
  
 

BoD 6 June 2019: Agenda (PUM) 

 
A MEETING OF THE BOARD OF DIRECTORS 

WILL TAKE PLACE ON 6th JUNE 2019, 9.00AM  
IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL 

AGENDA 

No Item   Sponsor Ref 

1.  Apologies and Welcome 

T Lake, 
Chairman 

Verbal 
2.  To receive any Declarations of interests Verbal 

3.  To approve the Minutes of the meeting of the Board of 
Directors held in public on 2nd May 2019 

19/06/06/03 

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

19/06/06/04 

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 (including Enhanced Care Policy) 

R Moore 
Chair, Quality & 

Governance 
Committee  

19/06/06/06 

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 Medical Director’s Quarterly Report (excluding 
Mortality) 

Dr S Enright  
Medical Director 19/06/06/08 

9.  To approve the Annual Report on Safeguarding Children & 
Adults 

Mrs H McNair, 
Director of Nursing 

& Quality 
19/06/06/09 

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

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

Director of Comms 
& Marketing 

19/06/06/10 

Strategic Aim:  Performance: we will achieve our goals sustainably 

11.  
To receive and approve the Chair’s Log from the Finance & 
Performance Committee 

F Patton, Chair of 
Finance & 

Performance 
Committee 

19/06/06/11 
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No Item   Sponsor Ref 

12.  To review the Integrated Performance Report (Month 01) 

B Kirton, Chief 
Delivery Officer& 

Deputy Chief 
Executive 

19/06/12 

13.  To receive an update report on Brexit planning preparations 

B Kirton, Chief 
Delivery Officer& 

Deputy Chief 
Executive 

19/06/06/13 

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

14.  To receive and review the monthly report from the Chairman T Lake, 
Chairman 19/06/06/14 

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

Dr R Jenkins, Chief 
Executive 

 
19/06/06/15 

 

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

Director of Comms 
& Marketing 

19/06/06/16 

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

T Lake, 
Chairman Verbal 

 
18. 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:   
- 4th July 2019, starting at 9.30. Refreshments will be available from 9.00.  
 
PLEASE NOTE THAT THE VENUE FOR THE 4 JULY MEETING IS: 
 
BARNSLEY FC, LEGENDS SUITE, EAST STAND HOSPITALITY, BARNSLEY S71 1ET 

  
 
 
 



  

REF: BOD - 19/06/06/03 

REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 
 

 
MINUTES OF A MEETING OF THE 

BOARD OF DIRECTORS 
HELD ON THURSDAY 2 MAY 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 
Mr N Mapstone Non-Executive Director 
Mr P Hudson Non-Executive Director 
Mrs R Moore Non-Executive Director 
Mr F Patton Non-Executive Director 
Mrs K Firth Non-Executive Director 
 
IN ATTENDANCE: 
 
Mr T Davidson Director of ICT 
Ms E Parkes Director of Communications 
Mrs T Millingan Patient Experience Improvement Manager, BHNFT  
Ms M Claydon Patient Experience Admin Apprentice, BHNFT 
Mr D Howson Patient (previous inpatient on ITU) 
Ms J King Critical Care Rehabilitation Sister, BHNFT   
Mr K Haynes Interim Trust Secretary, BHNFT  
Ms L Watson Executive PA to CEO/Chairman, BHNFT  
 
OBSERVERS: 
 
Dr Gupta  Shadow NED Programme 
Ms S Ellis  Public Observer   
Ms J Murphy Public Observer  
Ms F Barr  Public Observer 
Mr D Brannan Partner Governor 
Alan Higgins Public Governor  
Mr T Conway Public Governor, Barnsley Constituency 
Mr T Dobell Public Governor, Barnsley Constituency 
Ms A Moody Lead & Public Governor, Barnsley Public Constituency 
 
19/81 APOLOGIES & WELCOME 

 
As Chair, Mr Lake welcomed members, attendees and observers to the meeting.  
No apologies had been received. 
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19/82 TO RECEIVE ANY DECLARATIONS OF INTEREST                                                    
  
The standing declaration of interests were noted from Mr Patton, Mrs Firth, Mr 
Ned and Mr Thickett. 

 

19/83 MINUTES OF THE LAST MEETING 
 
The minutes of the meeting held on 4 April 2019 were approved as an accurate 
record of the meeting. 

 

19/84 ACTION LOG 
                     
The action log showing progress on matters arising from the last and previous 
meetings held in public was received.  Discussions were held in relation to:- 
 
• 19/67 – Complete. 
• 19/69 – Mr Ned confirmed details have been shared with Dr Enright in 

relation to the NHSi retention programme, following completion of the action 
plan this will be readdressed to check if anything is applicable to the Trust. 

• 19/70 – Mrs Parkes informed nominations are still on the low side as 
compared to previous months which appear to be connected to the Heart 
Award nominations which cease next month.  This action is now complete.  

• 19/78 – The “Saving Babies Lives” presentation is on the forward planner for 
the Quality and Governance Committee.  This action is now complete.   

• 19/46 – An update will be presented at the Finance and Performance 
Committee in June.  Therefore this will remain amber until the meeting has 
taken place. 

 

19/85 PATIENT/STAFF STORY 
 
A patient  was in attendance today to present “Intensive Care Unit: Patient Diaries 
– Aiding Psychological Recovery”  to share his experience following a recent in-
patient stay in Hospital.   In attendance also was Ms King, Critical Care 
Rehabilitation Sister.  It was explained that patient diaries were  introduced to the 
hospital about   five years ago by the Critical Care Rehabilitation Team for 
patients who may suffer with PTSD or experience psychological effect.   
 
The patient explained that he  was diagnosed with bowel cancer in 2017 and 
following major abdominal surgery was induced into a coma for several days and 
the patient diary was completed by staff and family members on a daily basis.  
The patient  described this as providing a personal account of the recovery 
journey, coming out of the coma and helped to provide support in coming to terms 
with real life events.  It also explained the psychological and emotional changes 
encountered during this period of illness, in particular feelings of anger, fear and 
anxiety.  Unfortunately following the operation, the patient encountered  further 
admissions due to infection and on each admission the patient’s diary was 
presented on admission.   
 
The patient explained that this journey has not only influenced change on a 
personal level but also within his work  with young adults within South Yorkshire.  
Ms King informed the diaries are created for patients who have been in Critical 
Care 3 days or more and are presented when patients are assessed as ready to 
process the information.  Research supports the benefits of the diaries in aiding 
psychological recovery, triggers memories and piece together missing information 
for patients.  The Trust has received positive feedback from patients when 
attending the follow up clinics once discharged from Hospital.  
 
Mr Lake thanked the patient and Ms King for attending today following which 
questions were invited from Board members.  Dr Enright thanked the patient  for 
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the excellent presentation commenting as an ITU Consultant how easy it is for 
patient’s to be de-humanised when in a hospital environment, stressing the 
importance of such schemes being available within the Trust.  Barnsley currently 
offer  post ITU clinics for patients as well as a full rehabilitation programme along 
with a visit to ITU available for patients if they wish.  
 
Following recent work with the Communications Team, Ms Parkes expressed 
interest of raising awareness on this topic and suggested a feature on the story to 
be published in the Barnsley Hospital news which the patient was pleased to 
support. He also explained that he wished to continue his association with the 
hospital in a role as a volunteer.  
Further questions were put to the patient regarding his experience and he was 
thanked again by Mr Lake, on behalf of the Board, for describing his experience in 
an excellent and candid presentation.  
 

19/86 CHAIRS LOG FOR THE QUALITY & GOVERNANCE COMMITTEE (Q&G) 
 
Mrs Moore as Chair of Quality and Governance Committee presented the report 
providing an update following the meeting held in April 2019:- 
 
• The chair’s log for 27 March 2019 confirming that the on going actions were 

noted to provide assurance for the Board.  A presentation on the Perinatal 
Mortality Review had been requested by the Governors. 

• Although not included within the IPR report, for assurance it was noted a full 
report on pressure ulcers and falls had been completed.  During March, 27 
new complaints had been received, the primary theme being around clinical 
care and treatment. A total of 293 in year compared with 270 the previous 
year. 

• For note and assurance, the chairs log from recent performance meetings 
was included.  

• The committee had considered the quarter 4 reports for pressure ulcers along 
with annual figures detailed within the report.  In 2018/19 a total of 97 grade  
2 pressure ulcers were reported  root cause analysis identified that 61 were 
as a result of lapses in care.  Following an investigation since the introduction 
of the new classification system for pressure ulcers, React to Red drop in 
sessions have been scheduled for staff to attend on a weekly basis. 

• In-patient falls for the full year to date is 863, which included 191 repeat falls.  
Significant improvements have been implemented to reduce the number of 
falls resulting in moderate or greater harm in year with a total of 19, as 
compared to 36 in 2017/18. 

• Mandatory training in falls  is below the compliance rate at 62.5% against a 
target of 70% with a plan  to set a 90% compliance rate in 19/20 

• Progress has been made on developing the D1 Discharge e-form which will 
save Junior Doctors considerable time as well as improving discharge 
arrangements.   

• GIRFT (Getting it right first time) discussions have been held noting the 
Clinical Effectiveness Group are currently overseeing up to 50 GIRFT 
programs with a need to understand the various programs and any related 
impact.  

• NHSi Staffing Safeguard reports were included to provide assurance noting 
the report was to be considered as a replacement for the Medical Director’s 
Quartley Medical Staffing Report. 

• The committee received a detailed action plan for the 2 year NHS Resolution 
Maternity CNST Incentive Scheme which is currently on track for completion.  

• To provide further assurance to the Trust, the Committee considered the 
overall compliance against key themes which had recently been included 
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within the Gosport War Memorial Hospital.  These included listening to 
patients, freedom to speak up, ensuring safe care, identify and addressing 
problems and Duty of Candour 

• Quality reports for 2018/2019 will be reviewed at the Extra-ordinary Board 
Meeting scheduled for 23 May 2019. 

