information and progress for the intended work is reported through the 
Executive Team meeting and Trust Board. The Trust is signed up to the 
alliance contract and will ensure they are working closely with partners to 
improve care and maintain service sustainability. We have a watching brief 
on CCG procurement activity. An alternative partnership proposal was 
discussed with the CCG in December and it has been agreed to further 
develop this proposal. 

M M M 

1967 

The Trust is fully engaged in the ICS process and ensures managers and 
clinicians are present at all key meetings. All reports and information are 
shared with the Executive Team and Trust board to ensure all impacts are 
considered. The Trust is working with all system partners to ensure 
sustainable local services for the future. 

 

            
    

M M M 

4 

 



 

2121 

Initial discussions on 'no deal' linking into Adaptive Business Continuity 
(BC-Lite) planning to ensure there is no over complication of process. On 
this basis this should focus effects on Staff, Space (accommodation), 
Services and Supplies with consideration to Safety, Security and 
Safeguarding. The latest national guidance and Trust actions were 
discussed at the January Board. 
April 2019 Review. Brexit contingency planning arrangements remain in 
place. Government/EU extension to 31 October 2019 increases likelihood 
that contingency plans will be needed. Nevertheless, the plans will remain 
in place with regular monitoring and review as the political situation 
develops. 

 

M M M 

1693 

Comprehensive Communications Planner to track and plan for positive 
and potential adverse publicity. Monthly Communications Planner 
presented to the Executive Team  
 
 

         
        

        
   

H H H 

 
Gaps in Risk Control 

CRR 
Ref 

Description of Gap Action to Address Gap in Risk Control Date 

1966 Further clarity regarding the ICO hosting 
Continuing watching brief on CCG 
procurement activity and holding workshops. 

On-going 

2121 Further clarity of Government intentions regarding Brexit 
Watching brief on all communications, 
briefing paper to September Board and 
further discussion at January 2019 Board. 

On-going 

1967 There is a need for further clarity on future models 
Working with all system partners to have 
representation and participation in Hospital 
Services Review. 

On-going 

 

Source of Assurance 

CRR 
Ref 

Description of Assurance Date Received Positive or 
Negative 

Internal or 
External 

1966 Report to the Executive Team meeting and Trust Board Dec 2018 Positive Internal 

1967 
Externally facilitated Board workshop held to further understand Trust 
strategic options  

July  2018 Positive Internal/external 

2121 
Briefing paper to September Board. Brexit Contingency Planning 
arrangements in place and reviewed.  

January 2019 Positive Internal 

1693 Monthly Communications Planner presented to the Executive Team January 2019 Positive Internal 
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Strategic Objective 3 

 
People: will be proud to work for us 

Director  
Lead 

Director of Workforce 

Board 
Committee 

Finance & Performance 
 

 
 

 
 

CRR 
Ref 

 
 

Description of Risk 

 
 

Director 
Lead 

 
Al
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o 
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m
m
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ee

 

Feb  
19 March 19 April 19 

1201 

Risk of non recruitment to vacancies and 
development of staff in post; Inability to recruit to 
vacancies within the Trust and non development 
of staff may lead to insufficient staffing/skill mix. 

Director of 
Workforce F&P 3x4 3x4 3x4 

1200 

Risk identified regarding the partnership working 
with staff; the details and impact are as follows: 
Lack of engagement with the workforce will lead 
to a failure to deliver cultural and behavioural 
change to support the 5 year plan. 

Director of  
Workforce F&P  3x4  3x4  3x4 

1199 

Risk identified regarding workforce costs; the 
details and impact are as follows: Controlling 
staffing costs to meet the 3 year strategy and 
meet business objectives. These include 
sickness absence, agency spends and staff pay 
bill. 

Director of 
 Workforce F&P  3x2  3x2  3x2 

 
 

Risk controls in place Assurance rating 
CRR 
Ref 

Description of Risk Control Feb 
19 March 19 April 19 

1201 Executive vacancy/agency control panel M M M 

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

M M M 

1199 
Executive vacancy/agency control panel 
Development of Sickness absence reduction plan  
Reporting of Workforce Dashboard within Performance Framework. 

M M M 

1200 Increased visibility of senior management team in ED H H H 

 
Gaps in Risk Control 

CRR 
Ref 

Description of Gap Action to Address Gap in Risk Control Date 

1200 
Work underway to develop integrated workforce planning pack to inform 
vacancy control and business planning objectives 

Integrated workforce plan  November 18 

 
  

Impact of failing to achieve the strategic objective 

People may choose to work at other local provider Organisations. 

6 

 



 
 

Source of Assurance 

CRR 
Ref 

Description of Assurance Date Received Positive or 
Negative 

Internal or 
External 

1201 Nurse Staffing Report December 2018 Positive Internal 

1200 People Strategy December 2018 Positive Internal 

1199 CBU Insight report May 2018 Positive Internal 

1199 Workforce Report December 2018 Positive Internal 
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Strategic Objective 4 
i) Operational 

 
Performance: We will achieve our goals sustainably 

Director  
Lead 

Director of Finance & 
Chief Delivery Officer 

Board 
Committee 

Finance & Performance 
 

Impact of failing to achieve the strategic objective i) Operational 

BHNFT will be unable to deliver all access standards. 

 
 

 
 

CRR 
Ref 

 
 

Description of Risk 

 
 

Director 
Lead 

 
Al

ig
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en
t t

o 
Co

m
m
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ee

 

Feb 
19 March 19 April 19 

1025 

Risk identified of not meeting the 4 hours in 
ED/A&E : There is a risk of a sustained failure 
to deliver on the ED waiting times target or not 
to achieve the  95% year end position, 
impacting on PSF trajectory compliance for 
STF funding, CQUIN and contractual 
implications, quality of service and financial 
sanctions in contract. 

Director of Nursing & 
Quality 

F&P 4x3 4x3 4x3 

1835 

Risk identified regarding the on-going Lorenzo 
performance issues impact on the following: 1. 
Patient Safety as it takes longer to input data 
into the systems that are critical for the patient 
flow through the organisation. 2. Organisational 
reputation - Increased negative media as 
appointments are missed. 3. Missed Activity 
and reduced income - Due to missed 
appointments and increased DNAs. 

Director  
ICT 

F&P 3x4 3x4 3x4 

1865 

Risk identified regarding zero-day (also known 
as zero-hour or 0-day) vulnerability; this is a 
disclosed computer-software vulnerability that 
hackers can exploit to adversely affect 
computer programs, data, additional computers 
or a network. It is known as a "zero-day" 
because once the flaw becomes known, the 
software's author has zero days in which to 
plan and advise any mitigation against its 
exploitation. 

Director  
ICT 

F&P 3x3 3x3 3x3 

2098 
Lorenzo replacement Medway causes 
operational/financial/reputational and clinical 
safety risks during replacement. 

Director  
ICT 

F&P 2x5 2x5 2x5 

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

Director ICT F&P 2x4 2x4 2x4 

 
 
 

Risk controls in place Assurance rating 
CRR 
Ref 

Description of Risk Control Feb 
19 

March 
19 April 19 

1025 

Additional bed capacity and locums to support patient flow and single sex 
demands. Escalation areas remain open but now have established core staff. 
ED Performance at Q4 achieved 4 hour wait target and released ED STF 
funding. 

M M M 

1835 

To support all on-going integration projects and this key piece of functionality 
going forwards an integration expert has been employed. Continuing issues 
with performance will only be mitigated on full replacement of system, planned 
for April 2020. 

M M M 

8 

 



 

1865 
Ensure subscription to international standard antivirus software. 
Ensure subscription and follow-up of any CARECERT warnings and 
notifications. 

          
            

M M M 

2098 
Full governance/project initiation document process with clinical leadership to 
ensure effective delivery and engagement 

M M M 

2122 

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

M M M 

 
Gaps in Risk Control 

CRR 
Ref 

Description of Gap Action to Address Gap in Risk Control Date 

1835 
On-going Lorenzo performance issues. Lorenzo replacement system (Medway) 
planned for April 2020. 

New Medway EPR contract – Go Live Aug 
2020 

Sept 
2018 

1865 Cyber Security Ransomeware  Cyber Security Ransomeware plan August 17 

 

Source of Assurance 

CRR 
Ref 

Description of Assurance Date Received Positive or 
Negative 

Internal or 
External 

 
1025 

 
 Performance Review meetings December 2018 Positive Internal 

1025  Weekly ED Delivery Board meeting January 2019 Positive Internal 

1025  Patient Flow Improvement Plan 
Introduced through 
the year to autumn 

2018 
Positive Internal 

1935   Nurse Staffing Report December 2018 Positive Internal 

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

1835 Barnsley Digital Roadmap Board May 2018 Positive External 

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

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

1865 
CareCert Cybersecurity Audit. Action Plan from cyber essentials accredited audit 
of cyber safeguards now in place. Expected to be completed by 31 March 2019. 

August 2018 Positive External 

2098 Business case and contract completed. PID expected end April 2019. August 2018 Positive External 
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Strategic Objective 4  
ii) Finance 

 
Performance: We will achieve our goals sustainably 

Director  
Lead 

Director of Finance & 
Chief Delivery Officer 

Board 
Committee 

Finance & Performance 

 
Impact of failing to achieve the strategic objective ii) Finance 

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

 
 
 

CRR 
Ref 

 
 

Description of Risk 

 
 

Director 
Lead  

Al
ig

nm
en

t t
o 

Co
m

m
itt

ee
 

Feb 19 March 19 April 19 

1943 

Failure to develop recurrent CIP schemes for 
the 18/19 programme impacting on ability to 
deliver the overall Trust financial plan for 18/19. 
Non-delivery of recurrent CIPs in 18/19 will 
adversely impact the 19/20 financial plan. 

Director of  
Finance F&P 3x4 3x4 3x2 

1791 
Insufficient cash funds to meet the operational 
requirement of the Trust. 

Director of  
Finance F&P 2x4 2x4 2x4 

1713 

Failure to deliver the 18/19 financial plan 
including CIP programme and clinical activity in 
accordance with contractual agreements.  
Failure would adversely impact on the financial 
stability of the Trust, resulting in the need for 
further borrowing to support the continuity of 
services and failure to achieve PSF funding 
(cross ref to Risks: 1025, 1832, 1849). 
April 2019 Progress Update confirms that that 
at Q4 the financial position has been achieved 
having delivered ED STF monies. F&P 
Committee March 2019 reviewed risk and 
recommended that likelihood be reduced from 
“likely” to “possible”; hence, risk rating reduced 
from extreme to high. 

Director of  
Finance F&P 4x4 4x4 4x3 

1844 
The Lord Carter Report 15 recommendations to 
improve efficiency failure to do this will result in 
efficiency opportunities being missed. 

Director of 
 Finance F&P 2x3 2x3 2x3 

 
Risk controls in place Assurance rating 

CRR 
Ref 

Description of Risk Control Feb 
19 March 19 April 19 

 
1943 

 
 
 

Cost improvement steering group monitoring the delivery of the plan supported 
by the Project Management Office. There are a number of schemes identified. 
CIP Programme over-delivered against plan for 18/19 with recurrency rate above 
70%. 
 
 

M M M 

1791 
Micro manage cash flow. Recovery of financial position - delivery of key actions. 
Work closely with CCG and the Distressed Funding Team at NHS Improvement 
and Department of Health. 

L L L 

1713 

A range of control measures in place, including: 
 

• Urgent identification of additional CIP / reduction in expenditure run-rate 
• Continued work on opportunities arising from coding audits (non counting 
 and coding) 
• Successful implementation of NHSP with subsequent agency reduction; 
 especially to be managed during winter with no escalation to high cost 
 agencies. 
• Continued negotiation with Barnsley CCG 
• Successfully implement new approach to inpatient capacity as per plans 
 agreed earlier in the year, including protecting elective capacity by ensuring 
 work is delivered during November, December, February and March to 
 mitigate reduced capacity at the end of December and January 
• Further cost control; particularly around agency and non essential non pay 
 spend 

H H H 

1844 Monthly meeting of Carter working group M M M 
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Gaps in Risk Control 
CRR 
Ref 

Description of Gap Action to Address Gap in Risk Control Date 

1943    Risk of  number of non recurrent CIP schemes.  

Reviewing non-recurrent CIP to assess if 
they can be classed as recurrent. March 
2019 update confirms that CIP will over 
deliver against plan for 2018/19 and the 
recurrency rate should exceed 70%. 
April 19 Update. CIP over-delivered against 
plan for 18/19 with recurrency rate above 
70%. 
 

April 19 

1791    Availability of distressed funding Financial recovery plan Oct 18 

1713 
Failure to deliver the 18/19 financial plan including CIP programme and 
clinical activity in accordance with contractual agreements. Q3 has been 
achieved, and Q4 remains challenging particularly risk to ED STF monies. 

Monthly monitoring April 19 

 
Source of Assurance 

CRR 
Ref 

Description of Assurance Date Received Positive or 
Negative 

Internal or 
External 

1943 

 

 

Integrated Performance Report /Finance Report December 2018 Positive Internal 

1943 CIP report December 2018 Positive Internal 

1713 Monitoring Progress Report & Meetings December 2018 Positive Internal 

1844 Carter working group updates and dashboard October 2018 Positive Internal 

1943 Cost Improvement Plans (CIPs) Follow-Up Internal Audit April 2017 Positive External 
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EXECUTIVE SUMMARY 

STRATEGIC CONTEXT 

  

REPORT TO QUALITY & GOVERNANCE 
COMMITTEE 

 BOD 19/05/10   

 

SUBJECT:   CORPORATE RISK REGISTER 

DATE:           02 May 2019  

PURPOSE:  

 Tick as 
applicable   Tick as 

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

PREPARED BY: Keith Haynes, Interim Head of Governance/Trust Secretary 

SPONSORED BY: Heather McNair, Director of Nursing & Quality  

PRESENTED BY: Keith Haynes, Interim Head of Governance/Trust Secretary 

The Board of Directors delegated monthly review of the Corporate Risk Register to the Quality & 
Governance Committee as part of the strategic approach to assurance. The Finance & 
Performance Committee receive the Corporate Risk Register on a monthly basis for information and 
in support of review of the Board Assurance Framework. 
 

The appendix provides an overview of the current extreme risks on the Corporate Risk Register as 
at April 2019. Work has been undertaken with all relevant Directors to update the Corporate Risk 
Register accordingly bringing together the strategic and high level risks which if not addressed 
would compromise the Trusts ability to achieve its corporate objectives. The appendix provides 
details of the extreme risks (risk rated 15-25) on the Corporate Risk Register that are reported every 
quarter to the Board of Directors. 
 
 
 
The Board is asked to review this update of the Corporate Risk Register. 
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Subject: CORPORATE RISK REGISTER Ref:             BOD  19/05/10 

 
1. STRATEGIC CONTEXT 

 
1.1 The Board of Directors has delegated the monthly review of the Corporate Risk Register 

to the Quality & Governance Committee as part of the strategic approach to assurance. 
The Audit Committee provides oversight and review of the processes supporting the 
Corporate Risk Register. 
 

2. INTRODUCTION 
 
2.1 Work has been undertaken with all relevant Executive and Associate Directors to update 

the Corporate Risk Register accordingly bringing together the strategic and high level 
risks which if not addressed would compromise the Trusts ability to achieve its corporate 
objectives.  
 

2.2 There are 41 risks currently recorded on the Corporate Risk Register of which four are 
graded as Extreme Risk (15+) and 20 graded as High Risk (8-12). 
 

2.3 All extreme risks (15+) are reported to the Quality & Governance Committee and Finance 
& Performance Committee on a monthly basis. 

 
2.4 The Corporate Risk Register has been reviewed in order to provide an update as of April 

2019.  

2.5 This review considered: 

• The need to re-score the current risks following an assessment of the controls in 
operation for the year to date and the operational delivery achieved as of March 2019. 

• The setting and monitoring of target risk scores going forward for the remainder of the 
financial year. 

• Identification of any known new risks. 
• Identification of any strategic risks that may impact on the risk to achieving the Trust’s 

objectives. 
 

2.6 Since the last report, the following changes have been made: 
 

Risks closed:  
 
Risk 2186 replaced with Risk 2163 which duplicates 2186 (Lead Director: Chief 
Delivery Officer). Consequently, risk remains as Risk 2163. Risk relating to Autism 
Spectrum Disorder (ASD) 11+ year pathway, following concerns relating to current 
waits (2 years) and senior clinical provision provided by SWYPFT. Mitigation includes 
business case for additional MDT sessions over a 12 month period to reduce waiting 
list – reducing waiting list to 10 patients from 132 and wait times to between 4-8 
weeks, rather than 2 years. Business case approved by Executive Team for 
submission to CCG for funding request. Risk currently rated as high (8-12). 
 
Risk 2042 (Lead/Owner: Deputy Director of Nursing (Operations)) – risk relating to 
lack of contract for new Transition Unit and outstanding issues regarding 
refurbishment and costs. Risk opened in December 2017. Issues now resolved. Risk 
closed. 
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Risk 2104 (Director of Workforce/formerly Director of Finance) – risk closed post 
Director of Workforce taking up appointment. 
 

 
Risks reduced:  
 
Risk 1713 (Lead Director: Director of Finance) – risk relates to the failure to deliver the 
financial plan including CIP programme and clinical activity in accordance with 
contractual agreements. Failure would adversely impact on the financial stability of the 
Trust, resulting in the need for further borrowing to support the continuity of services 
and failure to achieve PSF. April 2019 progress update confirms that at Quarter 4 the 
financial position had been achieved having delivered ED STF monies. Finance & 
Performance Committee March 2018 reviewed risk and recommended that likelihood 
be reduced from “likely” to “possible”. Risk reduced from extreme (15-25) to high (8-
12). 
 
Risk 2185 (Lead Director: Chief Delivery Officer) – Post Executive Team Review 
17/.04/19, considered to be a high risk (consequence major 4 x likelihood possible 3) 
rather than extreme, post development of action plan. Will continue to be monitored at 
Q&G and reported to Board.  

 
Risk added: 
 
No new risks were added in the review period. 
 

 
3. CONCLUSION 

 
3.1 Each month all risks will be reviewed by the risk owners and updated as necessary. 
 
3.2   The Board is asked to note the updated version of the Corporate Risk Register as at April 

2019. 
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ID
 Description Mitigation Lead/Owner 

Consequence 
(current) 

Likelihood 
(current) 

Rating 
(current) 

Risk 
level 
(current) 

Progress Notes 

2033 

There is a Risk of: 
 
Loss of functionality of Pathology 
equipment which may lead to a 
delay in the production of patient 
pathology reports to support 
diagnosis and treatment with 
possible detrimental effect upon the 
patient in terms of clinical 
outcomes. 
 
Increased costs to support ageing 
equipment. 
Some equipment remaining outside 
of the existing MSC, with no 
support or replacement plan 
Increase pressure on staff  
 
Caused by: 
Inability to replace ageing 
equipment – Pause on MSC due to 
NHSI pathology directive  
Breakdown of ageing equipment. 
Increased downtime following 
breakdown – Equipment no longer 
being produced resulting in reduced 
availability of spare parts.  
Historically some equipment was 
not part of MSC (e.g. Immunology) 
Increased  time spent on 
maintenance, responding to phone 
calls from users when testing 
delayed  
 
Resulting in: 
Inability to provide robust and timely 
test results which will impact on 
patient management and Trust 
targets.  
Additional cost of sending work to 
external sites for analysis where no 
in house back up is available 
Loss of reputation of the 
department resulting in issues 
recruiting and retaining staff 
Unable to develop service in line 
with new technologies.  
Increased sickness and difficulty 
retaining  staff 

The procurement 
process for the SYB ICS 
has commenced but the 
timescales doesn’t 
address the immediate 
concerns for the BRILS 
service. Therefore all 
partners have agreed to 
BRILS arranging an 
extension on the 
existing contracts to 
mitigate risks and 
concerns.  
 
Contracts are due to be 
signed in April. Awaiting 
a project plan for 
implementation. 

KIRTON,  
BOB – 
Chief 
Delivery 
Officer 

Catastrophic Possible  15 
Extreme 
Risk (15-
25) 

March 2019 Review Update.  
Contracts are due to be signed in April. Awaiting a 
project plan for implementation. 
Residual risk relates to non Siemens equipment being 
assessed. 
 
April 2019 Review Update.  
Reviewed DF & ADG 2/4/2019 – Draft CCN to be 
signed w/c 01/04 for Siemens Contract. Project 
Manager position is being advertised. Working on a 9 
month implementation plan. 
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2130 

Risk identified regarding  inability to 
recruit paediatric nurses into 
vacancies on Ward 37. 

Recruitment drive in 
progress and the team 
have asked that the 
current advert be a 
rolling advert until we 
have recruited into all 
the vacancies, so that 
we can interview as 
people apply. NHS 
Professionals are 
supplying staff and the 
fill rates are good. 
Substantive lead nurse 
has returned from 
maternity leave. Robust 
sickness and absence 
management.Training 
and study leave is being 
carefully 
considered.Any issues 
regarding staffing will be 
escalated for senior 
support.Review of 
incidents in relation to 
staffing by Lead Nurse, 
Matron and CGF. 
Additional senior nurse 
support has been added 
to the ward 
establishment to 
facilitate preceptorship 
and governance. 

MCNAIR,  
HEATHER - 
Director of 
Nursing and 
Quality 

Moderate 
Almost 
certain 

15 
Extreme 
Risk (15-
25) 

The staffing issues are impacting on patient flow from 
ED and CAU resulting in bed pressures for emergency 
and elective patients therefore the risk score has 
increased. 
 
Deputy Associate Director of Nursing (Paediatrics) now 
working one day per week and is undertaking a robust 
staffing review based on evidence. 
 
April 2019 Review Update. Updates to mitigation. 
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2121 

Risk of “no deal” Brexit. A number 
of issues highlighted that are 
possibly relevant to the Trust and 
BFS:> Continuity of supply 
(medicines,equipment,consumables 
)> Although unlikely - continuity of 
utility services (power/gas 
interconnectors)> Workforce 
planning - EU citizens - 
doctors/nurses exempt from cap - 
however it may impact on other 
staff categories.> Workplace rights 
- agency staff, WTD, TUPE, 
Equality Act> Financial services 
(banking & insurance)> Student 
funding (EU and Erasmus+)> 
Quality, safety of human tissue, 
blood, blood products and organs> 
R&D: Regulatory information and 
trials on medicines and medical 
devices. 

Initial discussions on 'no 
deal' linking into 
Adaptive Business 
Continuity (BC-Lite) 
planning to ensure there 
is no over complication 
of process. On this 
basis this should focus 
effects on  Staff, Space 
(accommodation), 
Services and Supplies 
with consideration to 
Safety, Security and 
Safeguarding. The 
latest national guidance 
and Trust actions were 
discussed at the March 
Board. Weekly Brexit 
meeting.  Detailed 
Action Plan – providing 
Yorkshire wide regional 
assurance and local 
Barnsley assurance. 

KIRTON,  
BOB - Chief 
Delivery 
Officer 

Major Likely 16 
Extreme 
Risk (15-
25) 

National guidance on the approach to Brexit was 
shared in December alongside a number of regional 
workshops at which the Trust had representation. A 
Brexit task and finish group has been established with 
work streams to match the national guidance, all Brexit 
information is being triangulated through this group 
which meets weekly and reports into the Executive 
Team. 
 
The latest national guidance and Trust actions were 
discussed at the March Board. Weekly Brexit meeting.  
Detailed Action Plan – providing Yorkshire wide 
regional assurance and local Barnsley assurance. 
 
April 2019 Review Update. Brexit contingency planning 
arrangements still in place. Government/EU extension 
to 31 October 2019 increases likelihood of deal and 
managed exit, and possibly reduces likelihood that 
contingency plans will be needed. Nevertheless, the 
plans will remain in place with regular monitoring and 
review as the political situation develops. 
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE BOARD OF DIRECTORS REF: BoD 19/05/11 

 

SUBJECT:   CELEBRATING OUR PEOPLE 

DATE:          MAY 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: Richard Jenkins, Chief Executive 

PRESENTED BY: Emma Parkes, Director of Marketing & Communications 

 
To provide an update to the Board on the Trust’s Brilliant Award winners as part of the reward and 
recognition process for celebrating the excellent work within the hospital.  
 
 

 
The Trust employs over 3,000 people, each of whom play an integral role in the hospital’s overall 
performance and successful achievement of strategy and objectives.  
 
Each month, the Trust recognises staff who are nominated by colleagues and the public by presenting 
three Brilliant Staff Awards as part of a monthly award scheme which recognises individuals or teams that 
have gone above and beyond their role. 
 
There are three award categories: 
 
- Individual Brilliant Award (nominated by any member of staff) 
- Team Brilliant Award (nominated by any member of staff) 
- Public Brilliant Award (taken from feedback received by members of the public) 

Each month the Chairman and Chief Executive jointly agree the winners, who are then presented with a 
certificate by the Chairman at a surprise presentation which is then promoted throughout the Trust. The 
Brilliant Staff Awards are sponsored by ISS who provide food and hospitality services for the Trust. 

This paper will highlight the winners and nominees within each award for the previous month.  

 
The Board is asked to review the content of this report.  
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Subject: CELEBRATING OUR PEOPLE REPORT Ref: BoD 19/05/11 

 
 
1. STRATEGIC CONTEXT 

 
1.1 This report provides the Board with an understanding of the Trust’s winners and 

nominees for the monthly Brilliant Staff Awards. 
 
The Brilliant Awards are a key part of the Trust’s recognition of our people. Winners 
are celebrated across the Trust in a variety of communications media, including 
online on the Hub and, from December, on display in the main Reception area.  
Winners are also celebrated externally via social media.  
 

. 
2. INDIVIDUAL BRILLIANT AWARD 

 
2.1 Winner: Ann Downing- Medical Secretary 

There has been a large amount of sickness in this team recently, at times leaving Ann 
the sole secretary for four Consultants. Ann is relatively new to ENT but has stepped 
up to the challenge and facilitated an efficient and quality service under difficult 
circumstances whilst still maintaining her cheerful manner and sense of humour. Ann 
is always willing to go the extra mile to aid others in ensuring patients get the service 
they deserve. 
 

2.2 Nominees: 
 
Dr Eltrafi – Consultant Physician  
Please can you consider Dr Eltrafi for an award he has been nominated five 
consecutive years for his good work with training medical students to become doctors 
and more. He goes above and beyond with all his students and students/doctors 
continue to want to come to Barnsley. They consistently rate him high 10/10 in all 
areas the Medical School ask for. Dr Eltrafi’s dedication to medical students impacts 
the Trust in terms of first year doctors wishing to work here due to the good 
experience they have had with him and the medical education department, so 
Barnsley Hospital is a popular choice for them to come and work in at foundation 
level. 
 
Dr Eltrafis contribution to medical education created income for the Trust in the region 
of £11,000 per year. This is a significant amount of funding that the medical education 
department use to further invest in education – again making Barnsley Hospital 
brilliant. Dr Eltrafis educational role is not limited to medical students it continues to 
postgraduate doctors who he supports through a variety of exams. 
 
This award would be well deserved following years of consistent and dedicated hard 
work. 

 
 

Vicki Parkin – Domestics 
Vicki is amazing, she goes above and beyond in every aspect of her job, she will go 
out of her way to help you and help the patients and she always has a smile on her 
face. 
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3. TEAM BRILLIANT AWARD 

3.1 Winner: Fracture Clinic and Plaster Room 
The fracture clinic and plaster room teams have had a tough few months, not only did 
they loose a member of the team suddenly in February, but have had other issues 
throughout the department along with sickness and absence. 
 
Not only have they pulled together as a team but they have all gone above and 
beyond to ensure that the fracture clinic and plaster room has continued running as 
smoothly as possible. They have supported each other through this difficult period, 
some even putting their home lives on hold to work the extra hours required to ensure 
that clinics have gone on as planned.  
 
Despite the loss of a valued member of staff and other difficulties along the way the 
service provided by the department has continued our patients have been unaffected 
and the usual great service has been provided. All the extra effort that has been put in 
to ensure the department ran smoothly has not gone unmissed and is greatly 
appreciated.  
 

3.2 Nominees: 
 

No other nominations 
 
 
 

4. PUBLIC BRILLIANT AWARD 

4.1 Winner: Keelie Walker – Theatre Recovery Nurse 
I came in for surgery as a daycase but ended up having to stay in. Keelie was so 
lovely she her caring personality just shone through and without realising she eased 
my anxiety. I was in recovery a long time and theatre recovery was extremely busy so 
Keelie had to take other patients too but that never stopped her delivering a very high 
standard of care. I work on neonates so I understand the pressures of workload but 
Keelie never let that show, she is truly a credit to her team and hospital.  I honestly 
can’t praise her enough an angel in disguise. Thankyou. 
 

4.2 Nominees: 
 
Kerry Reece 
I would like to nominate Kerry on the AMCU ward. I was terrified before my treatment. 
I was there all day and Kerry and colleagues really made me feel ok and put me at 
ease. They are amazing and do a great job. Sounds daft but I enjoyed my day stay 
just because of the staff that day. I went to visit a week after with homemade 
cupcakes for the ward. I hope they liked them. Thank you all yet again, you do an 
amazing job and I feel so much better. 
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD:19/05/12  
 

SUBJECT: FINANCE & PERFORMANCE ASSURANCE REPORT  

DATE: April 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 yearend position deficit of £9,908k against an original plan of £8,819k, which 
is £1,087k adverse to plan. This adverse position is due to an exceptional impairment of £2,487k. The 
position against control total when adjusted for the impairment is a deficit of £7,421k, which is £1,398k 
favourable to the original plan. 
 
In terms of the CIP programme £993k was delivered against a plan of £962k; £31k ahead of plan. The 
final savings were £9,994k against a plan of £8,500lk giving a year to date positive variance of £1,494k 
with recurrency at 79%. 

 In terms of performance the Trust continues to do exceptionally well. The 4 hour emergency access was 
successfully delivered in March at 96%. The Trust narrowly missed the 95% standard for 2018/19 at 



94.6% cumulatively. The validated position for RTT shows continued delivery at 95.59% despite 
challenges from Ortho and Dermatology. Diagnostic wait performance remains compliant with 100% of 
patients accessing diagnostics with 6 weeks, Cancer performance as at February shows overall 
compliance across all KPI’s except 38 day inter-provider transfers with the Trust the best performing Trust 
nationally. That said some issues were flagged in a separate report around Cancer performance 
highlighting that the Trust would be non-compliant in April and May with some potential impact in June, 
the Executive is undertaking further work on this.   

In terms of People sickness is running at 4.63% (down on February by 0.22%) with a cumulative figure of 
4.29%, training is at 90.3% and appraisals at 89.9%. The committee is also reviewing how it can put more 
focus into the people agenda going forward. 

From an ICT perspective the committee received an update on the Medway System C, Eprescribing, 
VitalPAC and Crash Bleeps and agreed that going forward Medway System C would be reported 
separately.  

The committee received an update on the Business Case Tracker and reemphasised the need for benefits 
cases to be reported in a timely fashion, received an requested additional update on the Minor Ops 
Business Case and received the yearend report on Strategy Delivery which is on the Board 

Finally the committee reviewed the latest BAF and CRR from a finance and performance perspective and 
noted the changes on both documents and the Chair requested that all sub committees reporting to F&P 
undertook their annual committee effectiveness reviews ready for tabling at the next committee meeting. 

RECOMMENDATIONS  

This report therefore recommends that: 

- The Board notes the financial performance in month and yearend outturn.  

- The Board notes the excellent performance in over delivering the 18/19 CIP programme and the 
ongoing work in terms of development of the 19/20 plan. 

- The Board notes the continuing excellent delivery of operational performance 

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



Subject: Finance & Performance Committee Assurance Report Ref: BoD: 19/05/12 

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

Committee / Group Date 25th April 2019 Chair 
Finance and Performance Committee April 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 Trust has a consolidated year end deficit position of £9,908k, against an original plan 
of £8,819k, which is £1,087k adverse to plan. This adverse position is due to an 
exceptional impairment of £2,487k. Once the position is adjusted for the impairment then 
the position against the control total is a deficit of £7,421k, which is £1,398k favourable to 
the original plan.  
Activity levels are ahead of plan, but the cost of delivery is also higher, resulting in 
additional mitigation being 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. It is also noted that the new to 
follow-up ratio needs to be closely monitored as the associated penalty is higher than 
expected.  
Planned Sustainability and Transformation funding of £8,269k has been achieved in full 
for the year, as well as bonus funding of £0,920k.  
 
CIP is £9,995k against a plan of £8,500k; £1,495k favourable to plan. The cash position 
at the end of the month is £9,089k, which is £7,889k ahead of plan due to receiving 
monies from the CCG early and getting Q3 PSF in March rather than April. Loan funding 
of £1,484k has been drawn down in March, totalling £11,253k for the year. The capital 
expenditure as at month 12 was £7,579k. This is a programme overspend of £625k, 
although £176k was expected due to the lateness of NHSE removing HSLI PDC funding. 

Board 
For information 
and Assurance 

2.  CIP 

Month 12 saw actual savings of £993,101 against a plan of £962,000 resulting in an over 
achievement of £31,101. As a result, a final programme position of £9,994,603 has been 
delivered, an over achievement of £1,494,603 against the £8.5m target and the highest 
year of delivery so far. The final recurrency ratio increased in the last month from 72% to 
79% which is the highest seen in the last 4 years and a huge improvement over the final 
position of 56% achieved in 2017/18. Against the £8.5m target the recurrency ratio 
stands at 92%, again much improved compared to 67% achieved last year. It was 
recognised this position is not mirrored in other Trusts nationally and is a real success 
story. The team had undertaken a review of performance over the last five years broken 
down into pay, non-pay, NHS income and non-NHS income (see attached) which showed 
an overall delivery of £40.6m. The committee congratulated the team and the whole Trust 
on an outstanding performance and asked for the five year delivery to be consolidated 
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onto one table to gain an understanding of where the majority of the benefits had come 
from. 

The 2019/20 forecast programme position against target has risen by £125,300 since last 
month from £3,731,181 to £3,856,481. This leaves the programme with a £2,886,519 
deficit against the confirmed target of £6,743,000. The target has slightly increased from 
the previous indicative target of £6,700,000 following finalisation of financial plans. Work 
has continued in developing the 2019/20 CIP Programme and 4 new schemes have been 
added since last month and now takes the total to 64 compared to 68 last month as 
unviable schemes are removed as part of the validation process. There are still 15 
schemes at full maturity with a value of £1,682,003 and 49 in pipeline with a value of 
£2,174,478. 

All pipeline schemes were reviewed and it was acknowledged that a number of schemes 
should be in a position to reach full maturity and have financial figures included ready for 
the next CSG reporting. The group therefore agreed to work up the pipeline schemes at 
pace and the results of this work should deliver the April CIP target and increase 
confidence for delivery of the rest of the programme. 

3.  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. In terms of key messages:- 

- Emergency access & Patient Flow: 4 hour emergency access was successfully 
delivered in March at 96%. The Trust narrowly missed the 95% standard for 
2018/19 at 94.6% cumulatively. Attainment of this position has enabled access to 
PSF funding in order to maintain the investments made trust-wide in delivering 
effective patient flow to support 4 hour access for patients.  

- RTT: The Trust retains a compliant RTT incomplete position at 95.59% with an 
anticipated year end position of 95%. Trauma & Orthopaedics remains the only 
specialty non-compliant with a recovery trajectory for delivery at a specialty level 
in May 2019. 

- Cancer: The upload and validated February 2019 position shows Overall Trust 
compliance across all KPI’s with the exception of 38 day inter-provider transfers. 
Improvement has been observed in 2 week access, 62 day treatment, 62 day 
screening and breast symptomatic access.  

- Diagnostic Waits: The Trust continues to deliver strong access to diagnostic 
services with 100% of patients accessing diagnostics within 6 weeks. 

Board 
For information 
and Assurance 
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4.  
IPR Cancer 
Performance 

The committee received a paper providing a more detailed briefing around Cancer 
Performance. Whilst the Trust benchmarks very well and for the last month has been the 
best in the country it is facing significant challenges in April and May with some potential 
impact in June that means it will not deliver compliance on either 38 or 62 day 
compliance across a select group of specialities. This is being reviewed operationally and 
will be a key area of focus for the Executive with a further briefing coming to May F&P 
Committee plus an update at Board. 