 
In discussion  Mrs Firth asked if the pressure ulcer report highlighted any issues 
around the availability of devices or equipment.  Nothing had been identified 
within the report and Mrs Moore confirmed a review had been undertaken last 
year providing significant assurance for the Trust.  Mrs McNair explained the 
overriding theme is the initial assessment of the patient and confirmed an external 
assessor is currently observing staff on AMU to identify any specific issues which 
may prevent this from occurring.  
 
Mr Mapstone asked if the mandatory compliance rate of 62% is a concern for the 
Trust relating to falls.  The compliance rate for the previous year was noted to be 
poor and following this Mrs McNair informed the Trust decided to opt for a more 
realistic target.  Mr Lake also raised the query if the Trust is comfortable, despite 
only achieving the 62% compliance rate ,if the target is moved to 90%.   Mrs 
McNair confirmed approval has been given for recruitment of a Nurse Falls 
Facilitator Trainer who will help train staff based within the clinical areas as well 
as help with the NHS Falls Collaborative which will hopefully see an increase in 
mandatory training figures.  
 
In relation to the CTNST incentive, Mr Patton asked how confident we are in 
achieving it and what the incentive is worth for the Trust.  Following a 
comprehensive report and achievement of the action plan for year 1, Mrs Moore 
confirmed plans are in place with the CBUs to ensure this will be achieved and a 
fortnightly meeting to discuss in detail the various stages has been implemented.  
Mr Thickett confirmed the value for this year is extremely substantial at £450,000. 
 
In preparation for the Extra-ordinary Board Meeting in May, Mr Lake suggested if 
any updates are required for the 2018/19 Quality Report, for this to be circulated 
to all Board Members prior to the meeting which will provide an opportunity to 
review and provide feedback prior to the meeting.    
 
The Board noted and received the report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
RM 

19/87 CHAIRS LOG EXECUTIVE TEAM 
 
Dr Jenkins drew the following items to the attention of Board:- 
 
On Monday 29 April 2019 the Trust held the Medway project launch event which 
he said was well attended. The aim of this event was to provide information to 
staff on the implementation of the project, meeting people who will be using the 
system and fitting the right people into the right roles required to build the system 
ensuring it is right for everyone.   
 
The partnership celebrations for the newly qualified Nursing Associates took place 
on Wednesday 1 May with colleagues from Rotherham, SWYPFT and Primary 
Care in attendance.  Dr Jenkins together with  Mr Lake and Mrs McNair welcomed 
and congratulated the April 2017 cohort of Nursing Associates.  There were a 
total of 9 trainees, 8 of which have completed the course.  The Nursing 
Associates  that qualified at the Hospital are working on Ward 18 (Respiratory) 
and Wards 33/34 (Trauma and Orthopaedics).  
 
The Board noted and received the report. 
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19/88 TO RECEIVE THE MORTALITY REPORT 
 
Dr Enright presented the mortality report with the following areas being 
highlighted:- 
 
Crude Mortality – latest analysed figures to the end of March 2019 showed 
mortality rate at 20.03 for the month with a year to date figure  of 23.40.   
 
SHMI – This includes all in hospital deaths and deaths 30 days after discharge, 
the latest available data is from Quarter 2 (July – September 2018) which was 
reported at 103.  Dr Enright informed confirmation had been received yesterday 
that the latest figure is 101, unfortunately this new data was too late to included 
within the report.  For assurance, Barnsley was noted to be within the target set 
by NHS Digital (lower 89, upper 113). 
 
HSMR – The 12 month rolling HSMR data up to January 2019 is 102.12.  When 
risk adjusted using the HSMR methodology there were 980 observed deaths and 
960 expected deaths which is noted to be a decrease on last months figures. 
 
Disease Specific mortality – AKI continues to improve recorded at 71.75, sepsis 
remains on the higher side at 115.72.  The sepsis task and finish group continue 
to be make improvements in the early identification and management of sepsis 
with work focussed on a number of areas.  The main issue is thought to be 
around coding and it was confirmed a deep dive exercise has commenced to look 
into the sequencing of coding.   
 
Learning from deaths -   This is a rolling 6 month period from 1 October 2018 – 
31 March 2019 noting the assessment of care rated as excellent care/above 
expected at 4.55% and good care/as expected at 77.27%.    
 
Medical Examiner Role – The Medical Examiner Role, as previously discussed, 
is a national expected requirement noting the Trust are well placed to deliver the 
service in 2019/20.  Executive approval was given in March 2019 for the proposal 
of a Medical Examiner’s office within Barnsley with the recruitment of a Lead 
Medical Examiner and Medical Examiner Officer noted to be the key priorities.   
The post has been advertised and recruitment will hopefully be completed by the 
end of May 2019.    
 
Mr Lake thanked Dr Enright for the detailed report and in particular noted the 
progress on the weekend HSMR results noting they appear  reassuring to the 
Trust.  
 In discussion, Mr Mapstone asked if the Trust is confident HSMR is a coding 
issue or are there any other explanations.  Dr Enright believes this is a coding 
issue and confirmed a vast amount of work is currently being undertaken with the 
coders to provide more detailed information noting the quality of care is measured 
by the CQUIN targets.  It was mentioned not many Trusts regionally/nationally 
achieve the 100% screening target of receiving antibiotics within the hour, which 
requires further work within the Trust.  Part of the on going work at the moment 
within the Trust is to look into a number of patients coded as having sepsis who 
do not have positive blood culture and early indication has revealed this to be 
reported in up to 10% of patients. 
 
Mr Patton was pleased to see the positive figures for SHMI within the report 
noting the improvements that are being made have been reflected in the figures.  
Mr Patton asked if the new Medical Examiner Role within the Trust would cause a 
duplication of work and confirmation was given this is national requirement for the 
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Trust and once the team are fully established the initial screening assessment will 
be undertaken causing no duplication.  Discussions were also held in relation to 
the funding of this role, highlighting the cremation fees do not fully subsidise the 
entire cost of the Medical Examiner role.  The funding was confirmed to consist of 
payment from the cremation funds in combination with central government 
funding, discussions around the funding element are still on going.  Once the 
shortfall is known this will be re-discussed at the Executive Team Meeting. 
 
Mr Mapstone stated following recent challenges with the screening for learning 
from deaths, asked if the rate was where the Trust would like it to be stating he 
was surprised to see a target of 80% and asked if 100% compliance is not 
achievable.  Confirmation was given that this is the Trust’s own target which is 
based on a number of factors involved and improvements are constantly being 
made which is evidenced within the figures.    
 
Mrs Moore raised a query with regards to the mortality statistics for Sepsis and 
HSMR asking if the Trust are assured risk factors are flagged up appropriately, 
particularly in relation to respiratory disease.  Dr Enright confirmed the data 
generally relates to HSMR nationally and therefore is not, in particular, related to 
sepsis, the figures were to highlight a higher risk.  Discussions have been held 
between Dr Jenkins and Dr Enright relating to patients with AKI and sepsis, 
commenting pneumonia has previously been an issue which has subsequently 
been looked into. Once this is complete other disease processes,  such as 
Respiratory, can be looked further into.  
 
Mrs Firth commented that she had observed the policy in action on a number of 
occasions which was positive and enquired as to whether enough was being done 
to raise awareness with the public regarding recognising the signs and action 
required.  Confirmation was given that the process of screening for sepsis is 
excellent within the Trust via the relevant communication channels.  Mrs Parkes 
confirmed the Communication Team can help in promoting the work around 
sepsis ensuring the public are fully aware.  It was suggested a feature could be 
published within the Barnsley Chronicle and posters could be designed to be 
displayed around the Hospital  promoting the work in relation to Sepsis.  
 
The Board noted and received the report.  

19/89 QUARTERLY REVIEW OF THE BOARD ASSURANCE FRAMEWORK 2019/20 
 
Mr Haynes, Interim Trust Secretary, presented the quarterly review of the Board 
Assurance Framework noting the monthly review at the Trust Governance 
Committees and regular update by each Executive Director.  The changes in the 
quarter were highlighted within the report noting no new risks had been included. 
 
Discussions were held in relation to the reduction of risk 2185.  Mr Kirton 
confirmed this relates to leadership and governance within paediatric services and 
gave assurance there is a clear structure in place.  It was noted meetings have 
taken place with the teams and although the risk is still there, significant 
improvement have been made to elevate the risk.  
 
The Board noted and received the report. 

 

19/90 QUARTERLY REVIEW OF THE CORPORATE RISK REGISTER 2019/20 
 
Mr Haynes, Interim Trust Secretary presented the quarterly review of the 
Corporate Risk Register highlighting the high and extreme risks. The risks closed 
and reduced during the quarter and further mitigations on the register were 
requested to ensure they reflect the current position.   Discussions were held 
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relating to:- 
 
• Risk 2033 current rating of 15 - Following a recent appointment of a project 

manager within Pathology it was noted the risk will remain the same until the 
new equipment is in place.  Assurance was given this will be reflected and 
reduced next month on the risk register. 

 
• Risk 2130 current rating 15 – Inability to recruit paediatric nurses into 

vacancies on ward 37.  Mrs McNair confirmed a paper will be presented to 
the Executive Team meeting within a few week to discuss skill mixing, 
defining roles within Paediatrics and to agree a staffing model moving 
forward.  Dr Jenkins confirmed the risk has been slightly overrated however 
following review this will be reduced. 

 
• 2121 current rating 16 – Brexit.  Mr Kirton confirmed Brexit contingency 

planning arrangements are still in place following the extension until 31 
October increases the likelihood of a deal.  The risk will be reduced however 
this was noted to still be a possibility. 

 
The Board noted and received the report.  

19/91 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 nominations were noted to still be on the 
low side due to the recent Heart Award nominations.   The winners of each award 
category were:- 
 
• Ann Downing – Individual Brilliant Award  
• Fracture Clinic and Plaster Room – Team Brilliant Award  
• Keelie Walker – Public Brilliant Award   
 
The Heart Awards are taking place on Friday 24 May 2019 where 297 tickets 
have been sold.  Funds have been raised through various sponsors to cover the 
event and any profit made will be donated to the Hospital Charity.    
 
The Board noted and received the report. 

 

19/92 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 April:- 
 
Finance 
 
• The year end position is £9.9m deficit to a plan of £8.8m due to an 

impairment charge of £2.48m.  Position against control target is £1.398k 
favourable to plan.  In addition, Mr Thickett mentioned notification had been 
received of additional provider sustainability funds from the central team 
confirming an extra £5.4m would be allocated to the Trust.  Following this 
the year end position would be recorded as £4.64m deficit to plan.  This is 
subject to the sign off for the final accounts by the auditors but it was 
believed no issues have been identified.  

• The cost improvement programme delivered £993k against a plan of £962k, 
ahead of plan by £31k. 

• Final savings were £9.994k against a plan of £8,500k, year to date positive 
variance of £1.494k.  An analysis will be undertaken to highlight where 
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money has been reduced which will be discussed in further detailed at the 
Finance and Performance Committee.   

 
Performance  
 
• The 4 hour emergency access was successfully achieved recorded at 96% 

for March however unfortunately only just missed the 95% target for 2018/19 
at 94.6% 

• The Trust continues to perform well in terms of RTT which shows delivery at 
95.59% despite on going challenges within Orthopaedics and Dermatology.   

• Cancer performance as at February shows overall compliance except 38 day 
inter provider transfers, noting the Trust is the best performing Trust 
nationally. 

• The Trust are predicting to achieve target for March with April also looking 
extremely positive.  May was noted to be challenging however this is 
currently being addressed and hopefully will be back on track by June.    

• 62 day cancer target is predicted to fail however mitigating changes have 
been put in place. 

 
People  
 
• Sickness has reduced this month to 4.63% with a cumulative figure of 4.29%. 
• Mandatory training is recorded at 90.3% and staff appraisals at 89.9%. 
• Following a detailed discussion in F &P regarding People, it was confirmed 

Mr Ned will present a quarterly update at the next meeting. 
 
ICT 
 
• The committee received the usual updates from an ICT perspective including 

e-prescribing, VitalPAC and Crash Bleeps.  It had been agreed going 
forward, a separate governance report providing an update on Medway 
System C would be reported as a separate item.  

 
Mr Patton confirmed the strategy delivery report will be discussed in the private 
board.  The Chair requested that all sub committees reporting into F & P 
undertook their annual committee effectiveness reviews which will be tabled at the 
next meeting.  Following discussion it was agreed for the Audit review to be 
presented after the annual audit meeting which is being held towards the end of 
May. 
 
Mr Lake remarked how encouraging it is for the Trust in terms of performance and 
thanked Mr Patton for the detailed report, commenting work on the Staff Survey 
will be fed into the Board Work Shop. 
 
Mrs Firth asked if the Trust has any control in terms of reallocating the additional 
funding for spend, hopefully a sensible blend will be given which will illustrate how 
the funds are to be allocated. 
 
Mrs Moore emphasised the highest category of sickness within the Trust remains 
to be stress, anxiety and depression and asked if there is any evidence based 
opinions which suggests what the Trust can  further do to address these issues.  
Various health and well being fairs have taken place for staff to attend as well as 
the Schwartz rounds with some success , however as yet, no assurance is 
available to ensure proactive interactions are fully in place.  Due to Mr Ned’s 
recent appointment at the Trust it was confirmed hopefully this information should 
be available within a few months and explained this will identify ways to support 
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staff as well as looking at facilities which Occupational Health can offer.  Dr 
Jenkins confirmed support is available via Vivup which offers a counselling 
service as well as the occupational health department also having practitioners on 
site who have vast amounts of mental health expertise.  Further discussions over 
the coming months between Dr Jenkins and Mr Ned will be arranged to discuss 
these issues in further detail. 
 
Mr Lake confirmed he attended the Health and Wellbeing Subgroup where there 
is a strategic plan for the organisation, hopefully some of  the benefits will start to 
be seen shortly within the Trust.    
 
The Board noted and received the report.  

19/93 CHAIR’S LOG AUDIT COMMITTEE 
 
Mr Mapstone as Chair of the Audit Committee presented the chair’s log providing 
an update following the meeting held on 25 April 2019:- 
 
• The committee noted and approved the draft annual governance statement. 
• NHS England has issued new guidance on how to manage conflicts of 

interest.  It was noted the Trust has good processes in place for the register 
of interest for the Directors however further work needs to be addressed for 
“decision making” staff which includes the consultant body, senior managers. 
Mr Haynes confirmed the annual reporting manual requires the Trust to 
indicate key decision makers and to declare register of interests and assured 
the Board invites will be sent out for staff to declare any interests they have.  
Mr Patton confirmed this has been created within BFS which lists members of 
staff who have the ability to recruit and procure within BFS.  Mr Haynes will 
request a copy of this from the Managing Director of BFS.  

• 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.  

• The external audit preparations of the Trust’s public financial disclosure 
statements are noted to be progressing well. 

• Three internal audit reports have been issued all of which provide significant 
assurance on the effectiveness of internal controls. 

• The internal audit and counter fraud plans for 2019/20 were approved noting 
the eLearning compliance is currently 63%. 

  
In regards to the limited assurance papers, Mr Lake asked if the committee were 
happy that the appropriate mechanisms are in place.  It was confirmed the new 
electronic tracker system is working extremely well, noting assurance has been 
presented to the Executive Team.    
 
Mr Mapstone commented the internal auditors are comfortable with the level of 
support within the Hospital from the Executive Members commenting it is 
extremely pleasing to see the level of engagement within the Trust.     
 
The Board noted and received the report.  

 
 
 
 
 
 
 
 
KH 
 
KH 

19/94 INTEGRATED PERFORMANCE REPORT (IPR Month 12) 
 
Mr Kirton, Chief Delivery Officer presented the IPR report for March 2019, in 
particular drawing attention to:- 
 
Performance  

 
• 4 hour performance within the Emergency Department remains strong at 
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96%, despite narrowly failing the standard 95% target for the year ended 
March 2019 at 94.6%. 

• 18 weeks referral to treatment (RTT) incomplete position is reported at 
95.59% with an anticipated year end of 95%.  On going challenges remain 
within Trauma and Orthopaedics however recovery plans are in place. 

• Cancer – the validated position for February 2019 shows the overall trust 
compliance across all KPIs except 38 day inter provider transfers.  
Improvements have been seen with 2 week access, 62 day treatment, 62 
day screening and breast symptomatic access. 

• Diagnostic waits remain compliant with no issues to address. 
 
Mr Patton remarked how encouraging it is to see the ambulance hand over rate 
reducing following the previous months data and asked how the Trust make use 
of the data as currently this isn’t discussed in the Quality & Governance or 
Finance & Performance Committees.  Mr Kirton commented this is good 
background information for the Governors Committees and is extremely helpful 
when engaging with all clinical teams and how it is impacted on their work.  This 
information will also help when the plans commence for winter planning this 
year ,in terms of the work load on staff.  Dr Jenkins confirmed the Trust has 
entered into the second partnership agreement with the University of Lancashire 
which is extremely positive.  
 
Mr Lake praised the excellence performance the Trust has achieved in the 
Emergency Department noting very few Trust’s nationally have managed to 
achieve this.  In terms of transfer of care it was noted assurance has not been 
given with the narrative within report. Mr Kirton has agreed to discuss this in a 
forthcoming Quality and Governance Committee to provide further insight into 
ways of working with all teams to ensure a smooth patient journey. 
 
Following the recent incidents relating to the drains back up  and electricity outage 
within the Trust, Mrs Moore asked what impact, good or bad, this had on 
performance. Unfortunately adverse problems can arise from time to time which 
can not be planned, however, Mr Kirton informed all teams involved were 
remarkable on the day.  Cancellations  did occur on the day as it was deemed not 
safe to practice with certain operations, however all patients whose treatment had 
to be cancelled have receive an apology letter and assurance was given that all 
are tracked at an individual level.  
 
 Quality  
 
• 72 inpatient falls had been reported for March, none of which resulted in 

moderate harm or greater. 
• 19 repeat falls had been reported, following investigation of these it has been 

identified an increase in falls were seen on the Short Stay Unit and the Acute 
Stroke Unit as compared to previous months.   

• Six medication incidents had been reported, 5 of which resulted in low harm 
and one is currently under review.    

• 27 new complaints had been received bringing the year to date total to 293, 
which is an increase on the previous figures, which were predominantly 
related to clinical care and treatment.  100% of cases were closed within the 
agreed timeframe and the year end position is 93%.  74% of claims were 
upheld or partly upheld and it was noted 211 concerns/general enquiries had 
been received.  

 
The increase in falls was discussed and Mr Lake asked if a similar level is likely to 
be seen moving forward.  Mrs McNair confirmed plans have been implemented 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
BK 
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within the work place which will be evident in the April IPR to reduce the level of 
harm.  It was also asked if there was any reason why the year to date forecast 
was so high on the quality performance score card.  This was noted to be the 
forecast for the year and.  Following a conversation it was agreed to change the 
heading to read year end forecast which Mr Kirton will change.  
 
People  
 
• Sickness has reduced to 4.63% this month which includes 2.68% long term 

sickness. This was noted to be higher than in the same month in 2018.     
National data to December 2018 shows a national target average of 4.4% 
and it was suggested that the Trust sets a reasonable aspirational target.  
Work in this area will continue alongside implementation of the new sickness 
absence reduction action plan which continues to be monitored monthly at 
the People and Engagement Group. 

• Mandatory training is recorded at 90.3% which is above the 90% compliance 
target which was noted to be an excellent achievement for the Trust.  Staff 
appraisal rate is 89.9%.  Appraisals are on going within the Trust from 1 April 
– 30 June 2019, it is therefore anticipated this figure will increase following 
the appraisal season.  

 
Following discussions it was highlighted the sickness action plan requires further 
work to focus on the process as opposed to the outcome.  Mr Ned confirmed he 
will be working on the action plan and a further detailed discussion will be held at 
the Finance and Performance Committee in due course.    
 