Board 
For information 
and Assurance 
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5.  Business Cases 

The committee received the latest Business Case Schedule Return summarising 
progress to date, the cases that are due to report back in the next 3 months, risks and 
issues and recommendations going forward. There are 73 cases that are live in the 
system currently at different stages and the report then highlighted four cases (Additional 
10PA Respiratory Consultant (BREATHE), Antimicrobial Pharmacist, Conversion of 
Locum to Substantive in Women’s & Second Consultant Post in Women’s Services and 
Propelair Implementation) that had failed to deliver the six month report on performance 
and were still outstanding. Whilst these were low level spends the committee reminded 
the team that getting benefits realisation reports on time was a key part of good 
governance and sought assurance that these and those due at F&P in May, June and 
July would arrive on time and fully worked through. This assurance was given by the 
team. 

The committee also received an update that had been requested for the minor operations 
business case. This showed that an assessment has been undertaken of the extent to 
which the minor operations room has mitigated the loss of activity and income arising 
from the theatre upgrading scheme. This was described as an additional unplanned 
benefit in the benefits realisation report presented to the February 2019 meeting of the 
Finance and Performance Committee. The assessment involved comparing the number 
of elective surgical procedures performed in the January – March 2019 quarter with the 
equivalent quarter the previous year and with the estimated activity level from the theatre 
sessions which would have been scheduled in the quarter had the minor operations room 
not been commissioned. 

During the January – March 2019 quarter, there were 2,490 elective surgical procedures 
performed. During the equivalent quarter the previous year 2,598 elective surgical 
procedures were undertaken. It is estimated that had the minor operations room not been 
commissioned, around 2,179 procedures would have been undertaken in the quarter. 
Consequently, the commissioning of the minor operations room has mitigated the loss of 
output and income associated with the theatre upgrade scheme to a substantial extent 
with a loss of 108 rather than 419 elective surgical procedures. The financial value of the 
additional 311 procedures enabled by the commissioning of the minor operations room 
over the January – March 2019 quarter is estimated to be circa £416k.  The committee 
thanked Mr Potts for the additional analysis. 

 

Board 
For information 
and Assurance 

6.  People 

 In terms of workforce:- 

- Sickness absence has slightly decreased from last month by 0.22% to 4.63%, 
with an improvement in short term sickness to 1.93% but a slight increase in long 
term sickness rate to 2.68%. The cumulative figure is at 4.29%. It sits above the 

Board 
For information 
and Assurance. 
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average control level within the SPC chart. Delivery of the Trust sickness absence 
reduction action plan continues to be monitored monthly at People & Engagement 
Group. The data pack this month also includes a back page on BFS sickness as 
requested by the committee. BFS sickness rate as at 31st March is 4.37%. The 
main reason for sickness absence remains stress, anxiety, depression and other 
psychiatric illness, with 1652 FTE days lost in February. There were 45 manager, 
24 self, 4 stress and 3 MSK fast track referrals to Occupational Health received in 
March 2019. Psychological wellbeing (including home and work related stress) 
has continued to remain the top reason for referrals for the last year, bar one 
month in January 2019 when it was external contracts. The launch of Remploy 
Mental Health at Work Scheme went live in April and the scheme has already 
started to receive referrals from staff. The bespoke building positive working 
relationships programme is now available for wards and departments to access. 
The Neyber financial wellbeing benefit (part of the VIVUP salary sacrifice 
package) was also launched on 1 April. 

- Headcount for month is 3878. The actual FTE is 3192. The figure reported this 
month for funded establishment FTE is 3249.72 and this figure is currently being 
validated by Finance. The number of open vacancies in month actively being 
recruited to are 122.07FTE. 

- Turnover rate excluding TUPE transfers is at 7.63% and therefore within the 
target range of between 7 – 10%. There were 36 leavers and 35 starters this 
month. 

- Mandatory training compliance has increased from last month by1% to 90.3% 
which means that for the first time this KPI is in green and the Trust has achieved 
its compliance target of 90%.  Moving & Handling Back Care Awareness 
continues to be the topic with the highest compliance at 96.3%. Moving and 
Handling Practical Patient Handling Level 1 has the lowest compliance at 81.3% 
The topic with the highest number of people not in date is Fire, Health & Safety at 
462 people followed by Infection Control Level 2 with 370 people out of date.   

- Staff appraisals are at 89.8% as at 31st March. The new appraisal process and e-
form went live on 1 April. 

- The bi-monthly staff pulse check survey via Survey Monkey has been run 
receiving 400 responses which is a vast improvement on the first pulse check. 
Analysis of the results will come to May F&P committee.  

The committee then had a long detailed discussion on sickness, appraisals, the people 
plan and how the people section of F&P should be formatted to get the right level of 
assurance that the people agenda was being addressed correctly and that we were living 
to our values with our staff. It was agreed the Director of Workforce would review this and 
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bring it to the May committee along with the quarterly update of the People Plan. 

7.  ICT 

The committee received the usual ICT Strategy update with key areas covered as 
follows:- 

- System C Medway EPR project The Medway project kicked off on 1st April as 
planned. The team from System C, and some of the ICT project team have a 
base in block 9, ground floor and they will be working closely with other ICT staff 
in Admin Block. The first few weeks are about firming up the plan, setting up 
governance arrangements, organising launch events and fitting the right people 
into the right roles to build the system to make it right for us. New Launch event 
scheduled for 29th April 2019 all NEDs and Execs are welcome to attend. It was 
agreed that going forward this would be a separate agenda item outside the ICT 
Strategy Update as it needed close monitoring. 

- Eprescribing The outcome to our bid was due to be announced by the end of 
March, but has been delayed due to Brexit, the new NHS X organisation, and the 
high quality of the submissions. At present no update has been received.  

- VitalPAC (VP) Following the successful implementation of NEWS 2, the team are 
in the process of rolling out Urinalysis functionality. The paeds model used on the 
wards is being considered for use in ED Paeds. Blood glucose monitoring 
functionality is live in ED and is currently being trialled on ward 22, prior to Trust 
wide deployment. Data is being collated to underpin a case study on the success 
of Sepsis monitoring using VitalPAC. A business case is being compiled for 
Phase 2 of the project.  

- Bleeps Swissphone crash bleep system has been installed successfully and is 
fully live, with blackspot issues resolved. Non-clinical emergency groups (Fire, 
Security & Disturbance groups) are now testing a system using Google Hangouts. 
The non-urgent group and Pharmacy on-call have recommended Google 
Hangouts and testing performance. 

-  ICE Filing(Actioning) The following areas are live with ICE Filing: Gastro, 
Rheumatology, Cardiology, Pharmacy, Diabetes & Endocrinology, Occupational 
Health and Care of Elderly/ASU. Awaiting sign off from Dermatology, 
Haematology, Respiratory and Urology. These sign offs are pending some testing 
of fixes in ICE which is currently being undertaken. This is expected to be 
completed by the end of April. The “importance of ice filing” training video is being 
finalised. 

Board 
For information 
and Assurance 
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8.  
Strategy Delivery 
for 2019/20 

The Strategic Programme for 2018/19 has now reached its final quarter and the 
committee received a report providing an end of year summary of each initiative’s 
progress on an individual basis. The Strategic Programme at Quarter 4 consists of 23 
initiatives. Many have moved forward significantly over the last year and others are now 
complete. The initiatives that are not yet due to complete will continue delivery and be 
reported through existing governance structures. The report also presented the proposed 
Strategic Programme for 2019/20 which was reviewed and approved. The committee 
reviewed the report and recommend it to Board where it will appear as an agenda item. 

Board 
For information 
and Assurance 

9.  
BAF/Corporate 
Risk Register 

Both the BAF and Corporate Risk register were reviewed and the committee noted and 
agreed the changes to both the BAF and Corporate risk register. A number of anomalies 
in terms of executive leads and where certain risks sat in the BAF were noted that the 
Executive agreed to address and the issue raised around Cancer performance will be 
added from next month. 

Board 
For information 
and Assurance 

10.  

Committee 
Annual 
effectiveness 
Review 

The committee chair requested that each of the sub groups reporting in to F&P undertook 
their annual effectiveness review and that these came to May F&P. In addition the chair 
advised that a review form for F&P as a committee would also be circulated for return to 
the secretary for F&P to ensure confidentiality.  

Board 
For information 
and Assurance 

 



Five Year CIP Savings 2014/15 – 2018/19 

2014/15 – Target £6.3m 

Category £ % 

Pay 3,102,307 48 

Non-Pay 1,374,189 21 

NHS Income 1,623,452 25 

Non-NHS Income 333,246 5 

Total £ 6,433,194 

 81% Recurrency Absolute Value 

83% Recurrency Plan 

2015/16 – Target £6.7m 

Category £ % 

Pay 1,086,282 16 

Non-Pay 5,615,743 81 

NHS Income 201,874 3 

Non-NHS Income 23,340 0 

Total £ 6,927,239 

 62% Recurrency Absolute Value 

63% Recurrency Plan 

2016/17 – Target £7m 

Category £ % 

Pay 1,460,426 18 

Non-Pay 3,721,569 47 

NHS Income 2,604,856 33 

Non-NHS Income 126,437 2 

Total £ 7,913,288 

 69% Recurrency Absolute Value 

78% Recurrency Plan 

 

2017/18 – Target £7.8m 

Category £ % 

Pay 2,940,114 32 

Non-Pay 2,377,195 25 

Income (Patient Care) 1,757,992 19 

Income (Other 
Operating) 2,287,019 24 

Total  £9,362,320 

 56% Recurrency Absolute Value  

67% Recurrency Plan 

2018/19 – Target £8.5m 

Category £ % 

Pay 2,292,659 23 

Non-Pay 2,915,586 29 

Income (Patient Care) 4,534,807 45 

Income (Other 
Operating) 251,551 3 

Total  £9,994,603 

 78% Recurrency Absolute Value  

91% Recurrency Plan 

 

ATTACHMENT E 
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BOD 19/05/13 

 

SUBJECT: AUDIT COMMITTEE – CHAIR’S LOG (25th APRIL 2019) 

DATE: 02 MAY 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, Audit Committee Chair 

STRATEGIC CONTEXT  

Effective governance. 

EXECUTIVE SUMMARY  

 
• The committee noted and approved in principle the draft annual governance statement, draft 

annual report, and draft annual accounts. 
 
• The committee noted the Head of Internal Audit opinion, which provides Significant Assurance 

that the Trust’s systems of internal control generally are properly designed and operating as 
intended. 

 
• Preparation for the external audit of the Trust’s public disclosure statements is progressing 

well. 
 
• Since the January 2019 Audit Committee, three internal audit reports have been issued. All 

provide Significant Assurance on the effectiveness of internal controls. 
 
• The internal audit and counter fraud plans for 2019/20 were approved. 

 

RECOMMENDATION    

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



 

Subject: AUDIT COMMITTEE ASSURANCE REPORT Ref: BOD 19/05/13 

 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
Committee / Group Date Chair 
Audit Committee 25 April 2019 Nick Mapstone 
 

Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate to 

receiving body 

5.1 

Draft annual governance statement 
 
The committee reviewed the draft annual governance statement. The committee 
felt that the statement needed to cover the NHS England 2017 guidance on 
Managing Conflicts of Interest. The committee agreed that the Trust has a clear 
process for updating directors’ register of interests annually but did not have an up-
to-date and effective process for maintaining a register of the interests of what the 
guidance calls ‘decision-making staff’ for example: senior clinicians, staff on Band 
8d and above, staff who have the power to enter into contracts on behalf of the 
Trust, and those involved in decisions about the purchasing of goods and services. 
These should be complied annually and published on the Trust’s website.  
 
As well as interests, gifts and hospitality, outside employment, shareholding and 
other ownership interests, and sponsorships etc. should be declared. 
 

Board For assurance 

5.2 

Draft annual report 
 
The committee reviewed the draft annual report, and made various suggestions – 
for example, including a section on our R&D work. 
 

Board For information 

5.4 

Draft annual accounts 
 
The committee reviewed the draft annual accounts and subject to detailed 
comments approved the submission of the account for external audit. 
 

Board For assurance 

5.5 

Head of Internal Audit Opinion 
 
The opinion provides Significant Assurance that the Trust’s systems of internal 
control generally are properly designed and operating as intended. 
 

Board For assurance 

Audit Chair’s Log 25 April 2019 



Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation/ 
Assurance/ mandate to 

receiving body 

6.1 

External audit 
 
Grant Thornton reported that the audit of the 2018/19 public disclosure statements 
is progressing smoothly. This was confirmed by the officers present. A possible 
disagreement in accounting treatment between the Trust and auditors was 
discussed; however, the sum involved is not material and should not affect a 
satisfactory outcome to the audit. 
 

Board For assurance 

6.2 

Internal audit progress report 
 
The committee welcomed Lianne Richards, 360 Assurance’s new client lead for 
BHFT. The following reports (with associated ratings) have been issued since the 
January 2019 Audit Committee: 
 

• Integrity of the general ledger and financial reporting (Significant Assurance) 
• CBU governance (Significant Assurance) 
• Data security and protection toolkit  (Significant Assurance) 

 

Board For assurance 

6.2 

Internal audit and counter fraud plan 2019/20 
 
The committee approved the internal audit and counter fraud plan 2019/20, subject 
to an additional review of the Trust’s compliance with the requirements of the 1983 
Mental Health Act, and subsequent amendments thereto. 
 

Board For information 

6.3 

Counter Fraud 
 
The counter fraud service has completed its 2018/19 plan. The committee was 
pleased to note that eLearning compliance stands at 63%. 
 

Board For assurance 

7.4 and 7.5 

Board Assurance Framework and Corporate Risk Register 
 
No changes to the BAF or CRR were considered necessary. 
 

Board Board to note 

 

 



  

REPORT TO: TRUST BOARD REF: BOD: 19/05/14 

 
SUBJECT:   Integrated Performance Report: March 2019 

DATE:          May 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: 

Emergency access & Patient Flow:  
4 hour emergency access was successfully delivered in March at 96%. The Trust narrowly missed the 95% standard 
for 2018/19 at 94.6% cumulatively. Attainment of this position has enabled access to PSF funding in order to 
maintain the investments made trust-wide in delivering effective patient flow to support 4 hour access for 
patients. RTT:  
The Trust retains a compliant RTT incomplete position at 95.59% with an anticipated year end position of 95%. 
Trauma & Orthopaedics remains the only specialty non-compliant with a recovery trajectory for delivery at a 
specialty level in May 2019  
Cancer:  
The upload and validated February 2019 position shows Overall Trust compliance across all KPI’s with the exception 
of 38 day inter-provider transfers. Improvement has been observed in 2 week access, 62 day treatment, 62 day 
screening and breast symptomatic access  
Diagnostic Waits:  
The Trust continues to deliver strong access to diagnostic services with 100% of patients accessing diagnostics 
within 6 weeks  

2. Quality of Care: 
 
2.1 Patient Safety: 
 
Pressure Ulcers: 
There have been a total of 10 category 2 hospital acquired pressure ulcers reported. 2 of these have been as a 
result of lapses in care (there is one RCA still going through process). There have been no category 3 or category 4 
hospital acquired pressure ulcers reported this month. There were 3 hospital acquired deep tissue Injury pressure 
ulcers; none were as a result of lapses in care. There have been no unstageable pressure ulcers. There have been 2 
hospital acquired device related pressure ulcers; both of which resulted in a category 2 pressure ulcer and were 
found to have lapses in care. 
 
There have been 3 hospital acquired device related pressure ulcers; 1 of which resulted in a category 2 pressure 
ulcer and 2 that resulted in deep tissue injury. One of these was found to be due to lapses in care. 



Falls 
There were 72 inpatient falls in March with no falls resulting in moderate harm or greater. There were 19 repeat 
falls.  Analysis of incidents has identified that increase in falls on the Short Stay Unit and the Acute Stroke Unit in 
comparison to previous months. However there was nothing of significance that could be identified as contributing 
factors for the increase in numbers of falls and repeat falls.  
 
Incidents 

• Six medication incidents, 5 of which resulted in low harm and one which is currently under review. 
• Five Serious Incidents reported in month: 

• 2019/5996 – Hospital acquired VTE (occurred in November 2018) 
• 2019/5989 – Hospital acquired VTE (occurred in January 2019) 
• 2019/5755 – Treatment delay - 12 hour trolley breach 
• 2019/5970 – Environmental incident – sewerage leak 
• 2019/6399 – Patient identification error 

 
2.2 Patient Experience: 
During March the Trust received 27 new complaints bringing the year to date total to 293, an increase from the 
previous year’s figure of 270. The primary themes were clinical care and treatment. 100% of cases were closed with 
the required timeframe and the year end position is 93%. The average number of working days to investigate 
complaints reduced to 50 days.  74% of complaints were upheld or partly upheld in March.   The PA&C Team dealt 
with 177 concerns and 34 general enquiries (total 211) during the month.  
 

3. People:  
Sickness has decreased this month by 0.22% to 4.63% but is higher than in the same month in 2018 when it was at 
3.52%. Long term sickness remains higher than short term at 2.68%. Delivery of the sickness absence reduction 
action plan continues to be monitored monthly at People & Engagement Group 
  
Staff Turnover is within the expected range at 7.77%.  
  
Mandatory Training  is  at 90.3% and above the 90% compliance target for the first time ever 
  
Staff Appraisal Rate is at 89.9%. This year’s appraisal window has opened on 1 April until 30 June and so the 
compliance rate on 1 April will be adjusted to zero to start to capture this year’s appraisal compliance data 
  

4. Finance:  
 
• The Trust has a consolidated year end deficit position of £9.908m, against an original plan of £8.819m, 

which is £1.087m adverse to plan. This adverse position is due to an exceptional impairment of £2.487m. 
The position against control total is a deficit of £7.421m, which is £1.398m favourable to original plan 

• Clinical activity based income ytd is £6.192m favourable to plan.  The main variances are non elective 
income £4.837m favourable, A&E £1.024m favourable and Outpatients £1.061 favourable 

• CIP delivery for the year is favourable to plan by £1.495m. Planned Sustainability and Transformation 
funding of £8.269m has been achieved in full for the year, as well as bonus funding of £0.920m 

• Loan funding of £11.253m has been drawn down for the year 
• Capital expenditure is £0.197m less than plan 

RECOMMENDATIONS 

Finance & Performance committee is asked to receive and endorse the latest IPR.  
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1. Purpose of the Report:

The purpose of this report is to inform the Trust Board and sub-committees of the latest position against key performance indicators, including operational and 

quality requirements mandated nationally, metrics detailed in the NHSi oversight model and those identified within the BHNFT Operational Plan for 2018/19. In 

addition, it provides Trust Board with information relating to activity delivered and finance, which are key drivers for sustainability.