The staff  turnover rates were noted to be consistent for a few years but reduced 
significantly in 2019 and it was  queried if there was any specific reason to cause 
this change.  This will be looked into to see if any specific reasons can be 
identified and reported back through F&P committee.  
 
The Board noted and received the report. 

 
 
BK 
 
 
 
 
 
 
 
 
 
 
 
 
SN 
 

19/95 REVIEW THE QUARTLEY REPORT ON THE TRUST’S OBJECTIVES 
 
Mr Kirton presented the progress of the Trust’s Objectives for quarter 4, 2018/19.  
Overall the Trust has progressed with the objectives outlined under the strategic 
aims in equal balance there were some challenges and risks but mitigation plans 
have been implemented wherever possible.  Following approval of the Trust 
objectives for 2019/20 at Trust Board in March, these were launched in April 2019 
which will be reported and monitored throughout the year.    
 
Mr Lake requested as part of the publication channels for the Governors to be 
given a copy of the new objectives.  Mr Kirton informed this will be re-iterated 
through the forthcoming Council of Governors’ Meeting. 
 
Mr Patton suggested it would be helpful to hold a session on Estates Strategy at  
a future Board Workshop  to provide an update to new members in terms of the 
capital projects that are being planned within the Trust.  Confirmation was given 
that a list will be presented through the Quality and Governance Committee as 
previously requested.  
 
Discussions were held in relation to the Frailty Unit and it was agreed by all 
members it would be useful for a presentation to be presented to Board and to 
CoG.  Mr Haynes will make the necessary arrangements in terms of this.  
  
The Board noted and received the report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
KH 
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19/96 REPORT OF THE CHAIRMAN 
 
The Chairman’s report provided a brief summary of recent meetings and visits 
that have recently been held on behalf of the Trust.    
 
Mr Lake noted he was delighted to attend the partnership celebrations for the 
newly qualified Nursing Associates on 1 May 2019 where he presented the 8 
trainees with a certificate and a pen in recognition of their achievement. 
 
The Board received and noted the report. 

 

19/97 REPORT OF THE CHIEF EXECUTIVE  
 
Dr Jenkins report provided a brief summary of recent meetings and events that 
have recently been undertaken on behalf of the Trust.  Dr Jenkins mentioned he 
would be interested to receive feedback from colleagues around table to clarify 
what information they would like including within the Chief Executive Report.  
 
The Board received and noted the report.  

 
 
 
All 

19/98 INTELLEGENCE REPORT 
 
Ms Parkes presented the monthly intelligence report which was received and 
reviewed. In discussion:- 
 
• It was noted the NHS choices feedback has decreased this month noting no 

negative feedback has been received.  Two examples of positive feedback 
were provided in relation to General Medicine and the Emergency 
Department. 

• Mr Mapstone queried the 1983 Mental Health Act assessment time informing 
the Act as amended by the 2017 Police and Crime Act states that an 
assessment has to be completed within 24 hours of admission, if not, this is a 
breach of human rights, unless the individual is detained under another part 
of the Act..   Ms Parkes confirmed this will addressed and clarity will be 
provided at the next board meeting in June. 

• Ms McNair informed the publication and reporting of the nurse staffing fill 
rates continue within the Trust however this may change due to the recent 
changes being implemented by NHS Choices & MyNHS website.  

 
The Board noted and received the report. 

 
 
 
 
 
 
 
 
EP 

19/99 QUARTLEY COMMUNICATIONS REPORT 
 
The quartley communications report was presented by Ms Parkes.  Formal 
congratulations were given to Katie Hyde who recently won the Apprentice of the 
Year Award in the National NHS Unsung Heroes Award.  Katie is currently 
working within the Communications Team at the Trust as a permanent member of 
staff.  The following highlights were discussed within the report:-  
 
Internal Communications/Staff Engagement - Planning has commenced for the 
annual flu campaign with a new national target of vaccinating 80% of staff.  The 
communications team continue to develop the Hospital Hub which is continuously 
expanding.  A dedicated area of the hub is also being developed which will 
provide support for the launch of the Medway Project.   
 
External Communications/Events - Positive media coverage was noted for the 
quarter in particular to articles about the Birthing Centre, front page coverage 
about the “ward wedding” at the Hospital for a cancer patient and the excellent 
performance within ED.  A donation of £15,000 was gratefully received from 
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Dickie Bird to the Tiny Hearts campaign which also gained positive media 
coverage.  Social media has noticed a positive increase month on month for 
Twitter and Facebook and it was noted the “ward wedding” had 161,397 views, 
generating 634 comments. 
 
Barnsley Hospital Charity - Work has commenced to develop the role of the 
volunteers to provide support to charity where an initial group of five have recently 
been recruited, four of which are also Trust Volunteers, including a Governor.   On 
3 May, the Trust are hosting a Tour de Barnsley Hospital which will see members 
of the Board competing against each other on stationary bikes. 
 
Following discussion Mr Lake congratulated the Communications Team for the 
positive coverage within the media as well as receiving donations of Easter Eggs 
which greatly benefited the Children’s Ward, Outpatients, Accident and 
Emergency and the Community Teams.   Mr Lake asked if there was anything 
that the Trust could do to raise the profile of only achieving 75% for the flu target. 
Ms Parkes confirmed preparations have commenced earlier than last year in a bid 
to achieve the new  higher percentage rate for 2019/2020.   
 
The QUIT programme will be launched within the Trust on 31 May 2019 which is 
the World No Tobacco Day. Ms Parkes will look into various ways for the Trust to 
try and achieve extended coverage of this event and will provide feedback once 
available. 
 

19/100 ANY OTHER BUSINESS 
 
Mr Lake opened the meeting for questions from the observers/members of the 
public who were in attendance at the meeting today.  
 
Mr Higgins mentioned the work CCG are currently undertaking in relation to 
mental health looking at early intervention and prevention, asking if the Trust had 
seen any benefits within the Emergency Department.  Dr Jenkins informed as yet 
no benefits have been seen within Trust.  There has been a 15% increase in 
activity this year within ED following which the Trust will be doing a detailed deep 
dive into the data looking at different types of admissions, age groups, gender etc.   
Mrs McNair also informed there is a High Intensity User Group for frequent 
attenders of ED where all regular attenders are discussed frequently to try and 
prevent further attendances.  
 
Mr Mapstone informed due to the changes in the Mental Health Act in 2017, EDs 
can sometimes become a default place of safety for people detained by the 
police. He asked if SWYFT, the mental health services provider, had enough 
facilities to look after people with mental health problems who are detained under 
s135 and s136 of the Act. Mr Kirton said that as far as he was aware this was not 
a particular problem in Barnsley but agreed to monitor the use of ED facilities by 
people detained under the Act. 
 
 
Mrs Moody was pleased to see more time given on the Finance and Performance 
agenda for the People discussion.   Following the links the Communication 
Department have with the Barnsley Chronicle, Mrs Moody asked if this extended 
to the supplements within the chronicle, mentioning a particular article within the 
recent edition.   Dr Jenkins informed the particular article was brought to his 
attention by a Partner Governor from the CCG and confirmed a response of 
acknowledgement will be sent to the Chronicle detailing areas the Trust can 
improve in terms of discharge arrangements for patients.  Reference was also 
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made to the amount of work currently on going within the Pharmacy Department 
in particular the development of Protrack, the ward having the facility to 
electronically send the prescription to pharmacy.    
 
Mrs Parkes confirmed there is a positive relationship with the local 
newspaper ,informing when a negative comment has been received then the 
Trust are made aware of it . However for a column article, there isn’t the 
automatic right to reply.   
 
Mr Conway asked if the Trust are back on track following cancelled operations 
due to the winter period and is it possible, for the performance of each department 
to be listed individually.  Mr Kirton confirmed the only specialty not on track at the 
moment is Orthopaedics where significant work is being undertaken and 
assurance was given will be on track by the end of May.  Of note, all cancelled 
operations are prioritised on a clinical need.  The overall performance figures are 
noted within the report and specific specialities are observed, noting a vast 
amount of work has been undertaken to improve the pathway for hip fractures, 
non elective emergency surgery and to reduce the length of stay for patients.   Mr 
Lake highlighted that the Trust have the relevant teams in place to report on 
individual specialty performance.  It was suggested information relating to the key 
areas where the most improvement has been seen within the Trust could be 
made available for the public view.  This was agreed to be included as a feature 
within the next edition of the Hospital.  Newsletter 
 
Mr Dobell requested, if all possible, a list of dates for the Schwartz rounds which it 
was agreed to be circulated. Action Lindsay Watson 
 
Mr Lake thanked members, attendees and observers for attending the Board 
meeting today which was formally closed at this point.  
 

19/101 DATE AND TIME OF NEXT MEETING 
The next meeting of the Trust Board is scheduled for Thursday 6 June 2019 at 
9.00 am to be held in the Lecture Theatre, BHNFT. 

 

 



  
REPORT TO THE  
BOARD OF DIRECTORS 

REF: BoD 19/06/06/04 

SUBJECT: BOARD ACTION LOG 

DATE: 6 JUNE 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 

 
 



 

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  

Subject: Board Action Log Ref: BoD 19/06/06/04 
 
 
ACTIONS ON AGENDA: Table 1   
Minute 

ref 
Meeting 

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

19/86 05.05.19 Chairs log Q & G 

Quartley reports for 2018/19 
to be circulated to board 

members in preparation for 
the EBM in May. 

RM     

19/93 05.05.19 Chairs log Audit 
Committee 

Declaration of Interests to be 
circulated to staff. 

 
 A copy of the BFS scheduled 
to be obtained for information. 

KH 
 
 

KH 

    

19/94 05.05.19 IPR  

Emergency Department 
performance to be discussed 

in Q & G to provide further 
insight into ways of working 
with the teams to ensure a 

smooth patient journey 
 

Forecast heading to be re-
worded on the Performance 

Score Card. 

BK 
 
 
 
 
 
 
 

BK 

    

19/95 05.05.19 QuarterlyReport on the 
Trust Objectives 

Presentation on the Frailty 
Unit to be presented to Board KH     

19/97 05.05.19 Report of the Chief 
Executive 

Feedback from colleagues on 
content to be included within 

the report 
All     

19/98 05.05.19 Intelligence report 

Clarification to be sought on 
the Mental Health Act 

assessment time, update to 
be provided at the next board 

meeting 

EP     

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



 

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  

 
 

 

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 
nonmedical 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    

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

ref 
Meeting 

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

         

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  

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.  

 
 
 



 

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  

 
 

 

 
 
 
 
 
 

 

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 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 19/06/06/06 
SUBJECT: QUALITY AND GOVERNANCE ASSURANCE REPORT 

DATE: 6 June 2019  

PURPOSE: 
 Tick as 

applicable   Tick as 
applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Ros Moore, Committee Chair 
SPONSORED BY: Ros Moore, Non Executive Director/Committee Chair 
PRESENTED BY: Ros Moore, Non Executive Director/Committee Chair 
STRATEGIC CONTEXT 

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

EXECUTIVE SUMMARY 

This report provides information to assist the Board on obtaining assurance about the quality of care 
and rigour of governance. From the Q&G Committee Meeting on the 29th May 2019, the following 
issues were addressed and flagged for assurance: 

• Presentation on the new enhanced care policy (see log) with illustrative patient story  
• Regular review of the Board Assurance Framework and Corporate Risk Register. 
• Regular review of Mortality including the outcomes of SJRs, internal exploration of the accelerating 

Sepsis HSMR figure and the External Auditors view on SHMI. 
• Review of quality issues in the Integrated Performance Report; The increase in attendance in ED 

over the period was noted as was the improved FFT score in the Emergency Department. It was 
also noted that whilst data on falls and pressure ulcers continues to be collected, the 2019/20 
Quality Indicators have only just been set. Updated figures will therefore appear in the IPR from 
May onwards. 

• Update on CBU performance reports including the monthly update to Q&G (a matter delegated to 
Q&G by the Board) on progress towards resolving a number of cultural, governance issues and 
ongoing staffing issues in paediatrics. The committee noted ongoing work on recruitment and 
staffing models, the strengthening of clinical and nursing leadership. Assurance was obtained that 
there no evidence of deterioration in care and quality as a result of these issues. 

• Close scrutiny of the six monthly Thematic Review of Serious Incidents. This included an update 
on the work taking place to reduce falls.   

• The committee noted the Outcomes of the National Emergency Laparotomy Audit (NELA) and 
National Audit Care at the End of Life via the Clinical Effectiveness Group. The NELA suggested 
that whilst we met the requirements of the best Practice Tariff, our morality was higher than 
expected. NACEL showed the trust scoring above the national average for all expect one standard 
– the recognition of dying patients.  

•  Review of the Learning from Experience (Q4) including overview of the Annual Complaints Report 
and National Survey on ED 

• Six monthly report from legal services  
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• Six-monthly report on Nursing and Midwifery Establishment and of the NHSI Medical Staff 
Safeguarding report (on log)  

• Update on the CNST Incentive Scheme Programme and progress on the ATAIN, and CNST 
Standard Action Plans. A new action plan for Workforce was presented. meeting the CNST 
standard. Assurance was obtained that the programme was on track for submission by the 15th 
August 2018  

• Receipt of the Annual Safeguarding Report  
• Update on implementation of the clinical strategy, review of Quality Indicators 2018/19 and 

proposals for 19/20. Of notes is the shift away from a HSMR target of 100 to a more sensitive 
indicator of staying within control limits. 
 

RECOMMENDATION(S) 

The Board is asked to receive and review the attached Log. 
Approve the new policy on ‘Enhanced Care’ 
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Subject: QUALITY AND GOVERNANCE ASSURANCE REPORT Ref: BoD 19/06/06/06 
 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
 
Committee / Group:  Quality and Governance Committee (Q&G) Date: 29th May 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.  

Presentation 
and Patient 
Safety & Harm 
Group (PSHG) 
and Policy f for 
Approval  

Enhanced Care Policy  
 
A new Enhanced Care Policy was presented.  The policy supports a shift 
towards a systematic approach to the risk assessment and subsequent 
management of people, who as a result of cognitive impairment or MH 
problems, present a risk to self or others. It promotes a more 
individualised approach to care with proactive activity and interventions 
used appropriately to avoid restraint and close observation. The policy 
was approved subject to minor modifications.  
 
Director of Nursing & Quality and Medical Director 
 

Board of Directors  For approval  

2.  
Integrated 
performance 
Report (IPR) 

Key points from the Month 1 IPR included: 
 

• A new SI concerning Fracture NoF following an inpatient fall  
Four serious incidents reported in month including an intrauterine 
death and two falls causing harm (January and February)   

 
• 19 new complaints with 100% closed within the required timeframe 

or with agreed extension. Of those closed in March 73% were 
upheld or partially upheld. Learning has been shared or escalated 

 
• Sickness overall had decreased slightly. Short term sickness had 

reduced whilst Long Term Sickness increased. Assurance sought 
that turnover was within national benchmarks and that compliance 
with mandatory training had been sustained. Appraisals for 
2019/20 had commenced.  
 

Chief Delivery Officer  
 

Board of Directors For assurance  
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Ref Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation / Assurance/ 
mandate to receiving body 

3 
Patient Safety & 
Harm Group 
(PSHG) 

Six Monthly Thematic Review Serious incidents (SI’s) (October 2018-
March 2019) 
 

• There had been one Never Event – a wrong site block for pain 
relief preoperatively.  

 
• Of the 32 SI’s reported in this period 5 were hospital acquired 

pressure ulcers which ae dealt with in a dedicated forum.  
 

• Four SI’s resulted from slips trips of falls. Themes had been 
identified by the Director of Nursing and assurance given that 
action was in place to address the findings. This included a new 
Multi-disciplinary approach to assessment, roll out of Interactional 
Rounding and Improvements in handovers. The committee 
confirmed that the target for falls training for 2019/20 would be 
90%. There was a decrease in the number of SI’s relating to 
diagnosis which might be partially attributed to the implementation 
of ICE Filing and associated escalation policy.   

 
Director of Nursing & Quality and Medical Director 

Boards of Directors   

4 
Clinical 
Effectiveness 
Group (CEG) 

Mortality Report  
The data errors highlighted in the external audit of SHMI have been 
reviewed. Apart from the case where a live person was reported as dead, 
the issues were procedural. However, the cases  had highlighted areas of 
practice for improvement. Q&G recommend that a re-audit of SHMI data 
takes place in 6 months’ time.  
Lead Officer:  Medical Director 

Board of Directors For assurance and referral to 
Audit  
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Ref Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation / Assurance/ 
mandate to receiving body 

5 
Clinical 
Effectiveness 
Group (CEG) 

Mortality Report  
Outcomes of the ‘deep dive’ into Sepsis HSMR were presented. Given 
that we are compliant with the CQUIN for sepsis, the increase is thought 
to be primarily related to increased reporting and inconsistent or 
inappropriate coding practices. A range of initiatives to address these 
issues were in train. However, the Board should be aware that as a result 
of increased reporting the annual rebase of HSMR may see a further rise. 
Close scrutiny by Q&G will continue to ensure good care and 
management is sustained  
Lead Officer:  Medical Director  

Board of Directors For assurance and information 

6 
Patient 
Experience 
Group  

Learning from Experience Report and Annual Complaints Report 
 
The committee received the quarter 4 report. Of note was the continued 
improvement in response and closure of complaints, learning from 
complaints and continuation of assurance reviews which monitor impact. 
The annual report on complaints report was presented. The inpatient 
survey indicated continued issues with discharge and a QI programme 
has been initiated. This will report back through PEG to Q&G  

Board of Directors For assurance and information 

7 Workforce  

Nursing and Midwifery Monthly Staffing, Six-month Establishment 
Review Medical Staffing Safeguards Report  
The monthly report format had shifted from a ‘unit by unit’ narrative to a 
risk based approach. There were no areas flagging red and only a few 
ambers all of which are known by senior staff who confirmed that actions 
were in place to address gaps. Fill rates were good. Establishment 
reviews had taken place using validated tools. However it was noted that 
whilst establishments were found to be adequate, this is not the same as 
staffing levels which are affected by maternity leave and sickness. The 
medical report indicated whilst we are generally well-etablished and an 
attractive employer, there are continuing gaps in stroke and elderly 
medinicne, ophthalmology and radiology. Mitigation was in place.  
Lead Officer:  Director of Nursing & Quality and Medical Director  

Board of Directors For assurance  

8.  
Annual 
Safeguarding 
Report  

Annual Safeguarding Report 
The annual safeguarding report was received.  
Lead Officer:  Director of Nursing & Quality 

 For assurance  
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1.0 INTRODUCTION 

 
Barnsley Hospital NHS Foundation Trust is committed to ensuring high standards 
and safe care for all patients, staff and relatives. We will ensure the safety and dignity 
of patients and the safety of staff are priorities when anticipating or managing 
potentially violent and aggressive situations (NICE 2015).  

 
The Trust uses Enhanced Care to achieve some of these aims. Enhanced Care 
systematically risk assesses a patient’s physical and psychological needs. Enhanced 
Care risk assessment is undertaken on any adult in patient that triggers from the 
initial risk screening. Assessments are particularly salient for patients who have been 
assessed as being potentially at risk of harm to themselves or others. The outcome 
of the risk assessment identifies the additional levels of observation, supervision and 
interventions a patient may require. The level of supervision a patient requires will be 
reviewed at least every 12 hours, on transfer to another ward  or sooner if the patient 
needs change.  