This report details the latest validated information available.

A high level view of the Trust’s performance is available in the at a glance summary. Further details on the domains of quality, people, patient access and finance 

are available in more depth as part of the wider document.

2. Background and Introduction:

The well-led framework used by NHSi identifies effective oversight by Trust Boards as essential to ensuring Trusts consistently deliver safe, sustainable and high 

quality care for patients.

BHNFT provides an integrated performance report to Trust Board each month for assurance. The report outlines key performance against a number of quality, 

operational, financial and activity based indicators. The purpose of the report is to ensure Trust Board has timely and robust oversight of performance in key 

areas along with actions being taken to address required improvements.

Executive Summary 
March 2019 
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Capital Plan

The Trust has a consolidated year end deficit position of £9.908m, against an original plan of £8.819m, which is £1.087m adverse to plan. This

adverse position is due to an exceptional impairment of £2.487m. The position against control total is a deficit of £7.421m, which is £1.398m

favourable to original plan

Clinical activity based income ytd is £6.192m favourable to plan. The main variances are non elective income £4.837m favourable, A&E £1.024m

favourable and Outpatients £1.061 favourable

CIP delivery for the year is favourable to plan by £1.495m. Planned Sustainability and Transformation funding of £8.269m has been achieved in

full for the year, as well as bonus funding of £0.920m

Loan funding of £11.253m has been drawn down for the year

Capital expenditure is £0.197m less than plan

Sickness has decreased this month by 0.22% to 4.63% but is higher than in the same month in 2018 when it was at 3.52%. Long term sickness

remains higher than short term at 2.68%. Delivery of the sickness absence reduction action plan continues to be monitored monthly at People &

Engagement Group

Mandatory Training is at 90.3% and above the 90% compliance target for the first time ever

Staff Appraisal Rate is at 89.9%. This year’s appraisal window has opened on 1 April until 30 June and so the compliance rate on 1 April will be

adjusted to zero to start to capture this year’s appraisal compliance data

 Staff Turnover is within the expected range at 7.63%

Referral To Treatment (18 weeks)
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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

4 hour emergency access was successfully delivered in March at 96%. The Trust narrowly missed the 95% standard for 2018/19 at 94.6% 

cumulatively. Attainment of this position has enabled access to PSF funding in order to maintain the investments made trustwide in delivering 

effective patient flow to support 4 hour access for patients.

The Trust retains a compliant RTT incomplete position at 95.59% with an anticipated year end position of 95%. Trauma & Orthopaedics remains 

the only specialty non-compliant with a recovery trajectory for delivery at a specialty level in May 2019

The upload and validated February 2019 position shows Overall Trust compliance across all KPI’s with the exception of 38 day inter-provider 

transfers. Improvement has been observed in 2 week access, 62 day treatment, 62 day screening and breast symptomatic access

Diagnostic wait access remains compliant with 100% of patients receiving access within 6 weeks

Patients Partnerships People Performance  

BHNFT At-a-Glance 
March 2019 
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Patient 

Experience

Clinical 

Effectiveness

HSMR Rolling 12 month period February 2018 - January 2019 - 102.12

SHMI Latest Data Sept 18 - 103

Patient 

Safety

During March the Trust received 27 new complaints bringing the year to date total to 293, an increase from the previous year’s figure of 270.  The complaints were allocated as follows:  CBU 1 – 12, CBU 2 – 9, CBU 3 - 6.   The primary themes were clinical care and treatment. The 

percentage of cases closed within agreed timeframe for the month was 100% and the year end position is 93%.    The average number of working days to investigate complaints reduced to 50 days.  74% of complaints were upheld or partly upheld in March.   The PA&C Team dealt 

with 177 concerns and 34 general enquiries (total 211) during the month.

Falls

There were 72 inpatient  falls in March with no falls resulting in moderate harm or greater. There were 19 repeat falls.  Analysis of incidents has identified that increase in  falls on the Short Stay Unit and the Acute Stroke Unit in comparison to previous months. However there was 

nothing of significance that could be identified as contributing factors for the increase in numbers of falls and repeat falls. 

Incidents

Six medication incidents

• Wrong quantity  (low harm – CBU 1)

• Wrong dose of insulin (low harm – CBU 1)

• Patient identification error resulting in wrong medication administration (low harm - CBU 1)

• Failure to prescribe regular medication (low harm – CBU 1)

• Missed drug (moderate harm – CBU 1) – currently under review 

• Wrong dose (low harm – CBU 2)

Five Serious Incidents reported in the month 

• 2019/5996 – Hospital acquired VTE (occurred in November 2018)

• 2019/5989 – Hospital acquired VTE (occurred in January 2019)

• 2019/5755 – Treatment delay - 12 hour trolley breach

• 2019/5970 – Environmental incident – sewerage leak

• 2019/6399 – Patient identification error

Pressure Ulcers

There have been a total of 10 category 2 hospital acquired pressure reported this month; this has decreased from 15 last month. Of the 10 there have been 2 which have resulted as lapses in care (there is one RCA still going through the process) again a reduction on last month, 

There have been no category 3 or category 4 hospital acquired pressure ulcers reported this month, this has remained the same November 2018.

There have been 3 hospital acquired deep tissue Injury pressure ulcers however none of these were as a result of lapses in care.

There have been no unstageable pressure ulcers. This is a decrease of 2 from last month.

There have been 2 hospital acquired device related pressure ulcers; both of which resulted in a category 2 pressure ulcer and were found to have lapses in care.

From the RCA’s undertaken a theme continues to be the that the correct assessment is not done on the initial assessment by the registered nurse or reassessed on each ward transfer. This can lead to the incorrect care plan being followed. In order to address this tissue viability 

ward rounds continue to be undertaken on wards identified as needing extra input from the Tissue Viability team. There is a bespoke action plan to support the ED and AMU to address this.
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Domain KPI Target
Target 

(Month)
Set By Current Qtr. Year to Date Forecast Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19

Dementia - Find/Assess 90% (>) National 91.6% 93.1% 93.4% 93.7% 91.4% 91.8% 92.7% 92.5% 93.8% 95.3% 95.0% 94.7% 91.9% 91.3%

Dementia - Investigate 90% (>) National 100% 100% 100.0% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Dementia - Refer 90% (>) National 100% 100% 100.0% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Falls 785 (<) 65 BHNFT 208 883 1060 73 94 72 72 98 58 53 83 72 70 66 72

Repeat Falls n/a BHNFT 44 191 - 18 24 16 13 29 12 8 13 14 14 11 19

Falls resulting in moderate harm or above 20 (<) 1 BHNFT 2 19 23 0 1 1 4 4 1 3 1 2 1 1 0

Hand washing (Data Collection Suspended until Feb 19) 95% (>) National  99% 98.9% 100% 100% 99% 99% 100% 99% 99% 95%

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

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

Pressure Ulcers Category 2,3,4 DTI, Unstageable device relate (Lapses in care) 0 0 BHNFT 43 68 3 3 19 19 9 15

Hospital Acquired Clostridium Difficile 12 (<) 1 NHSE 4 15 - 0 1 0 0 2 2 3 1 2 0 2 2

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

Q - Never Events - Reported in Month 0 0 NHSE 0 2 - 0 1 0 0 0 0 1 0 0 0 0 0

Q - Serious Incidents - NHSE 9 58 - 6 8 6 0 3 4 9 9 4 2 2 5

Q - Total Number of Incidents Resulting in Death 0 0 National 0 5 - 0 0 1 1 0 0 2 0 1 0 0 0

Q - Total Number of Incidents Resulting in Severe Harm 0 0 National 2 14 - 0 1 2 1 2 1 3 1 1 1 1 0

Q - Percentage of Incidents Causing Harm 28% (<) BHNFT 23.7% 9.9% - 11.9% 11.4% 11.3% 10.5% 12.1% 10.0% 9.4% 10.6% 8.4% 8.4% 7.5% 7.8%

Q - Total incidents reported (All) 7400 (>) 617 BHNFT 2563 8665 10398 625 675 611 677 659 646 714 710 785 920 799 844

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

<82.5% (> )
BHNFT 74% 87% 88% 87% 88% 86% 84% 84% 97% 95% 91% 66% 79% 61% 84%

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

<82.5% (> )
BHNFT 98% 97.6% 97.5% 98% 98% 98% 98% 97% 96% 98% 97% 97% 97% 99% 98%

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

<82.5% (> )
BHNFT 95.3% 95.1% 95.2% 94% 95% 96% 96% 96% 98% 94% 94% 93% 96% 94% 96%

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

<82.5% (> )
BHNFT 100.0% 98% 97.9% 97% 98% 96% 96% 99% 97% 99% 99% 100% 100% 100% 100%

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

<82.5% (> )
BHNFT 71.1% 71.1%

Q - Complaints closed within target % G >90%, A >=70%-90%, R <70% (>) BHNFT 100.0% 93.8% 91.1% 90.0% 68.4% 80.0% 84.8% 100.0% 100.0% 97.1% 96.9% 100.0% 100.0% 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% 97.9% 98.2% 97.9% 97.2% 98.5% 97.6% 98.6% 97.6% 97.2% 98.6% 98.1% 98.0% 97.8%

Recorded Medication Incidents - - National 170 650 - 37 53 38 52 59 56 77 50 58 58 44 68

Recorded Medication Errors - Causing harm - - National 19 40 - 1 4 1 0 3 4 2 2 4 7 6 6

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

Q - HSMR (Rolling 12 months) Latest Data is January 2019  Post ReBase - - - 108.5 108.9 109.8 110.1 109.4 109.8 106.6 104.9 103.3 102.1

Crude Mortality (Number of Deaths) - - - 106 85 82 88 74 80 78 80 102 114 96 92

SHMI (Rolling 12 months) Latest Data is September 18 - - - 102.0 103.0

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 Forecast Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19

People will be proud to work for us

Staff Turnover (Rolling 12 months) G <=10%, A >10%-11%, R >11% (<) BHNFT 7.7% 7.6% 8.5% 9.5% 9.2% 9.3% 9.2% 9.3% 9.2% 9.1% 9.2% 8.8% 7.8% 7.8% 7.6%

Staff Appraisal Rate G >90%, A >=70%-90%, R <70% (>) BHNFT 90.3% 98.0% 90% 11.7% 43.5% 91.9% 92.3% 92.2% 92.2% 92.2% 91.9% 91.2% 90.7% 90.2% 89.9%

Mandatory Training G >90%, A >=85%-90%, R <85% (>) BHNFT 89.1% 87.9% 90% 88.4% 88.2% 88.0% 88.0% 86.7% 86.0% 86.0% 87.9% 88.4% 88.0% 89.0% 90.3%

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

(<)
BHNFT 4.84% 4.29% 4.32% 4.29% 4.14% 4.16% 4.17% 4.03% 4.14% 4.17% 4.45% 4.27% 5.03% 4.85% 4.63%

Performance matters - Key Performance Indicators

RTT Incomplete Pathways (January 2019) 92% (>) National 95.7% 94.7% 94.2% 93.2% 93.4% 93.6% 94.3% 94.7% 95.1% 95.9% 95.3% 95.1% 95.7% 95.6%

Q - Cancer 2 Week Waits 93% (>) National 96.0% 95.4% 95.4% 94.1% 95.3% 95.1% 96.7% 96.8% 94.9% 93.5% 95.2% 96.2% 96.4% 95.6%

Q - Symptomatic Breast 2 Week Waits 93% (>) National 94.9% 93.6% 93.4% 93.7% 92.7% 91.7% 96.5% 91.3% 92.0% 94.7% 92.2% 93.6% 94.4% 95.3%

Q - 31 Day - 1st Definitive Treatment 96% (>) National 96% 99% 99.2% 100% 100% 98% 100% 100% 100% 100% 97% 99% 99% 94%

Q - 31 Day - Subsequent Treatment (Surgery) 94% (>) National 94% 99% 99.2% 100% 100% 100% 100% 100% 100% 100% 100% 100% 91% 100%

Q - 31 Day - Subsequent Treatment (Chemotherapy) 98% (>) National 100% 100% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Q - 38 Day - Inter-Provider Transfer 85% (>) BHNFT 59.5% 74.2% 75.6% 63.2% 64.3% 70.6% 80.6% 90.0% 93.1% 61.5% 62.1% 92.3% 66.7% 50.0%

Q - 62 Day - GP Referral to Treatment 85% (>) National 89.7% 88.9% 88.7% 92.7% 87.3% 90.6% 83.7% 91.8% 87.7% 91.4% 85.7% 87.0% 85.4% 94.0%

Q - 62 Day - Screening Referral to Treatment 90% (>) National 91.4% 87.6% 86.9% 85.7% 83.3% 88.5% 93.8% 100.0% 71.4% 73.3% 92.0% 78.6% 89.5% 93.8%

Q - 62 Day - Consultant Upgrade to Treatment 85% (>) BHNFT 95.1% 90.1% 86.3% 33% 81% 100% 83% 100% 100% 81% 86% 100% 91% 100%

Emergency % Patients Waiting <4 Hours 95% (>) National 93.3% 94.6% 94.5% 90.3% 93.0% 95.4% 92.1% 97.2% 98.6% 95.4% 97.4% 96.7% 91.1% 92.9% 96.0%

Average Length of Stay - Elective (Spell) G <=3.45, A >3.45-3.91, R >3.91 (<) BHNFT 2.64 2.81 - 3.27 3.26 3.08 2.66 2.38 2.44 2.94 2.60 3.14 2.88 2.32 2.72

Average Length of Stay - Non-Elective (Spell) G <=3.45, A >3.45-3.91, R >3.91 (<) BHNFT 3.41 3.38 - 3.85 3.40 3.65 3.16 3.26 3.40 3.26 3.19 3.12 3.48 3.37 3.38

Re-admissions % (Validated) - BHNFT - 7.6% 8.1% 7.1% 7.2% 7.8% 7.1% 6.8% 6.2% 7.7% 7.5% 8.4% 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% - 0.6% 0.4% 0.6% 0.82% 0.76% 0.6% 0.3% 0.4% 0.3% 0.8% 0.2% 1.1%

DNA Outpatient DNA Rates G <=8%, A >8%-10%, R >10% (<) BHNFT 6.3% 6.9% 7.1% 6.8% 7.1% 7.6% 7.2% 7.3% 7.0% 6.9% 7.0% 7.3% 6.4% 6.0% 6.5%

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)

Ward 17 96% 94% 104% 73% 3.1 2.3 5.5
Registered Nurses

Ward 18 81.1% 89.1% 98% 132.2% 3.9 2.5 6.4
Registered Midwives

Ward 19 

Elderly
82.9% 84.0% 109.3% 113.9% 2.8 4.5 7.3

Unregistered health care/midwifery care assistants

Ward 20 

ASU
79.3% 89% 112% 107.4% 2.5 4.3 6.8

Unregistered nursing/midwifery auxiliaries.

Ward 23 

Frailty Unit
88.8% 85% 108.2% 132.3% 2.6 2.8 5.4

Ward 24 79.1% 85.3% 106.9% 117.9% 2.9 2.9 5.9

Ward 21 87.3% 126.8% 101.7% 136.1% 3.4 4.9 8.3
Ward 22 

Diabetes/E

ndo

88.2% 107.1% 100.0% 131.3% 4.7 4.1 8.8

Ward 29 

SSU
100.0% 100.0% 99.4% 100.0% 2.3 1.6 3.9

Ward 30 

General 

Medical 

100.0% 100.0% 124.5% 100.0% 2.4 1.6 4.0

AMU 81.4% 88.0% 100.9% 130.4% 5.2 3.9 9.1

CCU 84.0% 88.3% 99.9% - 12.1 1.8 13.9

Ward 31 

SA
100.9% 97.9% 101.6% 96.9% 3.8 3.3 7.0

Ward 32 87.2% 113.4% 101.5% 106.5% 3.4 3.4 6.8

Ward 33 79.3% 93.4% 104.6% 135% 2.8 4.1 6.9

Ward 34 77.1% 82% 115% 116.0% 7.0 4.0 11.0

ITU 94% 108% 99% - 29.4 2.7 32.1

SHDU 107% 80% 100% - 14.1 3.4 17.5

AN/PN 99% 94% 98% 100.0% 5.5 2.2 7.6

Birthing 

Centre 
100% 104% 99% 100.3% 31.1 4.4 35.5

Gynae 

Inpatient 

Ward

100% 100% 100% 102.9% 3.3 3.3 6.7

Ward 15 

NNU
99% 100% 99% 100.0% 9.3 1.7 11.0

Ward 37 115% 98% 122% 88.0% 6.5 1.6 8.1

301 - GASTROENTEROLOGY

307 - DIABETIC MEDICINE

300 - GENERAL MEDICINE

320 - CARDIOLOGY

Ave fill rate 

Care staff 

(%)

300 - GENERAL MEDICINE

320 - CARDIOLOGY

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:

303 - CLINICAL HAEMATOLOGY

Care Staff

Registered 

Nurses/Midw

ives

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

rs
in

g 
St

af
fi

n
g 

Fi
ll 

R
at

e

430 - GERIATRIC MEDICINE

100 - GENERAL SURGERY

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 is are 4 wards this month whereby the staffing levels fell below 80% 

for registered nurses on day shifts these were wards; 20, 22, 33 and 34. AMU 

and ward 18 have previously been below 80% for a number of months but 

increased their  fill rates this month. There were no wards with a fill rate of 

less than 80% for the night duty. 

340 - RESPIRATORY MEDICINE

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 (%)

430 - GERIATRIC MEDICINE

501 - OBSTETRICS

502 - GYNAECOLOGY

422 - NEONATOLOGY

192 - CRITICAL CARE MEDICINE

192 - CRITICAL CARE MEDICINE

501 - OBSTETRICS

110 - TRAUMA & ORTHOPAEDICS

300 - GENERAL MEDICINE

 


300 - GENERAL MEDICINE

110 - TRAUMA & ORTHOPAEDICS

100 - GENERAL SURGERY
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Sickness has decreased this month by 0.22%  to 4.63% but is higher than in the same month in 2018 when it 
was at 3.52%. Long term sickness remains higher than short term at 2.68%. Delivery of the sickness absence 
reduction action plan continues to be monitored monthly at People & Engagement Group.  
 
 Staff Turnover is within the expected range at 7.63%.  
 
Mandatory Training is at 90.3% and above the 90% compliance target for the first time ever.   
 
Staff Appraisal Rate is at 89.9%. This year’s appraisal window has opened on 1 April until 30 June and so the 
compliance rate on 1 April will be adjusted to zero to start to capture this year’s appraisal compliance data.    
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People - Trend Analysis 
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Performance Matters (KPIs)
Operational Efficiency

The Trust failed to deliver the Emergency access standard in the month of January at 91.1%. Activity is now 14% above plan for emergency department attendances and 6% above plan for non-elective admissions. Year to date, delivery is at 94.7% with a organisational effort focusing on the delivery of the 95% standard at year end

Comments:

B
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m
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March saw an increase in cancelled operations as a result of the KL block flooding issues which affected day surgery, critical care and theatres.

D
N

A
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e
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n
s

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 Tests over 6 Weeks 

Target Actual % 1718/1819
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Performance Matters (KPIs)
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Emergency Access and Patient Flow (1)

C
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4 hour access has returned to compliance with the delivery of 96.04% in March. A Trustwide effort has resulted in a significantly improved 2018/19 position relative to 2017/18 with more 

consistent access to required capacity and continual improvement of processes to deliver effective flow. This delivery has resulted in the award of PSF funding for Q4 which allows for the 

maintenance of investments made in early 2018 to deliver additional capacity when needed.

• 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

• The stranded patient review process is being trialled on ward 30 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. Comprehensive paper will be presented to ET in May 2019 

• A system wide approach to LLS is being devised with partners and we are taking part in the stranded patient work stream via NHSi.

• The Trust continues to have an active role in the SAFER Red2Green collaborative via NHSi
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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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40.0%

50.0%

60.0%

70.0% 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

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

ED Delivery Dashboard V4
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - 18 Week Referral to Treatment

As stated 

RTT 18 Week Performance - February 2019
Validated Position

Comments
Specialty <18 >18 Total %

General Surgery 1579 104 1683 93.82%

Urology 720 47 767 93.87%

Trauma & Orthopaedics 1025 129 1154 88.82%

Ear, Nose & Throat (ENT) 973 41 1014 95.96%

Ophthalmology 1387 50 1437 96.52%

Oral Surgery 1132 74 1206 93.86%

General Medicine 182 0 182 100.00%

Gastroenterology 861 0 861 100.00%

Cardiology 432 1 433 99.77%

Dermatology 937 66 1003 93.42%

Thoracic Medicine 297 0 297 100.00%

Rheumatology 259 4 263 98.48%

Geriatric Medicine 116 0 116 100.00%

Gynaecology 918 6 924 99.35%

Other 682 8 690 98.84%

Total 11500 530 12030 95.59%
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Incompletes - Target 92%
Strong overall performance was maintained in March with regard to the referral to treatment 

(RTT) waiting time performance with the 92% target for eighteen week waits comfortably 

achieved. Some specialties are experiencing pressures as a result of capacity constraints and 

demand growth.

Orthopaedics performance improved in February but remains below the 92% target. This is 

attributable principally to the seven week cessation of inpatient elective operating from mid-

December, to support the trust’s successful winter plan, which resulted in a considerable backlog 

of patients awaiting inpatient surgery. Further improvement is expected in April with a compliant 

position expected to be regained by May. The 2019/20 orthopaedics production plan takes into 

account the recent experience of the impact of a prolonged cessation of inpatient elective 

surgery.

90% 
91.4% 92.3% 92.2% 92.1% 92.1% 92.1% 92% 92% 92.1% 92.4% 92.2% 93.2% 93.4% 93.6% 94.3% 94.7% 95.1% 95.9% 95.3% 95.1% 95.7% 95.6% 

80%
82%
84%
86%
88%
90%
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94%
96%
98%
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Incomplete Pathways 

Actual Target
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Performance Matters (KPIs)

Patients Partnerships People Performance  

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
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62 Day - Urgent GP Referral to Treatment 

Actual Target
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62 Day - Screening Programme 

Actual Target
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62 Day - Consultant Upgrades 

Actual Target
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Comments
62 day GP referral to treatment:

The validated February performance against the 62 day cancer pathway standard for the Trust was compliant at 94.0%.  With only 1 Haematology and 2 ‘shared’ Head and Neck breach’s.  

Haematology breach was a Head a Neck 2WW referral, where patient had multiple diagnostic examinations and procedures that resulted in inefficient journey steps for the patient.

Head and Neck’s 1st breach was related to outpatient capacity - 1st seen on day 14 and PLO to PET adding 27 days to patient journey.  The 2nd breach was due to patient choice, patient first seen on day 51

38 Day Inter-Provider Transfers:

February 2019 observed a fall in performance against the 38 day indicator to 50% with 8 of 16 transfers happening beyond 38 days. This remains a focus of frontline and supporting teams in delivering national timed pathway implemetation in key

tumour sites to enable straight to test patient pathways to be embedded. The breaches against this standard have fallen across a number of specialties. It is anticipated that a 3 month period of transformation work is required to deliver sustainable

change across affected tumour site pathways to ensure consistent delivery

Breast Symptomatic:

Validated position for February 2019 was compliant at 95.3%

2 Week Waits:

In February, almost all specialities achieved the two week wait standard, with the exception of Gynaecology, who achieved 92.4% against a target of 93%, reasons for delay where due to patient choice and clinic capacity.  

31 day treatment:

Compliant at  97.9 %

62 Day Screening:

The validated February performance against the 62 day cancer pathway standard for the Trust was compliant at 93.8%.  With only 1 Lower GI Shared Breach with Sheffield. This was due to Outpatient capacity for Treatment diagnosis at Sheffield

62 Day Consultant Upgrade:

Compliance was achieved at 100.0%
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Performance Matters
Activity

The Trust failed to deliver the Emergency access standard in the month of January at 91.1%. Activity is now 14% above plan for emergency department attendances and 6% above plan for non-elective admissions. Year to date, delivery is at 94.7% with a organisational effort focusing on the delivery of the 95% standard at year end18/19 18/19

Actual Plan Actual Variance %

Elective Daycases 27,591 27,810 27,726 -84 0%

Elective Inpatients 3,747 3,937 3,302 -635 -16%

Elective Total 31,338 31,747 31,028 -719 -2%

Non Elective Total 37,032 37,941 40,687 2746 7%

Maternity Pathway Total 6,460 6,568 6,345 -223 -3%

A&E Total 85,587 84,515 96,864 12349 15%

Outpatients Total 327,358 320,739 338,615 17876 6%

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

2018/19 Activity Actual

2017/18 Outturn

2018/19 Activity Plan 2018/19 Activity Plan

2018/19 Activity Actual 2018/19 Activity Actual

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

2018/19 Activity Plan 2018/19 Activity Plan

2018/19 Activity Actual 2018/19 Activity Actual

2017/18 Outturn 2017/18 Outturn

Comments:

2018/19 Activity Plan

2018/19 Activity Actual
2017/18 Outturn
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Main area of under performance is in Electives. The main area of over performance is A&E.

 

Day case under performance is T&O -707, Paediatric Oral Surgery -137, Respiratory Medicine -268, 

Cardiology -220 and Colorectal Surgery -118. Specialities over performing are General Surgery +495, 

Gynaecology +190, Gastroenterology +237, Clinical Haematology +184 and Ophthalmology +148.

 

Elective under performance: T&O -417, Colorectal -138, Cardiology -102 and Gynaecology -191. 

Specialties over performing are: General Surgery +78, ENT +97 and Gastroenterology +66.

 

Outpatients: New attendances are under performing by -1,060 and follow ups are over performing by 

+18,780
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SUMMARY

Item RAG

1

2

3

4

5

Comments

Outpatient missing and incomplete coding. Average outpatient tariff / patient record Average tariff:£93.80

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.

Comments

% of clinics configured in Lorenzo identified as requiring modification, as part 

of capacity planning process 

Number of patients on Active Monitoring 

Referral APP Ratio 

Failing some specialties on month end position

A review of clinic configuration ( new and exsisting) will take place 

as part of Data Quality Group and Business Planning task and finish 

groups to improve configuration accuracy, and to aid in the 

configuration of clinics on Medway EPR (as part of funtional design 

groups) by informing a new standard operating procedure for 

requesting and configuring clinics.

Report created for the Data Quality Team to monitor patients that 

have been on active montoring for longer than 11 months. 

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

amber as will always be an on-going task. 

The Trust is achieving 95.59% in RTT Performance 

17.80%

881

Current position is 122.67%

Action Metric Metric Current Position

Clinic Cleanse

Referral Management - Patients on Active 

Monitoring > 11 Months

Referral Management - Management of 

multiple pathways from the same referral.

Referral to Treatment Validation. 1 Specialties are failing out of 15.

The Trust now has a well-established Data Quality Group that aims to ensure the Trust’s core electronic patient record system is up-to-date and accurate. This group comprises operational and ICT staff and reports directly into senior operational 

groups on progress and ensures delivery of action plans associated with emergent and pre-existing data quality issues

Patients Partnerships People Performance  
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Performance - "At a glance"

Month 

Plan

Month 

Actual

Variance 

%
Variance Plan YTD Actual YTD

Variance 

%
Variance

Month 

Plan

Month 

Actual
Variance % Variance

Plan 

YTD

Actual 

YTD

Variance 

%
Variance

ACTIVITY LEVELS (PROVISIONAL) £'000 £'000 £'000 £'000 £'000 £'000

Elective inpatients 327 306 -6.42% -21 3,937 3,302 -16.13% -635 EBITDA -78 806 1133.08% 884 -2,290 -1,402 38.78% 888

Day Cases 2,309 2,346 1.60% 37 27,810 27,726 -0.30% -84 Depreciation -425 -2904 -583.29% -2,479 -5001 -7413 -48.23% -2,412

Non-elective inpatients 3,353 3,685 9.90% 332 37,984 40,734 7.24% 2,750 Restructuring & Other -20 3 115.00% 23 -250 -206 17.76% 44

Outpatients 26,402 28,167 6.69% 1,765 318,038 335,733 5.56% 17,695 Financing Costs -107 227 312.15% 334 -1278 -887 30.59% 391

A&E 7,436 8,348 12.26% 912 84,515 96,864 14.61% 12,349 SURPLUS/(DEFICIT) -630 -1,868 -196.54% -1,238 -8,819 -9,908 -12.34% -1,089

'Clinical' Activity

Other (excludes direct access tests) 7,907 8,661 9.54% 754 95,991 102,694 6.98% 6,703 SOFP £'000 £'000 £'000 £'000 £'000 £'000

Total activity 47,734 51,513 7.92% 3,779 568,275 607,053 6.82% 38,778 Capital Spend -933 -2,890 209.90% -1,958 -7,776 -7,579 -2.54% 197

Inventory 3,398 3,568 -5.00% -170

CIP £'000 £'000 £'000 £'000 £'000 £'000 Receivables & Prepayments 18,288 13,474 26.32% 4,814

Income 167 645 286.23% 478 1,500 4,603 206.87% 3,103 Payables -18,341 -17,780 -3.06% -561

Pay 473 184 -61.10% -289 3,850 2,674 -30.55% -1,176 Accruals -7,692 -7,925 3.03% 233

Non-Pay 322 164 -49.07% -158 3,150 2,718 -13.71% -432 Deferred Income -915 -1,550 69.40% 635

Total CIP 962 993 3.22% 31 8,500 9,995 17.59% 1,495

Cash & Loan Funding £'000 £'000 £'000

INCOME £'000 £'000 £'000 £'000 £'000 £'000 Cash 1,200 9,089 657.42% 7,889

Clinical (Activity) 15,349 11,796 -23.15% -3,553 132,271 137,647 4.06% 5,376 Loan Funding -68,064 -70,426 -3.47% -2,362

Other Clinical 123 4,083 3219.51% 3,960 48,950 50,205 2.56% 1,255

CQUINS 340 354 4.12% 14 3,979 4,123 3.62% 144 KPIs

Risks & Penalties -27 -27 -583 -583 EBITDA % -0.43% 3.89% -1008.73% 4.32% -1.08% -0.63% 41.55% 0.45%

Non Recurrent Income 0 0 #DIV/0! 0 0 0 #DIV/0! 0 Deficit % -3.46% -9.02% -160.85% -5.56% -4.17% -4.47% -7.26% -0.30%

PSF Funding 965 1,933 100.31% 968 8,269 9,189 11.13% 920 Receivable Days 31.1 22.9 26.32% 8.2

Other 1,444 2,575 78.35% 1,131 18,126 21,039 16.07% 2,913 Payable (excluding accruals) Days 76.6 74.2 -3.06% -2.3

Total income 18,221 20,714 13.68% 2,493 211,595 221,620 4.74% 10,025 Payable (including accruals) Days 108.7 107.3 -1.26% -1

Use of Resource metric 3 3 0.00% 0

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

Pay -12,424 -13,708 -10.33% -1,284 -143,385 -154,517 -7.76% -11,132

Drugs -1,319 -1,237 6.22% 82 -15,828 -15,831 -0.02% -3

Non-Pay -4,556 -4,964 -8.95% -408 -54,672 -52,674 3.65% 1,998 Consolidated

Total Costs -18,299 -19,909 -8.80% -1,610 -213,885 -223,022 -4.27% -9,137 excl charity

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

Payables are Trade & Other only

Performance - Financial Overview Performance - Financial Overview

Patients Partnerships People Performance  
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Performance Matters - Finance

March 19 Summary

Summary Performance:

Patients Partnerships People Performance 

Commentary 
Key to RAG Rating 
 
The RAG rating applied to Variance % is based on the following criteria: 
• Green equating to 0% or greater 
• Amber behind plan by up to 5% 
• Red greater than 5% behind plan 

 
The key points derived from this table are as follows: 
 
• Total activity is favourable to plan year to date excluding Direct Access. Elective activity including day cases is below plan however non elective and outpatient activity are above plan.  A&E is 

significantly above plan .  Direct Access tests were excluded from the other activity because large variances in these figures skew the overall activity variance. 
 

• CIP achievement is favourable to plan by £1.495m 
 

• Clinical activity based income ytd is £6.192m favourable to plan.  The main variances are non elective income £4.837m favourable, A&E £1.024m favourable and Outpatients £1.061 
favourable.   
 

• Operating costs are £9.137m adverse to plan in total.  Pay is £11.132m adverse. 
 

• Non-pay costs total are £1.995m favourable to plan. 
 

• EBITDA is £0.888m above plan. 
 

• Depreciation and finance costs are broadly to plan,  prior to a £2.487m Buildings Impairment.  
 

• Whilst the overall financial position is £1.089m adverse to plan, the position, excluding the exceptional impairment of £2.487m, is £1.398m favourable to plan . 
 

• Capital expenditure is £0.197m less than plan. 
 

• Inventory is £0.170m below plan. 
 

• Total receivables incl. prepayments are £4.814m lower than plan. 
 

• Total payables incl. accruals are £0.561m lower than plan.  
 

• Deferred income is £0.635m above plan. 
 

• Cash is £7.889m favourable to plan.   
 

• Debtor days are 22.9 year to date, which is  8.2 days favourable to plan. 
 

• Payable days are 74.2 year to date which is  2.3 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 March 19
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Income analysis - this graph analyses the split of income on a monthly basis and 

demonstrates the variability of clinical income.

Pay as a % of clinical income is below plan at March 19

Patients Partnerships People Performance  

Page 23 of 24



Performance Matters (Financial Overview)

Patients Partnerships People Performance  

Comments:

CIP is £1,495k ahead of plan at Month 12.
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Agency monthly spend - Total agency spend YTD is £7.3m.  Agency expenditure is reviewed 

in depth. 

Deficit  trend analysis - this graph highlights the gap between plan and actual at Month 12. 

The Trust deficit is £1,087k behind of plan.
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REPORT TO THE  
BOARD OF DIRECTORS 

REF: BOD 19/05/15 

 

SUBJECT:   2018-19 TRUST OBJECTIVES Q4 REPORT 

DATE:          April 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 

 
2018/19 Trust Objectives 
The Trust’s objectives were developed and agreed in April 2018. This paper presents the 
progress for Quarter 4 of 2018/19 and an overall summary for the year.  
 
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.   
 
2019/20 Trust Objectives 
The 2019/20 Trust Objectives were approved at March 2019 Trust Board and formally launched 
in April 2019.  These will be reported and monitored throughout the year and are now being 
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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Subject: 2018-19 TRUST OBJECTIVES Q4 REPORT Ref: BOD 19/05/15 

 

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 4 of 2018/19. 
  

3. OVERALL SUMMARY OF 2018/19 PROGRESS 
 

3.1 Overall the Trust has made good progress in 18/19 against the objectives outlined 
under the strategic aims and an overall summary for the year is outlined below.  
 
3.1.1 Patients:  Will experience outstanding care 
 

The Trust opened the new Neonatal Unit ahead of schedule and is fully operational. 
 
The Trust published the 2018-21 Clinical Strategy and the associated objectives are 
now being progressed with regular progress updates reported to Quality and 
Governance Committee. 
 
Lots of work has progressed to support the delivery of the Urgent & Emergency Care 
plan including the introduction of a flexible bed base model, virtual advice for patients 
in care homes, a short stay model, development of electronic white boards and 
establishment of a new site team.  This has seen an overall improvement to the 95% 
ED target with a YTD end figure of 94.65% in Q4 2018/19 compared to a YTD end 
figure 90.48% reported at Q4 2017/18. 
 
All quality priorities have been achieved with the exception of maintaining a Hospital 
Standardised Mortality Ratio (HSMR) of below 100 which is currently close to target 
but still above at 103, ensuring 95% patients’ eligible to receive VTE risk assessment 
to receive prevention information as part of the admission process, eliminating 
avoidable hospital acquired infections was 3 above the target of 12 and increase 
response rates for FFT; ED (>10%). 
 
The Medway Electronic Patient Record (EPR) project has now commenced with a 
launch event booked for the 29th April 2019. 
 