 
2.0 PURPOSE 

 
The Enhanced Care policy provides a systematic process to risk assess individual 
patient’s physical and psychological well-being. It then identities the additional 
supervision and support patients may require to keep them safe. The aim is to ensure 
that patients are cared for in a safe and dignified environment pertinent to their 
needs. This Policy standardises the delivery of Enhanced Care to ensure that 
patients are cared for in a safe environment. Through identifying that patients have 
the correct level of support for their needs the policy aims to ensure that staff, 
relatives, carers and visitors can work and visit in a safe environment. 

 
3.0 SCOPE OF THE POLICY 

 
This Policy is for all Trust staff that are assessing, supporting or caring for patients 
who require Enhanced Care. There may also be occasions when patient risk 
assessments indicate the requirement of additional staff to keep patients safe. These 
staff must be made aware of their role in the context of Enhanced Care.   
  

4.0 DEFINITIONS 
 
Enhanced Care is an integral part of a therapeutic care plan, to ensure the sensitive 
monitoring of the patient’s behaviour and mental state. It helps to identify factors that 
may escalate or reduce behaviours that challenge. Enhanced Care focuses on using 
the least restrictive means to maintain safety. The process of Enhanced Care 
ensures that there is a system of monitoring in place applicable to patients’ needs 
and responsive to alterations in risk, and must be both safe and supportive. 
Enhanced Care aims to augment the patient’s safety and where required that of 
carers, visitors and staff. 

 
For many patients Enhanced Care is often only required for a temporary period. 
Irrespective of the cause, they require safe, compassion, understanding and 
appropriate treatment. Patients must be engaged in a positive therapeutic 
relationship with staff, both during and after this increased period of need. Levels of 
observation may have an impact on standard staffing and skill mix numbers and will 
require extra controls, reporting and additional staffing.   
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5.0 PROCEDURE TO BE FOLLOWED 
 

5.1 Aims and Process for Enhanced Care 
 

1.  To provide guidance on the risk assessment processes and subsequent 
management and provision of Enhanced Care to patients based on their 
individual needs. 

2.  To enable the identification of the appropriate level of supervision and the 
type of worker required to deliver Enhanced Care. 

3.  To provide a resource to support activity intervention related to Enhanced 
Care. 

 
5.2 Background 
The Trust is committed to improving standards of care by delivery of a service that is 
of the highest quality possible. This includes ensuring there is a system of monitoring 
in place applicable to patients’ needs and responsive to alterations in risk. This Policy 
supports ward staff in ensuring that patients requiring Enhanced Care have the 
appropriate level of care, supervision and observation available to them, provided by 
a suitable grade of staff with the right knowledge and skills to competently care for 
and or supervise the patient(s). 
 
Enhanced Care should never interfere or compromise any planned treatment or 
therapy for a patient. 

 
5.3 Common Reasons Why Patients Need Enhanced Care. 
 

• High risk of falls  
• Pulling at lines or tubes that may result in significant harm. 
• Confusion and distress. 
• Attempts or intention to self-harm. 

 
5.4 Impact of Enhanced Care 
Enhanced Care can be a form of restraint, which can impact on human rights, privacy 
and dignity of a person. The Mental Capacity Act (2005) states that whether or not 
the person is resisting, if their freedom of movement is being restricted (such as 
during enhanced care) then they are being restrained. The key purpose of Enhanced 
Care is to ensure safety and positive engagements during a temporary period of 
distress when the patient’s presentation may risk harm to themselves or others.  

 
NICE (2015) guidance is clear that patients should consent to, and be involved ‘in all 
decisions about their care and treatment, and (healthcare providers) develop care 
and risk management plans jointly with them. If a patient is unable or unwilling to 
participate, offer them the opportunity to review and revise the plans as soon as they 
are able or willing and, if they agree, involve their carer’ (NICE 2015 section 1.1.6).  
Consent and patient (and/or relative and carer) involvement will be documented in 
the Enhanced Care Risk Assessment tool (appendix 1). Use of Enhanced Care 
Procedure ensures that interventions are proportionate to an assessed risk of harm 
whilst maximising the dignity and rights of the patient. 

 
 5.5 Mental Health Act (MHA) 

Patients who are or may need to be subject to MHA Section may require a 
supervision and care from a mental health worker if deemed to be high risk. This 
should be assessed on a case by case basis and the assessment of risk should be 
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made in conjunction with the Mental Health Liaison Team. For further information, 
see the Trust’s Policy for detaining and caring for patients under MHA. 

 
5.6 Mental Capacity Act (MCA) 
If a patient is assessed to be lacking capacity to make a decision about treatment, 
they can be treated in their best interests under the MCA. 
 
Patients can be stopped from leaving the ward against medical advice and a staff 
member can be assigned to support the patient, if on balance it is in their best 
interests. 
 
The use of medium and high risk Enhanced Care could be considered a form of 
restraint, and when used for patients who lack capacity the level of observation 
should be documented as being the least restrictive, and used only for the time 
period necessary. Enhanced Care can be provided under the MCA for those who 
lack capacity for short term only. If it is felt that the Enhanced Care will have to 
continue for a prolonged period i.e. more than 24 hours, an application for 
Deprivation of Liberties Safeguards (DOLS) will need to be considered. Staff should 
seek advice from the Adult Safeguarding Team. 

 
5.7 Deprivation of Liberties Safeguards (DOLS) 
When patients have been requiring Enhanced Care for a prolonged time, (i.e. for 
more than 24 hours) or it has been for a shorter period but they are strongly 
objecting, it is necessary to apply for an urgent DOLS authorisation by fully 
completing the DoLS application form. Staff should refer to the Trusts procedure for 
making a Deprivation of Liberty Authorisation. Further information can be gained 
through contacting the Adult Safeguarding Team. 

 
5.8 Identification of risk and the required level of supervision 
Risk Assessment 
Patients are identified as being potentially in need of Enhanced Care through 
professional judgment for example during the “Safety Huddle”. If a patient is 
assessed as not requiring Enhanced Care, they will be reassessed for triggers 
through reassessment of the patient’s needs if their condition or location changes. 

 
A risk assessment is undertaken by the Registered Nurse using the Enhanced Care 
Risk Assessment tool (appendix 1). The tool will guide the Registered Nurse to 
assess the level of risk that the patient has to potential harm and will direct them to 
describing the level of supervision that the patient needs.  
 
 If this support cannot be deployed through normal ward allocation of staff and there 
is a requirement for additional staff this must be discussed with the Lead Nurse and 
the 212 bleep holder or the Site Matron (SM) (out of hours).  The 212 bleep holder or 
SM will then confirm the assessment of risk and level of supervision and will source 
staff either from substantive staff or approve shifts to be filled via temporary staffing 
processes. i.e. NHS Professionals. Consideration will be made for the use of 
volunteers were appropriate. 
 
The 212 bleep holder/SM will consider the allocation of the Rapid Response Nursing 
Team and will allocate this resource depending on level of risk. 
 
When there are deficits in staffing capacity required according to the assessment of 
risk and accurate identification of the level of risk, this must be escalated to 
Matron/Deputy Associate Director of Nursing or Site Matron out of hours and a Datix 
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completed. Consideration will be made to utilising staff from wards and other clinical 
areas following review of staff and risks across the Trust. 

 
All patients who are having Enhanced Care either 1 to 1 or cohort, will require 
reassessing every 12 hours for this requirement or earlier if the patient’s condition 
dictates or their location changes. 

 
5.9 Level of Support 
The Registered Nurse must determine the level of support and supervision a patient 
may require by completing the Enhanced Care Risk Assessment Tool and 
appropriate care planning documentation.  

 
Type of enhanced care 

Risk Category 
Risk Triggers 

Low Risk 
Intermittent observation 

Patient identified as being: 
• At risk of falls getting up unaided 
• Mild confusion calling out 
• Occasional  restlessness 
• Occasional episodes of agitation, or 

attempting to leave clinical area 

Medium Risk 
Constant observation (within 

eye sight) 

Patient identified as being: 
• At risk of falls; history of falls/patient is 

compulsive 
• Confused and wandering 
• Episodes of agitation, or attempts to 

leave clinical area 
•  Agitation/Anxiety 
• Impaired cognition/reduced insight 

High Risk 
Enhanced observation (arm’s 

length) 

Patient identified as being: 
• Confused & wandering presenting risks 

to self and others (patients/staff) 
• Violent behaviour & aggression to 

others and self. Risk of absconding 
• Expressing intent or recently attempted 

self-harm/suicidal ideation. Has become 
withdrawn/uncommunicative 

 
There may be patients who require assessment for their psychological needs (in 
addition to physiological assessment) to ensure they receive the most appropriate 
level of enhanced care. This assessment and referral to appropriate teams and 
services should be done on an individual basis. The Mental Health Liaison Team 
must be contacted for advice and guidance. 

 
Assessments must be undertaken on existing patients (who may have deteriorated 
psychologically and are a risk to themselves or others) or newly admitted patients 
who present with mental health concerns.  
 

 
The Registered Nurse must ensure that the ward team are aware of the level of 
support required. It is recognised that undertaking 1:1 supervision requires significant 
attention and concentration. Ward teams should provide workers undertaking 
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supervision with opportunities for rest periods from 1:1 supervision every 2 hours 
whilst ensuring that the person requiring 1:1 supervision is supervised at all times.   

 
5.10 Low Risk (Green): Intermittent observation 
This means that the patient must be observed at specific intervals agreed by the 
Nurse-in-Charge and where possible agreed in collaboration with the patient/carers 
/family as appropriate. This level of support is indicated where the assessed risk is 
higher than normal ward observation (but there is not an acute or overt risk of harm 
to self or others) and the patient is deemed safe between checks or has capacity to 
summon support where necessary. 
It is anticipated that low risk will only be used for a limited period of time. The 
timeframes decided by the team must be specified and clearly recorded, as well as 
realistic and achievable for the staff involved.  

 
5.11 Medium Risk (Amber) : Constant observation (to be within eye sight) 
The patient must be visible and under constant, uninterrupted supervision of the 
observer. Within line of sight should place staff close enough to respond immediately 
should an incident occur or be likely to occur. There may be occasions for some 
degree of privacy (e.g. use of bathroom/toilet/when visitors present). 
 