3.1.2 People:  Will be proud to work for us 

 

A 2018-21 People Strategy was launched and progress is now reported quarterly to 
the Finance and Performance Committee.  Schwartz Rounds have been introduced to 
encourage staff to talk openly in a secure environment about how they feel about their 
roles out on the frontline.  These are well attended and feedback from all rounds is 
incredibly encouraging. 
 
The Trust was successful in retaining the Safe, Effective, Quality Occupational Health 
Service (SEQOHS) accreditation.  The Flu vaccine campaign was a success achieving 
the target of 75% for clinical staff.   
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The recent NHS staff survey demonstrated a positive improvement on the previous 
year.  Pulse Survey checks have been introduced in order to support more regular 
feedback from staff and inform improvements which is reported to the People and 
Engagement Group. 
 
The Trust’s Investors in People accreditations has been retained. Mandatory and 
Statutory Training (MAST) completion was 90.3% and achieved against the target of 
90%.  A new eForm to support an electronic appraisal record has now launched in 
time for the latest round of appraisals. 
 
3.1.3 Partners:  We will work with our partners to deliver better, more integrated 

care 
 

Integrated services continue to be delivered successfully seeing successful 
implementation of the Integrated Diabetes service and the associated KPIs are on 
track to achieve. 
 
Work undertaken with partners on the 3 agreed priorities of Cardiovascular Disease 
(CVD), Frailty and Neighbourhoods has progressed well and report to the Integrated 
Care Partnership Group. BHNFT and BMBC jointly appointed a Public health 
consultant who started in August.  A Frailty Unit is now up and running. Of the 628 
patients seen to date (w/c 25th Mar 19), 80% were discharged the same day in line 
with the service KPI.  The CVD programme of work has progressed, with BHNFT 
leading the co-development of an action plan for the health system, on-going work to 
better support primary care and develop integrated health pathways. 
 
The Trust has been selected to be the host for the Urgent and Emergency Care (UEC) 
network.  Work is on-going, in conjunction with the ICS team, to establish the 
governance framework and work programme for each of the hosts and recruit into the 
Clinical and Managerial roles required to deliver its function. 
 
Work has progressed with partners and a decision regarding the Digital Roadmap 
Business Case is planned for June at all Barnsley place organisations to agree a way 
forward.  The new Estates Strategy draft has been completed however requires an 
update in 2019/20 to incorporate changes/prioritisation of strategy capital schemes. 
 
The upgrade/replacement of equipment has been agreed in Pathology following 
agreement to extend the current contract to 2022.  This will allow the Trust to take part 
in the wider ICS procurement. 
 
3.1.4 Performance:  We will achieve our goals sustainably 
 

The Trust has achieved a year end deficit position of £4.464m, which is £4.355m 
favourable to the original plan. CIP savings for 18/19 were £9.994m, £1.495m ahead 
of target with overachievement against this seen from Month 11 onwards. This is the 
5th year the Trust has achieved the CIP target. 
 
Engagement with the national GIRFT programme continues with new processes 
developed internally to report progress against action plans through the Clinical 
Effectiveness Group.  An annual report on progress is in development. 
 
Market share for Elective services is currently 82.3% (as at December 2018) this is 
above the target of 75% and is an improvement on the 81.5% reported for January 
2018. 
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All CBU structures have been updated and the Integrated Performance Report is now 
embedded and reported through Trust governance committees.  CBU development 
workshops have run throughout the year. 

4. RECOMMENDATIONS 
        

4.1 That the Board reviews and approves progress on the objectives agreed at the 
beginning of the year. 
 

4.2 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. 

5. CONCLUSION 
 

5.1 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.  

 
5.2 The 2019/20 Trust Objectives were approved at March 2019 Trust Board and formally 

launched in April 2019.  These will be reported and monitored throughout the year and 
are now being 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 Q4 Report 
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Barnsley Hospital NHS Foundation Trust 

 BHNFT 2018-19 Vision, Aims & Objectives Report 

RAG Key 
 On Track 
 Issues but Mitigation in Place 
 Significant Issues/Delays 
 Complete 

Vision: To provide outstanding, integrated care 

Strategic Aims Patients:     Will experience outstanding care Partners:           We will work partners to deliver better, more integrated care 
People:       Will be proud to work for us   Performance:   We will achieve our goals sustainably 

Aim 1       Patients:  Will experience outstanding care 
Lead Director Objectives Actions/KPIs/Milestones Completion 

Date RAG Status Quarter 4 Progress Update 

Heather Mcnair 
Simon Enright 
 
 

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 

• Achieve the 2018/19 targets 
aligned to each of the quality 
priorities 

• Deliver the Trust's agreed quality 
improvement targets 

• Monthly reporting on key 
performance indicators through 
the IPR to Q&G 

• Quarterly reporting on progress 
via appropriate governance 
committees 

• FFT Response Rate of >30% for 
inpatients and >10% for ED 

• Maintain FFT positivity rate of 
87.5% across all areas 

• Bi-monthly reporting on progress 
of FFT via PEG and monthly 
reporting on   achievement to 
Q&G via IPR 

Mar 2019 
 
 
Mar 2019 
 
Mar 2019 
 
 
Mar 2019 
 
 
Mar 2019 
 
Mar 2019 
 
Mar 2019 

Amber 

As at end March 2019 all quality priorities have 
been achieved with the exception of four; 

To maintain a Hospital Standardised Mortality 
Ratio (HSMR) of below 100: Maintaining a focus 
on the reduction of our HSMR has resulted in our 
HSMR being close to our target of 100. It is 
currently 103. To maintain improvement we will 
continue with our learning and governance 
processes through the learning from the Mortality 
Group. The group meets to review appropriate 
actions that may need to be taken, including 
reviewing mortality statistics. 

To ensure 95% patients’ eligible to receive VTE 
risk assessment to receive prevention 
information as part of the admission process: To 
support patients in making informed decisions 
about their care and treatment, we aspired to 
show that all our patients receive VTE prevention 
information. We recognise that although we have 
made improvements through the development of 
our VTE information leaflet, we still have work to 
do to ensure that it reaches all of our patients. We 
have developed systems to ensure that any 
emergency admissions receive information as they 
come through our ED department and elective 
admissions through our pre-operative assessment 
processes. 

Eliminating avoidable hospital acquired 
infections: 15 cases of C.difficile against a 
nationally set target of 12 

Increase response rates for FFT; ED (>10%): 
Unable to achieve the increase response rate of 
10% or more within the emergency department 
which in turn has had an impact on us achieving 
the 87.5% target for recommendation rates. The 
Trust has already commenced considerations of 
alternative approaches for the implementation of 
NHS FFT in the ED in 2019-20. 
 

Simon Enright 
Heather Mcnair 
 
 

Delivery of the Clinical Strategy in 2018/19 • Approval of the Clinical Strategy 
• Launch of the Clinical Strategy 
• Quarterly progress updates 

Apr 2018 
Apr 2018 
Mar 2019 
 

Green 

We continue to monitor against the broad 
objectives identified in the Clinical Strategy, which 
were: 
•         Outpatients 
•         Inpatients 
•         Frailty Services 
•         Community Care 
•         Safer Care 
•         Flow / Bed Management 
•         Theatres & Critical Care 
•         GIRFT 
•         Partnerships with Other Trusts 

  
Latest update is due to go to Quality & 
Governance Committee in May 2019. We are 
progressing against a number of key actions in 
each of the above strands and have shown 
improvements in a number of areas. 
 

Heather Mcnair 
Bob Kirton 
 
 

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

• 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 

Oct 2018 
 
 
Oct 2018 
 
Oct 2018 
 
Oct 2018 
 

Amber 

Elements of this objective have been delayed and 
will continue into 2019/20. 

A flexible bed base model to meet seasonal 
variation in demand and a short stay model on 
ward 29 are now fully staffed and embedded in 
practice. 
Following the successful recruitment of a 



support patient flow 
• Development of new models for 

discharge team planning and the 
management of stranded and 
long stay patients 
 
 
 

• Development of a new GP 
referral/admission model 
 
 
 
 

• Standardisation of ward round 
practices  

 
• Implementation of a new IT 

solution for live bed status 
reports 

 
 
 
 
 
Oct 2018 
 
 
 
 
 
Oct 2018 
 
 
Oct 2018 

Discharge and Patient flow Matron, approval has 
been given to expand on the site management 
roles and responsibilities. 
 
A virtual advice model for patients in care homes 
who require a GP appointment is now live with 3 
care homes from the Dearne, there is a plan in 
place to roll out to another 23 care homes in 
2019/20. 
 
PMO support is now in place and the Patient Flow 
workstreams have been re-launched to take 
forward the work to standardise ward processes 
and introduce digital solutions such as Pro Ward 
and Care Flow. A full roll out of Pro Ward will be in 
place in Medicine before Winter 2019. 
 
The other workstreams will cover improvements 
in the following areas: 

• Therapy assessments 
• Portering and a transfer team 
• Phlebotomy services 
• Education around discharge planning  
• Review of case managers and the services 

they provide 
 

Simon Enright 
Heather Mcnair 
Lorraine 
Christopher 
 
 
 

Delivery of the new Neonatal Unit 
Development in 2018/19 

• 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 

Oct 2018 
Oct 2018 

Complete 

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

Bob Kirton 

 

Development and delivery of the Trust's 
Cancer Strategy in 2018/19 

• Strategy developed, agreed and 
signed off 

• Strategy delivery commenced 

Mar 2019 

Mar 2019 

Amber 

Work continues with external partners in 
developing a Business Case for external funding 
options in support of developing a Cancer 
Strategy.  This process has now formally entered a 
feasibility study in partnership with external 
support and will support delivery of this objective 
in 2019/20. 
 

Bob Kirton 
Heather Mcnair 
 
 

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 

Mar 2019 
Mar 2019 

Green 

Notification from NHSI received advising the 
Business Case has been approved by the 
Department of Health and Social Care (DHSC). 
Formal notification and Memorandum Of 
Understanding still outstanding but expected April 
2019. 
 

Bob Kirton 
 
 

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 

May 2018 

Amber 

An outline plan on a page was discussed at the 
Executive Team where it was agreed for the 
programme to continue working up the scope and 
identify workstreams. Meetings are to be arranged 
with workstream leads to discuss scope and build 
the project plan. 
 
Project Management resource has been identified 
within PMO, but difficulties were experienced 
recruiting to the Analyst/Developer position 
therefore an external contractor was appointed.  
Options are being investigated in order to ensure 
support is made available to the Programme as 
soon as possible. 
 
Going into 2019/20 the project will be renamed to 
'Ready, Together: Outpatients’. 
 

Tom Davidson 
 

Delivery of agreed projects for 2018/19 as 
per the Barnsley Hospital Digital Roadmap 

• Delivery of IT projects to support 
the paperless agenda 

• Continue work towards 
digitisation of paper records and 
processes to support the ICS and 
allowing transfer of information 
to other organisations 

Mar 2019 
 
Mar 2019 
 
 

Green 

The Medway Electronic Patient Record (EPR) 
project has commenced with a launch event 
booked for 29th April 2019.  E-prescribing funding 
bid is awaiting approval outcome from NHSI.  A re-
based and reprioritised programme of ICT projects 
is now in place. 

Bob Kirton 
Simon Enright 
Heather Mcnair 
Lorraine 
Christopher 
Chris Thickett 
 

Secure ICS Capital Prioritisation funds to 
support capital developments across the 
Trust 

Development of robust business 
cases for: 
- Provision of an integrated and co-

located assessment service for 
adult patients aligned to the ED  

- New Critical Care facility to provide 
an adequate number of high 
dependency beds and integrate 
ICU and SHDU facilities 

-  Provide a new build 
Chemotherapy Unit into a Cancer 
Hub 

-  Completion of full Business Case 
for  CAU 

Apr 2018 

Amber 

Notification from NHSI received, indicating that 
DHSC have approved the funding for the Children's 
Assessment Unit and Paediatric ED development. 
Formal notification outstanding. 
 
Options appraisal for possible critical care 
development to be presented to Executive Team 
meeting in April 2019 with a view to exploring 
available options for improving current facilities 
and developing expanded facilities in the future. 
 
Work continues with external partners in 
developing a Business Case for external funding 
for a Cancer Hub including expanded outpatient 
chemotherapy facility. This process has now 
formally entered a feasibility study in partnership 



 

 

with external support. 
 

Aim 2       People:  Will be proud to work for us 

Lead Director Objectives Actions/KPIs/Milestones Completion 
Date RAG Status Quarter 4 Progress Update 

Steven Ned 
 

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 

• Launch the People Strategy 
• Monitor progress on a quarterly 

basis at the Finance & 
Performance Committee  
 

• 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 

Jun 2018 
Mar 2019 
 
 
 
Mar 2019 
 
 
 
 
 
Mar 2019 
 
 
 
 
 
 
 
Nov 2019 
 
 
 
 
 
Mar 2019 
 

Green 

People Strategy launched end of August 2018. 
Second quarterly progress report is being 
prepared to present at F&P Committee in May 
2019. 
 
In support of developing a strategic approach a 
new leadership and values behavioural framework 
will be launched across the Trust in April 2019. 
 
Engagement with partners across Barnsley has 
continued. The Trust is currently looking into 
joining Barnsley Council Carers Forum as part of 
our development of the Carers Charter, launched 
at the All Inclusive conference held in February 
2019.  Also launched at the conference were the 
LGBT+ Rainbow Badge scheme and the AccessAble 
website to improve experience and access for 
patients and visitors with disabilities   
 
The flu vaccine campaign ran Oct - Dec 2018 with 
the target of 75% take up for clinical staff 
achieved.  The SEQOHS re-accreditation visit took 
place on 13 February 2019 and the Trust was 
awarded re-accreditation. 
 
CBU workforce planning data and narrative 
highlights have been embedded within the CBU 
business plan submissions in February 2019.      
  

Steven Ned 
 

Address areas of concern highlighted in the 
staff survey 

• Develop improvement plans for 
identified areas of concern 

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

Mar 2019 
 
Mar 2019 

Green 

In response to the last staff survey results a 
further LGBT+ staff engagement event was held in 
April 2019. 
 
The second Bi monthly Pulse check survey ran in 
March 2019 using staff engagement core 
questions to calculate staff engagement scores. 
The results are to be presented at People & 
Engagement Group.  NHS Staff survey report was 
received in February 2019 and overall the report 
shows a positive improvement on the previous 
year with 8 out of 10 themes better than average 
and 2 out of 10 themes the same as average 
across all NHS Acute Trusts. 
 

Steven Ned 
 
 

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

• Achieve the H&WB CQUIN 
• Enable staff to access training and 

development to achieve 
mandatory and statutory training  

 
 
• Achieve MAST targets 

 
 
 
 
 
 
 

• Support the appraisal process, 
talent management programmes 
and apprenticeship roles 

• Retain our Investors in People 
accreditation 

Mar 2019 
Mar 2019 
 
 
 
 
Mar 2019 
 
 
 
 
 
 
 
Mar 2019 
 
 
Apr 2018 

Green 

The H&WB CQUIN was partly achieved by meeting 
the flu vaccine take up target.  A Health and 
Wellbeing Fair was held on 24 January 2019 which 
has evaluated really well with a further fair 
planned in July 2019.   
 
Mandatory and Statutory Training (MAST) 
completion was 90.3% in March 2019 therefore 
achieving it’s against a target of 90%.  Work 
continues to an automated training compliance 
report to be made available through IRIS to enable 
easier access to up to date information to track 
and monitor on going progress. 
 
A new simplified electronic appraisal record via an 
e-form has been launched.   
 
Investors in People accreditation has been 
retained. 

Aim 3      Partners:  We will work with our partners to deliver better, more integrated care 

Lead Director Objectives Actions/KPIs/Milestones Completion 
Date RAG Status Quarter 4 Progress Update 

Bob Kirton 
 
 

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

• 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 

 
 
 
 
 
 

Mar  2019 
 
 
 
 
Apr 2018 
 
 
 
 
 
 
 
 

Green 

Integrated services continue to be delivered 
successfully.   
 
The Integrated Diabetes service is on track to meet 
set KPIs.  The following aims are outstanding but 
have been handed over as BAU:  

• Joint MDT clinics across primary care – 
this milestone was due to be achieved at 
end of Q4, this has however been delayed 
due to changes to the MDT GPs clinics. 
The individual GP clinic requests have 
changed and they are looking at 
alternative methods of support from the 
Trust in accordance with Advice and 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
• 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 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Mar 2019 
 
 
 
 
Mar 2019 

Guidance.  
• Seamless pathway for patients – this will 

be complete once the MDT GP clinics are 
aligned.  

• Upskilling of primary care staff – this 
forms part of a two year training 
programme that commenced April 2018. 

 
A team building exercise went ahead as planned 
on the 29th March. This received positive 
feedback and a further event has been planned for 
the middle of the year with the hope to increase 
positivity and working relationships.  
 
Work continues with partners across the three 
agreed priorities.  The CVD programme of work 
has progressed, with BHNFT leading the co-
development of an action plan for the health 
system, on-going work to better support primary 
care and develop integrated health pathways, and 
a further prioritisation of and investment in 
prevention for patients and staff at the Trust. 
Reducing harm from tobacco is the initial focus for 
prevention, with BHNFT being the first hospital 
with plans to launch the ICS QUIT campaign on 31 
May 2019 (World No Tobacco Day).   
 
Neighbourhoods – An action plan to deliver 
benefits in all 6 agreed localities including North, 
North East, Central, Dearne, South and Penistone 
will be developed in 2019/20. 
 
The Frailty Working Groups have been reconvened 
to support the work to embed the Frailty Unit and 
work towards the vision of a 7 day service. The 
action plan that was developed following the 
G.R.O.W event held in December 2018 will be 
used to support the future vision for the Frailty 
Service. 
 
Work is underway to review the patient 
documentation utilised on the Frailty Unit, this 
includes developing a Frailty Assessment Proforma 
along with implementing a FACT criteria (Frail, 
Ambulatory, Clinically Stable, Time to call) that will 
support staff to identify appropriate patients and 
refer these to the Frailty Unit. A pilot is to 
commence with AMU staff initially in April 2019.  
Further review of referral pathways are underway. 
 
A proposal paper is in development for new frailty 
equipment for the unit. 
  