A regular summary of the patient’s condition, care and treatment must be entered on 
the Enhanced Care Activity Log ( appendix 2). This must include changes in mental 
health, physical, psychological and social behaviour, pertinent development and 
significant events. This level may include cohorting patients to provide efficient but 
effective observation and supervision. Social inclusion is an essential part of this 
observation. The staff member who is delivering cohort observation should facilitate 
conversation and activity within the group wherever possible. 
 
Environmental factors should be considered to maintain patient safety, (e.g. including 
removing equipment/instruments that may be used to cause harm to self or others, 
positioning of furniture to reduce falls, consideration of noise/lighting levels). 

 
5.12 High Risk (Red): Enhanced observation (at arm’s length) 
The patient must be subject to close proximity, constant, uninterrupted observation. 
Actual distance or proximity must be determined by an assessment of the patient’s 
condition. There may be occasions when patients who have acute mental health 
problems or maybe at risk of harm to themselves or others are assessed as requiring 
constant uninterrupted supervision (24 hours a day). This may include the need for 
keeping bathroom and lavatory doors ajar or unlocked to allow for constant 
uninterrupted supervision when they are used. In these circumstances the gender of 
the supervising personnel must be reviewed to ensure they are appropriate for the 
patient. Registered staff must ensure that they clearly handover and document 
assessed risks and appropriate actions to supervising personnel. This will include if 
bathroom/lavatory doors are to be kept unlocked or if patients are to be accompanied 
at all times. Following further patient assessment, the patient may be allowed some 
degree of privacy (e.g. use of bathroom/lavatory), though this must be clearly stated 
in the care plan. This level of Enhanced Care is one to one care. 

 
5.13 Identification of Appropriate Worker to Deliver Enhanced Care 
The risk assessment and patients’ physical and or mental health needs will be an 
indicator of the type of workers and the skill set required to provide appropriate level 
of enhanced care. 
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5.14 Registered Nurse (RN) 
The role of the RN whilst providing Enhanced Care is to keep the patient safe from 
harm and to identify any deterioration in the patient’s condition. The RN will be 
responsible for monitoring the physical health of the patient, ensuring good hydration 
and nutrition, observing for symptoms of delirium and adapting nursing care as 
required. The RN will maintain the safety of the patient during their shift and escalate 
any concerns to the nurse in charge and the medical team.  

 
The allocated nurse undertaking the Enhanced Care risk assessment must ensure 
that all important/appropriate information is communicated to all staff members 
coming onto shift at handover. This ensures that the patients receive the care that 
they require and that all relevant care plans are included. 

 
It is the Lead Nurse’s responsibility to ensure that their staff are made aware of the 
trust procedure for Enhanced Care. That these processes are included as part of 
induction of all staff that may be involved in care of patients. They will ensure that all 
staff members understand what is required to undertake and facilitate Enhanced 
Care assessments.  

 
5.15 Unregistered care staff  
Unregistered care staff would be required to care for physically unwell patients or 
dependent patients that are: 
 

• At risk of falls  
• Requiring personal care 

 
The role of the unregistered care staff whilst providing enhancing care is to keep the 
patient safe from harm. They will be expected to provide personal and physical care 
to the patient within their competence. They will be responsible for undertaking 
physical observations, ensuring good hydration and nutrition, observing for 
symptoms of delirium and recording and reporting to supervisory registered nursing 
staff. The unregistered care staff will maintain the safety of the patient during their 
shift and escalate any concerns to the registered nurse allocated to the patient. 

 
5.16 Shift Management 
All staff looking after a patient who is receiving enhanced care must receive a 
handover which will summarise the patient’s needs and safety requirements for that 
shift. This should be given by either the nurse in charge or the Registered Nurse 
looking after the patient. It is not appropriate for unregistered staff to provide this 
handover information. Where external staff (bank/agency) are used to provide 
enhanced care, the handover from the nurse in charge should include an outline of 
the expectations of that member of staff. They should be should referred to the 
‘Enhanced Care Activity Log’ which suggests some interactive activities that the 
worker can undertake to provide therapeutic enhanced care during the supervision. 

 
The worker will complete the activity log noting the effect of the intervention on the 
patient as this will support further activity planning. If the worker looking after the 
patient has any concerns with regards the patient or their ability to provide Enhanced 
Care they must escalate this to the nurse in charge. If a worker is providing 
Enhanced Care to a cohorted group of patients, they must not leave the bay without 
being relieved by another staff member who must remain in that bay until they 
themselves are relieved. 
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All clinical staff regardless of grade and including students and trainees that are 
coming onto shift into a ward or department have a responsibility to ensure they are 
aware of enhanced care and what it means for the patients they are allocated to care 
for. 

 
5.17 Reviewing Patient’s Level of Risk 
All patients who are having Enhanced Care either 1 to 1 or cohort, will require 
reassessing at a minimum every 12 hours or earlier if the patient’s condition or 
location changes. Where it is assessed that a patient requires continuation of the 
enhanced care which cannot be met out of the normal ward allocation, the 
requirement must be re-confirmed with the 212 bleep holder or the Site Matron who 
will either source staff from elsewhere or approve external temporary staffing 
resources. Block booking of bank/agency staff should be avoided unless prior 
approval is provided by the Matron for the ward. Should a patient be assessed as no 
longer requiring enhanced care and staffing has been sourced from outside the 
normal ward allocation, the 212 bleep holder or SM must be informed to allow 
resources to be redeployed appropriately. 

 
Matrons/SM will be required to visit the wards within their clinical areas once a shift to 
discuss the wards Enhanced Care requirements. Where Matrons, 212 bleep holders 
/SM are unable to secure the correct worker to provide supervision for a patient, a 
review of the risk will be undertaken. If there are still concerns about the availability of 
staff this will escalated to the responsible Associate Director of Nursing/ Bronze on 
call out of hours. A Datix will be completed. There will be a review of the demand for 
Enhanced Care across the Trust in order to understand, prioritise and manage the 
demand for Enhanced Care. 
 
It is expected that many patients who receive appropriate therapeutic interaction in 
the day time will achieve a sleep/wake cycle and therefore may not require one to 
one Enhanced Care at night.  

 
5.18 Incidents whilst Executing Duties  
Despite all interventions there is the potential that patient accidents and/or incidents 
may occur. All incidents should be reported on Datix with relevant staff writing 
statements if indicated.   
 

6.0 REFERENCES 
 
National Institute for Clinical Excellence (NG10) (2015) Violence and aggression: 
Short term management in mental health, health and community settings NICE 
 
Associated policies 
Proactive and Positive Care- The Restraint of Adult Patients Policy 
Safeguarding Adult Policy 
Deprivation of Liberty Policy 
Falls Policy 
Violence and Aggression Policy 
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Monitoring and Audit 
 
See procedure monitoring table 
 
Minimum 
requirement to 
be monitored 

Process for 
monitoring 

Responsible 
person/group/committee 

Frequency  
of 
monitoring 

Responsible 
person/group/committee 
for review of results 

Responsible  
person/group 
committee 
for 
development 
of action 
plan 

Responsible 
person/group/committee 
for monitoring action 
plan 

Every patient 
that requires 
Enhanced Care 
has a accurate 
risk 
assessment 
undertaken 

 Audit Lead Nurses Bi annual Patient Safety and Harm 
Group 

Matrons/ 
Deputy 
Associate 
Director of 
Nursing   

Patient Safety and Harm 
Group 

Enhanced  
Care risk are 
included in 
handover/safety 
huddles  

Audit Lead Nurses Bi annual Patient Safety and Harm 
Group 

Matrons/ 
Deputy 
Associate 
Director of 
Nursing   

Patient Safety and Harm 
Group 

Where patients 
require the 
support of 
additional staff 
this is  reviwed 
and counter 
signed by a 
Matron/ Deputy 
Associate 
Director of 
Nursing/Site 
Matron 

Audit Matron/Deputy Associate 
Director of Nursing/Site 
Matron 

Bi annual Patient Safety and Harm 
Group 

Matrons/ 
Deputy 
Associate 
Director of 
Nursing   

Patient Safety and Harm 
Group 
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7.0 APPENDICES  

 
• Enhanced Care Risk Assessment Tool 
• Enhanced Care Activity Log 
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NHS  
or apply patient addressograph sticker 

Patient Name: ...................................................  DOB: ........................................................ 

UNIT NO …………………………………………………  Ward: …………………………………………………… 

Do you know the person you are caring for?  
Know the person you are caring for, knowing their likes and dislikes, occupation and interests will help you to care for the person 
during your time with them. 
 
You must get hand over from the registered nurse responsible for the persons care when starting each shift. This should include 
a brief history of reason for admission, recent behaviours and the level of supervision required. Please also ensure you read the 
recent activity logs and update this during your shift. 
 
If the person has an ‘All About Me’ document please read it. If one is not available please ask the ward team if this can be done 
with relatives and carers. 
 
Enhanced care should support the patient whilst keeping them safe 
 
Please see interventions below as examples of activities to consider during you time with the person you are caring for. If at any 
time during the shift you are concerned for yourself, the other patients, staff or the person you are caring for please alert the 
nurse in charge immediately. 

 

 

 

Interventions to consider during your shift. 
 Cognitive/Social 
 

Read a newspaper, book, magazine 
individually or together. 
Complete a puzzle - crossword, word 
search etc. 
Jigsaw 
Photographs & Albums 
Playing cards 

 

Chatting about families, holidays, current 
affairs, relevant television/movies. 
Consider patient interaction and sitting at a 
table, having cup of tea/meals together. 
Consider putting relevant TV or radio. 
Consider if person likes quiz shows or soap 
operas. 

 

Hygiene/Physical 
Activity (Personal 
cares not to be 
undertaken by 
bedwatch security) 

 

Encourage person to shower, assist where Always consider persons medical condition 
necessary. and level of mobility. Discuss with 
Changing clothes. physiotherapist where appropriate. 
Brushing teeth in the morning and before Walk around the ward. 
bed. Sitting in the chair. 
Washing Hands before meals. Making patient own bed together where 
Brushing hair. able. 
Assisting with shaving. Clean and tidy patients bed area together 
Ask patient if they need the toilet before where able. 
and after meals. 