Tom Davidson 
Lorraine 
Christopher 
Emma Parkes 
 
 

Work with partners on delivery of: 
 
> Digital Roadmap 
> Barnsley Estates Strategy 
> Barnsley Engagement Approach 

• Jointly agreed Project Plan and 
deliverables for Digital Roadmap 

 
 
 
 
• Review Barnsley Estates Strategy 

Mar 2019 
 
 
 
 
 
Mar 2019 

Amber 

The Digital Roadmap Business Case is being 
planned for approval at all Barnsley place 
organisations to determine route forwards in June 
2019. A Barnsley Place Workshop with all 
stakeholders is planned for May 2019.  
 
The 2017-2022 Estates Strategy Draft is now 
completed, a full update of the Strategy is now to 
be undertaken in 2019/20 with The Trust to 
incorporate changes/prioritisation of strategy 
capital schemes. 
 

Green 

Simon Enright 
Richard Jenkins 

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 

Mar 2019 
 
Mar 2019 
 
 
 
Mar 2019 

Green 

The Trust has been selected to be the host for 
Urgent and Emergency Care (UEC) network.  There 
are three levels of hosted network.  At this level 
(Level 1), the host will be involved in the 
Standardisation of clinical protocols, taking on 
workforce functions and facilitating innovation.  
Work is on-going, in conjunction with the ICS 
team, to establish the governance framework and 
work programme for each of the hosts and recruit 
into the Clinical and Managerial roles required to 
deliver its function. 



 

Bob Kirton 
Chris Thickett 
 
 

Continue the BRILS Pathology Partnership 
with The Rotherham NHS Foundation Trust 

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

Mar 2019 

Green 

Following Trust Board agreement and approval to 
extend the current contract to 2022 the 
replacement/upgrade of equipment has now been 
agreed, as part of the direct award.  Location of 
equipment has also been agreed and an 
implementation plan is currently being 
formulated.  This will allow the Trust to take part 
in the wider ICS procurement.  A market 
engagement event was in held in March 2019 by 
the regional procurement group. 
 
Blood Sciences Services Business Case is in 
development for additional staff, to be presented 
to Executive Team.  ICS outline Business Case in 
development with a deadline of July 2019. 

Aim 4     Performance:  We will achieve our goals sustainably 

Lead Director Objectives Actions/KPIs/Milestones Completion 
Date RAG Status Quarter 4 Progress Update 

Chris Thickett 
Tom Davidson 
Simon Enright 
 
 

Achieve our financial plan and control total 
for 2018/19 

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

• Delivery of the Carter Action Plan 
 
 
 
 
 
• Improved activity capture and 

clinical coding 

Mar  2019 
 
 
 
 
 
 
 
 
 
Mar 2019 
 
 
 
 
 
Mar 2019 
 
 
 
 

Green 

The Trust has achieved a year end deficit position 
of £4.464m, which is £4.355m favourable to the 
original plan. This improvement is due to the 
receipt of additional Provider Sustainability Fund 
monies 
 
Year End CIP savings for 18/19 were £9.994m, 
£1.495m ahead of target with overachievement 
against this seen from Month 11 onwards. 
 
The latest Model Hospital opportunity data is 
being reviewed by CBUs to develop relevant 
actions and responses. It is recognised further 
work is required in 2019/20 to further progress 
this resource intensive work. 
 
Coding and activity capture has improved by 
utilising the services of 2 external agencies 
throughout the year, along with internal changes 
to coding practice. These improvements have 
resulted in an increased income of above £2.5m. 
 

Simon Enright 
Heather Mcnair 
Chris Thickett 
Bob Kirton 
 
 

Focus on increased efficiency and 
productivity 

• GIRFT Action plans in place for 
each service aligned with the 
National GIRFT Programme Plan 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
• Continue reduction in 

agency/locum spend 
 
 
 
• Continue increase in market 

share for elective services (Target 
75%) 

Mar 2019 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Mar 2019 
 
 
 
 
Mar 2019 

Green 

A GIRFT framework to support timely progress and 
delivery of recommendations has been signed off 
at Clinical Effectiveness Group (CEG) and Carter 
Assurance Group (CAG). Feedback from the 
regional GIRFT team has been positive towards 
this document and the governance arrangements 
embedded for the programme.   
 
The rolling programme of update and baseline 
presentations to CEG continues with 4 more 
specialties (Urology, ENT, Dentistry and Obs and 
Gynae) scheduled for Q1 2019/20. The regional 
GIRFT team attended CEG in January 2019 and 
were complimentary to the update provided by 
Ophthalmology and the progress made since the 
service was taken over by The Trust.   Action plans 
have been put in place and improvements 
progressed against metrics identified. 
 
A number of new GIRFT work streams have started 
in Q4 including Breast, Cardiology and Surgical Site 
Infection. The Trust has been chosen to provide 
further details of the good practice described by 
Urology as part of the national deep dive visits, the 
service are in the process of providing further 
information which will be shared across the NHS.
   
Locum medical agency spend has reduced from 
£907,456 for Quarter 1 to £325,211 for Quarter 4 
of 2018/19.  
 
Market share information for Elective (Inc. day 
case) to December 2018 shows 82.3% share of the 
Barnsley market, this has remained almost static 
since the last reviewed position at October. 
 

Emma Parkes 
Exec Team 
Bob Kirton 

Ensure teams are aware of the Trust 
Objectives and performance targets by June 
2018 

• Branding and publication of Trust 
Objectives 

• Briefings with teams and key 
stakeholders 

• Link to staff appraisals to ensure 
all staff are aware of the Trust's 
Strategy and Objectives 

• On-going communications and 
objectives/business plan 
development 

Apr 2018 
 
Mar 2018 
 
Jun 2018 
 
 
Mar 2019 
 
 

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 is 



 

completed following a final development session 
with CBUs and sign off at Trust Board in March 
2019. 

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 

Mar 2019 
 
May 2018 
 
 
 
Jun 2018 

Green 

All CBU structures have been updated and the 
Integrated Performance Report is now embedded 
and reported monthly through Trust governance 
committees.  
 
CBU development workshops have run throughout 
the year.  In Q4 Business Planning Director 
challenge sessions and a 2019/20 Trust Objectives 
development session were held to communicate, 
develop and challenge plans.  
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decision/approval 
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PREPARED BY: Trevor Lake, Chairman  

SPONSORED BY:  

PRESENTED BY: Trevor Lake, Chairman  

 
To report particular events, meetings, publications and decisions that the Chairman would like to 
bring to the Board’s attention. 

 
This report is a brief summary of key meetings and events attended by the Chairman.  
 
 

• The Trust has delivered its financial position for the year in line with expectations. 
• The Trust welcomed the newly appointed Director of Finance and Director of Workforce to 

the April 2019 Board and has appointed a new Non-Executive Director. 
• Barnsley Hospital Charity continues to enjoy the benefits of significant fundraising activity 

and is well on the way to achieve its goal. 

 
 

 
The Board of Directors is asked to receive and note this report. 
  
 
 
 
 
 
 
 
 



 
 

Subject: CHAIRMAN’S REPORT Ref: BoD 19/05/16       

 
1. STRATEGIC CONTEXT 
 

1.1 This report is intended to give a brief outline of some of the key activities undertaken   
as Chairman since the last meeting. The items below are not reported in any order of 
priority. 

  
 
2. BARNSLEY HOSPITAL POSITION  
 

2.1 The Trust’s financial position has been delivered in line with expectations for 
2018/2019. 

 
2.2 The Trust has benefitted from a number of centrally funded performance related 

financial rewards, already factored into the financial planning, as a consequence of 
delivering its targets.  

 
 

3. COUNCIL OF GOVERNORS  

3.1 The Trust welcomed Governors to the Council of Governors meeting on 16 April. 
 

3.2  Alongside the standing agenda items of updates from the Lead Governor, Chief 
Executive, Chairman and Chairs of the Governors’ sub-groups the Governors received 
the most recent Board papers and Integrated Performance Report, an update on the 
Trust’s Annual Plan by Chris Thickett, approved amendments to the Trust’s Constitution 
and considered proposals for Governor Development sessions. 
 

3.3  The Governors also approved the Nominations Committee’s recommendation for the 
appointment of a Non-Executive Director and received and approved the Nominations 
Committee’s recommendation for the appointment of a Co-opted Advisor.  

 
 
 

4. NEWS AND EVENTS: 
 

4.1 In addition to the Board and the Board Workshop, (reviewing the Staff survey 
analysis), the Council of Governors and Nominations Committee meetings in April I 
also attended several formal, informal and ad hoc visits and meetings. These 
included the Health and Wellbeing steering group and the Staff Side meeting to 
develop my understanding of the Trust and to meet as many colleagues and 
stakeholders as possible.  

 
4.2 Apart from regular weekly update meetings with the Chief Executive and Trust Board 

Secretary this month I have also met with Stephanie Peacock MP for Barnsley East, 
Mike Lees Head of Business Security and Lisa Corbridge Trust Security Specialist. 

 
4.3 I chaired the interview panel for the recruitment and appointment of a new Non-

Executive Director, subsequently approved by the Council of Governors, also the 



shortlisting review panel for the appointment of the Director of Nursing vacancy as well 
as meeting several of the candidates, at their request, on a one to one basis as part of 
their information gathering process for applying. 

 

4.4 The Trust hosted a meeting of the Barnsley Integrated Care Partnership Group, 
chaired by myself.  

 
4.5 Visits this month include AMU, Ward 20, Staff Side meeting, Theatres and Theatre 

recovery, Dietetics Team and Ward 24. I also visited SWYPFT at Fieldhead in 
Wakefield to experience their on boarding process and Welcome meeting for new 
starters as I have taken up the Barnsley partner representative Members Council role 
at SWYPFT on behalf of the Trust.  

 
 
5 Barnsley Hospital Charity 
 

5.1 Barnsley Hospital Charity continues to enjoy the benefits of significant fundraising 
activity and is well on the way to achieve its goal. The Charity has received a continuing 
number of fantastic donations from a wide range of the community including several 
large deliveries of Easter Eggs all gifted in the lead up to Easter for our patients.You can 
follow all of the excellent work of the Charity on their Facebook and twitter accounts, 
@BHNFTCharity, and also their dedicated website barnsleyhospitalcharity.co.uk.  

 
  

 
 

Trevor Lake, Chairman 
May 2019 
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Subject: CHIEF EXECUTIVE’S REPORT Ref: BoD19/05/17       

 
1. STRATEGIC CONTEXT 
 

1.1 This report is intended to give a brief outline of some of the key activities undertaken   
as Chief Executive since the last meeting and highlight a number of items of interest. 
The items below are not reported in any order of priority. 
 

  
2. BARNSLEY ISSUES  
 

2.1   Freedom to Speak up at Barnsley Hospital    
 

On 8 April I met with Janice Munford, the Trust’s Freedom to Speak Up Guardian, as 
part of our regular meetings to ensure we support the raising concerns agenda. Janice 
update me on recent concerns.  

 
2.2      LGBT+ Workforce 

 
As part of my commitment to understand and improve how it feels for people to work 
at the Trust, I attended the LGBT+ staff forum on 8 April. We had a very useful 
discussion across a range of issues, not least ensuring that Trust policies properly 
account for the needs of trans people.  
 

2.3      Celebrating Performance  
 

On 16 April I had the pleasure of awarding staff within our Emergency Department 
(ED) with an Extra Brilliant Award in recognition of the hard work and dedication from 
all members of the team to achieve the national 95% mandated urgent and emergency 
care standard in March 2019. This achievement reflects on the whole trust, not just the 
ED, but the ED itself has made enormous efforts which merit recognition. 

 
2.5      Electronic Patient Record System  
 

On 1 April, the programme to deliver the new electronic patient record system for 
Barnsley hospital officially commenced. It is anticipated that the first phase of this work 
with take 12 months to implement.  A launch event for staff was held on 29 April to 
share details of the project timeline and information about how to be involved as the 
project progresses.  

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

SYSTEM (sICS) ACTIVITIES 
 

2.1 Health Executive Group Meeting  
 
On 9 April I attended the ICS Health Executive Group timeout and meeting. 
 

2.2 Integrated Care Partnership (ICP)  
 
On 23 April I chaired the South Yorkshire and Bassetlaw Hyperacute Stroke Unit 
Implementation Group. Arrangements are in place for the Rotherham and then 
Barnsley changes to be implemented from 1st July and 1st October respectively.  



 
 
 
 

 
3. PARTNERSHIP WORKING WITH OTHER ORGANISATIONS 
 

3.1 QUIT Steering Group  
 
On 15 April I chaired the QUIT Steering Group. The group heard the latest 
developments in the hospital smoke free initiative which will launch on 31 May 2019, 
together with support from Smoke Free Barnsley.  
 

 
 
Dr Richard Jenkins  
Chief Executive 
May 2019  
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Sponsor  
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Links to the STP (please tick)  
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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. 
 

Paper A 
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South Yorkshire and Bassetlaw Integrated Care System CEO Report 
 
SOUTH YORKSHIRE AND BASSETLAW  
 INTEGRATED CARE SYSTEM 
 

April 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 – April 2019 
 
 
2.1 This Report 
 
From April 1, the South Yorkshire and Bassetlaw Integrated Care System (SYB ICS) will adopt the 
interim governance that has been agreed across partners covering the 2019/2020 financial year. 
The new ways of working are for a twelve month period and include the Collaborative Partnership 
Board (CPB), System Health Oversight Board (HOB), System Health Executive Group (HEG) and 
Integrated Assurance Committee (IAC). The CEO Report, which will go to the monthly HEG, will 
be available for all partner boards, governing bodies and committees. 
 
The HEG will also receive an integrated assurance report highlighting the performance across the 
system which will also be made available for partners following the meeting. The performance 
report, which has been a section of my report and remains so this month, will therefore be picked 
up by the integrated assurance report from May 2019. 
 
2.2 Priority areas for system working 
 
We continue to work with our Local Authority partners to inform and shape how our system health 
and care partnership arrangements might be organised, including a revised Collaborative 
Partnership Board as set out in the NHS Long Term Plan. At a workshop in March, led by the 
Local Authority Chief Executives, three areas of focus and priority for system working were 
agreed: 

 

 Complex lives, including a system wide approach, health and social care 

 The impact of loneliness, including mental, physical and wider services 

 Activity and health, including exercise, active travel, planning and transport 
 
The areas are supported by the South Yorkshire and Bassetlaw Health and Wellbeing Board 
Leads and arrangements for taking them forward will be discussed and agreed at the Collaborative 
Partnership Board. 
  
2.3       Performance Scorecard  

 
The attached scorecards show our collective position at March 2019 (using predominantly January 
2019 data) as compared with other areas in the North of England and also with the other nine 
advanced ICSs in the country.  
 
The data shows that across the system, our overall performance is comparatively good. We do, 
however, need to focus our efforts to secure sustainable improvement in Cancer Waiting times. 
While we remain red for A&E performance (which has dropped from 89.5 to 88.1) and referral to 
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treatment (RTT), where our performance is marginally below the constitutional standard at 91.6%, 
we are now making good progress towards achievement of the March 2019 waiting list objective. I 
would like to record my thanks to the Chief Executives and their teams in our system for their 
sustained efforts in helping turn our collective position around. 
 
The ICS financial position is reporting a year to date favourable variance against plan of £17.3m 
excluding PSF; and is currently forecasting a £12.2m favourable variance which is expected to 
improve further at Month 12 to £16.7m. This is due to phasing of plans and the continued hard 
work by Trusts and CCGs to deliver their financial positions.   
 
 
2.4.1 Hospital Services Update 
 
The Hospital Services Review Programme continues to focus on two main areas. These are 
Hosted Networks and the development of clinical models on maternity, paediatrics and 
gastroenterology.  
 
At the March Joint Committee of Clinical Commissioning Groups, it was agreed that 
commissioners will play a role in supporting the Networks, shaping the strategic priorities and 
working with them to ensure that proposals are deliverable as they are being developed.  
 
A workshop with Trust Medical Directors, Networks Leads and commissioner representatives will 
shortly take place to agree the structure and high level work programme for the Networks. These 
will be reviewed by the Health Executive Group before they are signed off.  
 
Accountable Officers and Chief Executives met on 21st March and 1st April to discuss the way 
forward on changes around paediatrics and maternity. A recommendation will be submitted to 
Governing Bodies over the coming weeks. 
 
2.5 The NHS Long Term Plan 
 
Involvement with stakeholders, staff and the public to inform our response to the NHS Long Term 
Plan will start to get underway in April. A three-month conversation with people across South 
Yorkshire and Bassetlaw will build on what we learned from the engagement that took place in 
2016 on our Sustainability and Transformation Plan. The engagement will be co-ordinated by the 
ICS and supported by ICS partners and Healthwatches and the findings will inform our local Plan. 
 
As part of the programme of work, SYB ICS Chief Executives and Accountable Officers will meet 
in April to start to discuss the refresh of the ICS priorities in view of the NHS Long Term Plan. The 
discussion will form part of the development session at the launch of the Health Executive Group. 
The System Operational Plan, which is in development and focuses on the year ahead, will shortly 
be published and also help to inform the ongoing strategic discussions.  
 
2.6 Workforce update 
 
Following the publication of the NHS Long Term Plan, the Chair of NHS Improvement, Baroness 
Dido Harding and Chief Executive of Leeds Teaching Hospitals NHS Trust, Julian Hartley are 
leading work on a national Workforce Implementation Plan (WIP).  
 
We have responded as SYB ICS and also as part of a collective response from the six ICSs in the 
North of England following a request for our initial thoughts on the development of the WIP. The 
letters are supportive of the WIP and outline how ICSs will be a key driver in ensuring that the 
ambitions are realised.  
 
At the same time, work to support the agreement of the workforce priorities in SYB ICS has 
concluded with the development of a Maturity Matrix. It has been developed with engagement of 
colleagues across the system and seeks to confirm priorities and the level of role played by SYB 
ICS. 
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2.7 Digital update 

 
As part of the Yorkshire and Humber Care Record (YHCR) work, SYB ICS continues to work with 
partners to deliver the milestones set within the NHS England’s funding agreement which has 
resulted in a further release of over £2m in capital across Yorkshire and the Humber (Y&H). Work 
in SYB includes a pilot across Y&H to test patient information sharing. 
 
The Government has committed £37.5m to develop Digital Innovation Hubs (DIHs) as a first step 
towards a national approach to enable the safe and responsible use of health-related data at scale 
for research and innovation. We are supporting a joint application across Yorkshire and the 
Humber to become a Digital Innovation Hub (DiH). 
 
2.8 Joint Health Overview and Scrutiny Committee 
 
Colleagues from the ICS were called before the South Yorkshire, Derbyshire, Nottinghamshire and 
Wakefield Joint Health Overview and Scrutiny Committee (JHOSC) in March to discuss the 
implications for the populations of the area on the NHS Long Term Plan, SYB ICS governance and 
updates on the SYB ICS workstreams. 
 
The JHOSC was formed in 2015 to oversee and scrutinise proposals to change hyper acute stroke 
services and some out of hours children’s surgery and anaesthesia services across South 
Yorkshire and Bassetlaw and North Derbyshire. It continues to meet to review and scrutinise 
matters relating to the planning, provision and operation of health services covering the 
geographical footprint. 
 
 
 
Andrew Cash 
Chief Executive, South Yorkshire and Bassetlaw Integrated Care System 
 
Date 2 April 2019 
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PREPARED BY: Andy Leppard, Digital Communications Specialist 

SPONSORED BY: Richard Jenkins, Chief Executive 

PRESENTED BY: Emma Parkes, Director of Marketing & Communications 

 
To provide an update to the Board on the activity of the Trust’s Communications function within 
the previous quarter.  

 
The report presents actions taken in the previous quarter within the communications and 
marketing function to build positive perceptions of the Trust internally and externally.  The report 
covers the following areas: 

 
• Strategic communications and engagement 
• Internal communications 
• External communications and reputation management 
• Barnsley Hospital Charity 

 
Actions taken by the Communications function in the last quarter have continued to build a 
positive reputation for the Trust, with positive proactive media stories being placed during the 
quarter and ensuring balanced coverage with opportunity to comment on reactive media 
requests. 
 

 
The Board is asked to review the content of this report.  
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Subject: QUARTERLY COMMUNICATIONS REPORT Ref: BoD: 19/05/18 

 
1. STRATEGIC CONTEXT 

 
1.1 This report provides the Board with an overview of communications and stakeholder 

engagement activity during the previous quarter. 
 
2. STRATEGIC COMMUNICATIONS AND ENGAGEMENT 

 
2.1 The Communications function has continued to protect and enhance the Trust’s 

reputation. Positive stories have been proactively placed in the media and factual 
statements provided where appropriate.  

 
2.3   NHS Unsung Heroes Award 

Congratulations to Communications Apprentice Katie Claydon for winning the 
Apprentice of the Year category in the national NHS Unsung Heroes Award.  

 
3. INTERNAL COMMUNICATIONS AND STAFF ENGAGEMENT  

3.1 Trust Objectives, Values and Behaviours  
The Function supported the design and launch of the Trust’s annual objectives, 
together with newly enhanced values, behaviours and leadership competencies for 
staff.  

 
3.2 Health and Wellbeing 

Occupational Health is planning a second health and wellbeing fair on 29 July, 
following the success of its ‘Mind and Body’ fair for staff in January at the Education 
Centre. Promotion plans for this are underway with a theme of ‘Summer Wellbeing’ 
and ideas including sunscreen/sun protection advice, ‘greening up’ the hospital 
grounds, lunch-time walks led by volunteers and pet therapy information, together 
with a series of ‘Wellbeing Workshops’ around the hospital with themes such as sleep 
hygiene and stress management.  
 
Dates are now being fixed to video one or more of the workshops to publicise the 
health and wellbeing advice on offer. 
 

3.3  Annual Flu Campaign 
This year’s flu campaign planning process has already started, with a new national 
target of vaccinating 80% of staff against flu. Initiatives to help achieve this target (in 
collaboration with Occupational Health) include video/case studies, for example of 
twins – one of whom had the flu vaccination and one who did not.  

 
3.4 Heart Awards 

Preparations including filming of nominees are underway for one of the Trust’s most 
high profile staff events, the Heart Awards, which take place on May 24.  Following a 
rigorous judging process, shortlisted nominees for each category are confirmed and 
sponsors secured for the event. 
 

3.5 Hospital Hub  
The team has been continuing to develop the Hub over the quarter, for example this 
year adding more tie-in articles with national health promotion days such as No 
Smoking Day (March 13).  
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We have also developed more targeted news articles to generate staff engagement, 
for example ‘Big Green Ideas’ which appealed directly to staff for their sustainability 
ideas and received a dozen ideas in return. The Hub is a significant resource for staff, 
and a low-cost solution for teams wishing to educate their key audiences on particular 
topics. 
 
The home page enables key campaigns to be immediately accessible via visual 
graphic links and these have been utilised this quarter to support Staff Survey, 
Medway, Heart Awards and the Pulse check survey. 
 
The following graph highlights the number of unique news items posted over the 
quarter: 

 

 
 
4. EXTERNAL COMMUNICATIONS / EVENTS 

4.1  Media Coverage  
 The Trust has benefitted from significant positive media coverage across the quarter.  

The Barnsley Chronicle has printed over 55 positive articles and statements about the 
Trust within the quarter, proactively issued by the team. These included articles about 
the Birthing Centre being shortlisted in the Student Nursing Times Awards 2019, a 
story about our healthcare scientists for Healthcare Science Week (8-17 March) and 
a front page splash about the ‘ward wedding’ at the hospital for cancer sufferer Jayne 
Nuttall. Dickie Bird’s further £15,000 donation to Tiny Hearts campaign also gained 
favourable media coverage and we had a positive mention on Radio 4 for our cancer 
waiting times.  
 
The coverage resulted in an opportunity to view figure of over 6 million during the 
period. 
 
Opportunities to view – print 
 
 January February March Total 
Barnsley Chronicle 2,363,812  1,296,284  2,440,064  6,100,160 
   Q4 Total 6,100,160 
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4.2 Barnsley Hospital News  

The last edition (Spring 2019) of Barnsley Hospital News was issued to a circulation 
of circa 33,000 people. We are awaiting confirmation of the reported pick up rate for 
the Spring edition but we know pick up rate at some sites outside the hospital have 
been high, leading to supplies having to be re-filled in some such as Tesco at 
Penistone. Three additional newspaper dump bins have been provided in areas of 
high footfall within the hospital site. A contract renewal for BHN has been agreed. 

 
4.3  Social Media  

Our proactive strategy to encourage members of Trust staff to tweet and re-tweet 
positive messages has resulted in increased engagement and reach.  Our Tweet 
about the Rainbow Badge scheme gained 3,467 impressions. 
 
Our Facebook post about the ‘ward wedding’ of terminal cancer patient Jayne Nuttall 
in February reached 161,397 people, generated 634 comments and got 80,788 
engagements. This resulted in a significant increase in page followers as shown in 
the chart below. 

                         
Followers on Twitter are growing steadily and a more teams are working with the 
Communications team for advice around using social media to promote their work 
and activities. 
 

 
 
5.  BARNSLEY HOSPITAL CHARITY 

5.1 The Tiny Hearts appeal currently stands at a total of £860,824.18, with the aim of 
achieving the target of £1million within this financial year. An Appeal Close Down 
Plan is currently being developed. Preliminary discussions are taking place to draw 
up proposals for the next major Capital Appeal. Trustees will agree a shortlist of 
projects which will then be voted on by staff, volunteers and the public. This will 
ensure that donors and fundraisers are coproducing the work of the Charity and that 
an appeal is selected that has the support of as many people as possible prior to 
launch. 

 
5.2 Work has begun to develop the role of Volunteers in supporting the Charity. An initial 

group of five Volunteers have been recruited - four of who are also Trust Volunteers 
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and one who is a Governor. We have established a Facebook group to share ideas 
and opportunities and also held an initial meeting. 

 
The Volunteers are already well engaged with fundraising and have organised and 
participated in a series of Easter Stalls raising a total of £611.23 in one week.  
 
Further activities they have planned include hosting stalls for the Tour de Barnsley 
Hospital (3 May), Family Fun Day at Worsbrough AFC (19 May) and a Mother and 
Baby Event at Elsecar Heritage Centre (27 May). 

 
5.3 Easter has proved extremely popular for in-kind donations this year with 12 groups 

donating over 1,000 Easter Eggs collectively benefiting Children’s - Ward, 
Outpatients, Accident & Emergency and Community Teams. Where the Charity Team 
were informed prior to the donation, we negotiated that some of the Easter Eggs 
could be used for Volunteers fundraising.  We also received Easter craft items which 
we will also positively promote for Easter 2020. 

 
These in-kind donations have also enabled us to develop links with some new 
corporate donors such as The Gym Group, Bannatynes and Kier Construction. 

 
Upcoming events include a staff fundraiser to celebrate the Tour de Yorkshire – with 
a static cycle challenge, bake sale and bucket collection (3 May), the Big Barnsley 
Picnic (27 June) where we are inviting all schools, nurseries, care homes, businesses 
and shops to join Barnsley Hospital Charity in making this event Barnsley’s biggest 
picnic.  
 

6. CONCLUSION  

6.1 The function has again had a positive quarter, continuing to proactively manage the 
Trust’s reputation by delivering timely and appropriate messaging to a variety of 
audiences.  

 
The Trust has benefitted from a large number of positive media stories in the 
Barnsley Chronicle and wider region.  Relationships with the Barnsley Chronicle 
continue to be positive, with the publication affording the Trust the opportunity to 
provide comment on all related articles and working in partnership on the publication 
of the Barnsley Hospital News.   
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To provide a brief overview of NHS Choices reviews and ratings together with information on 
relative key developments, news and initiatives across the national and regional healthcare 
landscape which may impact or influence the Trust’s strategic direction.    

 
Summary of content:  
 

• MY NHS/NHS Choices 
• NHS Sprint Performance Figures  
• 14 hospitals to pilot new Rapid Care Measures  
• Changes to the publication of hospital nurse staffing levels 
• Mental health and urgent Care / Beds within the Hospital  
• New digital portal for home care vacancies to reduce hospital discharge delays 
• GP appointments could be freed under NHS pilot scheme 

 
 

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



Subject: INTELLIGENCE REPORT  Ref: BOD 19/05/19 

 
*please note that this is not an exhaustive report, submissions welcome to emmaparkes1@nhs.net 
Release 
Type 

Detail Impact/ Action/ 
Owner / Will 
Board are 
involved? 

My 
NHS/NHS 
Choices  

NHS Choices User Rating – 4.5* (5* is Excellent)  
 
Feedback 
 
General Medicine – 5 stars 
I came to the day surgery on 2nd April for a subtotal 
hysterectomy. From the start to the end, I was treated very well 
with consideration and dignity. I was talked through everything at 
all times and felt safe and confident in the abilities of the staff. 
During my recovery, the staff were very nice and made sure I 
was comfortable, especially my main nurse who cared for me. I 
was dreading the procedure but the staff made it easy to go 
through and I am now recovering at home. Thankyou. 
 
Emergency Department – 5 stars 
My wife suffered a severe breathing problem early one morning. 
After attempting to help her I quickly dialled 999. The ambulance 
and paramedics arrived within five minutes and professionally 
diagnosed and took her to A&E. She was quickly assessed and 
urgent treatment began. The staff from A&E, Resuscitations, 
and Intensive Care were superb, professional, kind and caring, 
keeping me fully informed of their actions. Their professional 
approach and expertise certainly saved my wife’s life and their 
thoughtfulness and care of myself and other close family 
members was exemplary. Every single health care individual 
involved in my wife’s treatment deserve great credit. A special 
mention for the Intensive Care team. They made an extremely 
worrying time more tolerable and for that the entire family are 
grateful. Many many thanks. 
 

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

 
National 
Performance  

 
NHS spring performance figures shows hospitals missing 
targets despite record number of patients seen on-time 
 
Hospitals are still under record-high demand as the latest official 
data shows the NHS’s performance against the four-hour A&E 
target is at its lowest level since records began. 
 
Nationally, the four-hour target has not been met since July 
2015, with last month’s 84.2% representing the NHS’s “toughest 
month to date.”  In March, nationally, one in seven patients were 
not seen with the four-hour A&E waiting time target following two 
consecutive months of record-low performance figures. 
 
NHS England has praised its workforce for providing care to a 
record number of people during this winter, with 380,000 more 
patients treated with four hours in A&E compared to last winter. 
 

 
Board to note 
for information  



Release 
Type 

Detail Impact/ Action/ 
Owner / Will 
Board are 
involved? 

National  - 
Performance  

Fourteen hospitals chosen to pilot new Rapid Care 
Measures    
 
The trials will start next month, with the cohort of hospitals 
representing a range of geographies and performance against 
the current A&E standard. The new measures will see the 
sickest cases prioritised instead of attempting to see all patients 
within four hours, with patients thought to be suffering from heart 
attacks, acute asthma, sepsis and stroke to have their care 
started within an hour. 
 
The hospitals that have been chosen for the new rapid care 
measures are: 
 

• Cambridge University Hospitals - Chelsea and 
Westminster Hospital 

• Frimley Health - Imperial College Healthcare 
• Kettering General Hospital 
• Luton and Dunstable University Hospital 
• Mid Yorkshire Hospitals 
• North Tees and Hartlepool 
• Nottingham University Hospitals 
• Plymouth Hospitals 
• Poole Hospital 
• Portsmouth Hospitals 
• Rotherham 
• West Suffolk 

 
These trusts will trial the four new standards set out in the NHS’s 
review of clinical standards, which includes identifying life-
threatening conditions faster, reducing emergency time for 
critically ill patients, and the main waiting time for all patients. 
Other changes set out in the review include new targets for 
cancer care and planned operations such as hip replacements, 
but these are not included in the pilot. 
 
The pilot will inform final recommendations ahead of full 
implementation beginning spring 2020. 
 

Board to note.  
Executive 
Team to 
monitor  

National – 
Nurse 
Staffing  

Changes to the publication of hospital nurse staffing levels  
 
From 2014, average staffing fill rate figures both during the day 
and at night, for both registered nurses and care assistants 
separately, were published on the NHS Choices website in order 
to highlight where hospitals could not fill their nursing shifts as 
planned, and on the national nursing shortfall.  
 
However, these figures have been removed and NHS Choices 
and the MyNHS website are publishing data for “care hours”, 
with MyNHS using a measure which combines registered 
nursing and unregistered care assistant shifts. 

Director of 
Nursing and 
Quality to 
monitor.  
Board to note 
for information  



Release 
Type 

Detail Impact/ Action/ 
Owner / Will 
Board are 
involved? 

 
The NHS Choices website lists care hours per patient day by 
each department, while MyNHS – part of NHS Choices – shows 
aggregate care hours for each site; and NHS Improvement 
publishes care hours per patient day at trust level. 
 
The new data measures the number of staff providing care 
during a 24-hour period and dividing it by the number of patients 
at midnight.  It has been argued that the midnight census may 
underestimate numbers because it does not capture churn – 
admissions, transfers, discharges, deaths and patients 
occupying a bed for less than 24 hours. 
 

National – 
Mental 
health and 
Urgent 
Care 

Acute trusts to be unable to keep mental health patients 
who are waiting for a bed or assessment within the accident 
and emergency department  
 
National level discussions are underway about ways in which to 
avoid mental health patients being kept within accident and 
emergency when waiting for admission to a mental health bed. 
New temporary protocols now being introduced in Lancashire 
include greater consideration of admission to a general acute 
bed.  
 
National leaders are discussing the potential to deploy similar 
measures in other areas. There are on-going discussions 
between mental health and acute providers and commissioners 
in relation to operational pressures for patients who are 
presenting to emergency departments.  Providers are having 
further discussions and any admissions will be supported by a 
joint operational protocol, which will include giving consideration 
to the admission to a general acute bed. 
 

Board to note 
for information  

National – 
Mental 
Health and 
Urgent 
Care 

Mental Health and Urgent Care 
 
NHS England proposes to have national targets for urgent and 
emergency mental healthcare. The targets propose new 
standards for the time in which a mental health patient needing 
urgent or emergency treatment should receive an assessment 
and be seen by a mental health team. However, the standard 
does not cover the time in which a patient should have a Mental 
Health Act assessment, if one is needed, or how long the wait 
should be for admission into an acute mental health bed.  
 
For someone to be detained under the Mental Health Act, they 
would need to be assessed by three clinicians, including an 
approved mental health professional employed by the local 
authority. 
 
 
 
 

Board to note 
for information  



Release 
Type 

Detail Impact/ Action/ 
Owner / Will 
Board are 
involved? 

National – 
Digital 
Solutions / 
Reduce 
delayed 
discharges 

NHS rolls out new digital portal for home care vacancies to 
reduce hospital discharge delays 
 
The ‘Capacity Tracker’ allows hospital staff to find care home 
spaces for patients is being rolled out by NHS England to 
hospitals, care homes, and councils following a successful pilot 
to support people to get out of hospital sooner. 
 
NHS England said around a quarter of a million hospital bed 
days in England were taken up by people who were medically fit 
to be discharged last year due to delays in finding an 
appropriate care home. 
 
Working with councils, NHS England said it had reduced the 
number of total beds lost by 20% between 2017 and last year, 
and making the new Capacity Tracker more widely available 
was just one of a number of measures the NHS is taking to 
reduce unnecessary delays. 
 
The digital portal is accessible from any device and takes care 
homes just 30 seconds to upload details of their available beds. 
 
Over 6,250 care homes have already signed up to the system, 
which was piloted in Devon, the north and in Berkshire last year, 
and now thousands more can sign up to use it. 
 
The North of England Commissioning Support Unit, funded by 
NHS England, developed the portal and led the pilot. 
 

Board to note.  
Exec team to 
monitor  

Digital – 
GP 
Services 

Nearly 4m GP appointments could be freed up by 2022 
under newly extended NHS pilot scheme 
 
The Time for Care scheme encourages practices to try 
innovations to cut bureaucracy and has been piloted at certain 
cites since 2016, but will now be spread to three-quarters of GP 
practices by 2022. 
 
In 2018, the scheme freed up 205,000 hours, the equivalent to 
1.2m GP appointments, and NHS England said that close to 
£40m in the time was saved, as well as over 300,000 
administrative hours. If the same equivalent of clinical hours are 
saved over the next three years, it would represent around 3.7 
million GP appointments saved or around £110m saved. 
 
The scheme works by directing patients to other health care 
experts, designing more efficient prescribing systems so patients 
can request online, and conducting telephone appointments with 
GPs. 
 
Time for Care is being funded through NHS England’s £30m GP 
Forward View programme 

Board to Note 
for information  
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