 

Rest/Calm 
 

Rest is important for recuperation but Listening to music. 
should not happen all day. Make use of day/quite room. 

Have a cup of tea together in quiet area. 
Twiddle mitts. 

Calling for help 
 

Nearby staff Nurse in charge Security  
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Activity  

 

 
  

 

How does 
persons mood 
to  
( eg. 

 

If there are 
changes to 
please  

 

Sign, print 
time, date 

 
 

 
 

    

 
 

    

 
 

    

Night  
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Night  
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time, date 
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If there are 
changes to 
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Sign, print 
time, date 
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Evaluation 
Please record any changes in behaviour, language, demeanour that you have noticed during your shift.  
note any interventions that the patient enjoyed/disliked participating in or things that improved or appeared 
agitate the patient.  This information will be used by other staff providing Enhanced Care so we can adopt 
individual supportive approach to each of our patients.  Please feedback any concerns you may have to the 
in charge of the shift. Date, sign and print your name for each  
 

 

at  
 

Evaluation Su y 
 

Date & Sign 
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Evaluation (continued) 

Please record any changes in behaviour, language, demeanour that you have noticed during your shift.  
note any interventions that the patient enjoyed/disliked participating in or things that improved or appeared 
agitate the patient.  This information will be used by other staff providing Enhanced Care so we can adopt 
individual supportive approach to each of our patients.  Please feedback any concerns you may have to the 
in charge of the shift. When you have completed the form  date, sign and print your name for each  

   

at  
 

Evaluation Su y 
 

Date & Sign 
 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

 



 

 

Ward to review individual patient needs. 
 

Circle 
 

Sign and Print name 

After completing the risk assessment is enhanced care still 
required? 

 
Yes 

 
No 

 

Are other patients within the clinical area receiving enhanced 
care? 

 
Yes 

 
No 

 

           

 

 

Enhanced Care 
Risk 
Assessment Tool 

ENHANCED CARE RISK ASSESSMENT                                                    

 
 
 
 
 

The Leeds 
Teaching   

NHS Trust  
Patient Name: ....................................................................................  DOB: .......................................................................... 

UNIT NUMBER ..................................................  Ward: ............................................................................... 

Enhanced Care Risk Assessment Tool 
Complete this risk assessment to identify the level of risk and recommended actions for patients identified as requiring 
Enhanced Care.  
Additional staffing must be authorised by Lead Nurse, Matron, or Site Matron out of hours. 
Patients receiving enhanced care should be reassessed every 12 hours or earlier if their condition dictates and on transfer to 
another ward.  The risk assessment outcome should be documented on the evaluation of risk of document. Associated care 
plans must be identified, completed and evaluated. The nurse in charge should ensure an accurate handover is given to the 
person delivering enhanced care, who must understand what is required of them. 
 Staff delivering enhanced care must be rotated every 2 hours. 

 
Level of Enhanced Care- Risk Assessment for ADULT Inpatient Areas 

 

IMMEDIATE ACTIONS TO ASSESS AND REDUCE RISK- Please tick YES, NO or N/A 
 

Immediate Actions 
 

YES 
 

NO 
 

N/A 
 

Subsequent Actions: 

 
Has a Medical/medication review been undertaken within last 
12 hours? 

    
If NO - request review . consider delirium and treat 
underlying cause 

Consider unmet needs e.g. toileting, pain. Have these been 
addressed?  

 

   If NO - make appropriate assessment, complete 
associated care and actions. obtain baseline 
information from family/carers 

  
Have environmental concerns been considered or addressed? 
If necessary remove any equipment/belongings that may 
cause harm 

    
If NO - reduce environmental stimuli- noise etc. 
Ensure equipment that may cause harm as 
been removed. 
 Consider moving patient  to more observable 
position 

 
 
Does the patient have a DOLS in place or require a Mental 
Health Assessment? 

    

If NO - consider appropriateness of DOLS assessment 
if enhanced care is planned to be prolonged. Risk 
assess and complete and relevant Deprivation of 
Liberties documentation. Ensure DOLS care plan is 
used. 
If there are mental health concerns, ensure referral is 
made to Mental Health Liaison Team.  
 

Has interaction chart been commenced?    If NO- commence interaction chart 

 
Can the patient’s care be safely maintained within the usual 
staffing levels? 

   If NO – complete the risk assessment tool and 
follow the  Policy  for Enhanced  Care 

The rationale for the use of enhanced care has been explained to the Patient Relative Carer  

 
 

Assessor Print Name: ................................................................  Designation: .............................................................................. 

Sign: ..........................................................................................  Date: ......................................................................................... 



  
 

NHS Trust  
 

 
 

Categories  of enhanced care: Follow the actions of the highest risk category applicable to the patient 

LOW Intermittent observation - commence interaction chart 

MEDIUM Within eyesight - staff should be close enough to respond if there is an incident - cohort 

HIGH Within arm’s length- close proximity, constant uninterrupted supervision - 1:1 

Please review if enhanced care is required for a day shift only or both day and night shift 
 

Shift Is enhanced care required: If YES indicate risk level: 

DAY YES  /  NO  

  
Risk/Reason 

(Review risk level 12 hourly, on 
transfer  or if any clinical or 

cognitive changes) 

 
 

 
Recommended level of Enhanced Care: 

Professional/clinical judgment must also be used Date 

Time 

 

Date 

Time 

 

Date 

Time 

 

Date 

Time 

 

Date 

Time 

 

 
LO

W
 R

IS
K

 

 
At risk of falls and getting up unaided 

     Manage with current ward establishment. 
Ensure patient has had relevant nursing risk 

assessments (Falls Prevention, bed rail 
assessment) 

Commence interaction chart- one hourly 
Use of assisted technology (e.g. falls alarms) 
Ensure risk is discussed at handover and safety huddles 

Follow Falls Prevention Policy 

 
Calling out & disturbing other patients 

     

 
Mild confusion, sometimes restless and agitated 

     

 
M

ED
IU

M
 R

IS
K

  
High falls risk      Manage with current ward establishment, may need 

additional support. 
Follow as for Green plus 

Use strategies to minimise risk 
Cohort patients where possible /safe 
Commence interaction chart half hourly 
Follow Enhanced Care Policy 

 
Confused, wondering and/or at risk of absconding.      

 
Risk of pulling out any indwelling devices      
Agitation/Anxiety Impaired cognition/reduced 
insight 

     

 
H

IG
H

 R
IS

K
 

 
Confused & wandering presenting risks to self 
and others (patients/staff) 

     Follow as for Green and Amber plus 

 
Constant therapeutic one to one supervision 
 

Ensure activity record completed 
 

Remove objects  where possible which may cause harm 

  

Consider Refer rail to Mental Liaison Team/consider Mental 
Health Act assessment 

 

Consider urgent DOLS application 

 

Involve family and carers as appropriate 

 

Consider cohort nursing if safe and appropriate 

 

Complete Datix 

 

Review staffing requirements 

 

Review bed rail assessment 
 
Review possible cause and contributory factors for 
behaviour 
 
Consider location of patient  
 
 

Violent behavior & aggression to others and self. 
Immediate risk to self/harm to others. Substantial 

& immediate risk of absconding 

     

Expressing intent or recently attempted to self- 

harm/suicidal ideation. Has become withdrawn/ 

uncommunicative 

     

Under mental health section      



 

NIGHT YES  /  NO  
Summary of Assessment: 

 

Level of 
enhanced 
care required 
(Low, 
medium, high) 

Staffing: ward 
team, cohort 
or 1:1 

Escalation of staffing 
requirements to Lead 
Nurse, 212 bleep 
holder  Matron Site 
matron ( out of hours) 

Discussed with patient and 
family and documented in 
notes 

Date/ Signature/Print/ Designation 

     
     
     
     
     
     

 
 
 
 

  
EVALUATION of RISK (every 12 hours as a minimum, or if patients condition or location changes). 

 
Date 

 
Time 

 
Is Enhanced Care still 
required? 

 
If Yes indicate Risk Level 
required 

 
If variation from the initial plan for enhanced care 
discuss with nurse in charge and document reason 
for change on the evaluation form. 

 
 

 
Sign 
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Equality Impact Analysis  

Template 
 

INITIAL ASSESSMENT STAGE 1 (part 1) 
 

Department: Trust Wide 
 
 

Division: Corporate 

Title of Person(s) 
completing this form: 

Deputy Associate 
Director of Nursing 

New or Existing 
Policy/Service 

NEW 

Title of 
Policy/Service/Strategy 
being assessed: 

Enhanced Care Implementation 
Date: 

June 2019 

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

This Policy standardises the delivery of Enhanced Care to ensure 
that patients are cared for in a safe environment. Through identifying 
that patients have the correct level of support for their needs the 
policy aims to ensure that staff, relatives, carers and visitors can 
work and visit in a safe environment. 

 
 

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

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

Patients √  
Carers √  
Public   
Staff √  

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

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

Public   
Staff √  
   

What consultation 
method(s) did you use? 

Face to face consultation at Patient Safety and Harm Committee and  
Advancing Pratice Group 

 
DATA COLLECTION AND CONSULTATION 
 
1a In relation to this service/policy/procedure – Do you currently record/have any of the 
following patient data? 

Protected Characteristic Indicate yes or No If Yes – State where Recorded 
Age NO  
Sex NO  
Ethnicity NO  
Religion or Belief NO  
Disability NO  
Sexual Orientation NO  
Gender Re-assignment NO  
Marriage & Civil Partnership NO  
Pregnancy & Maternity NO  
Carer Status NO  

Please indicate Yes or No 
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Equality Impact Assessment Stage 1 PART 2 
What does this data tell you about each of the above protected characteristics? Are 
there any trends/inequalities?  
 

This Policy is to be used by all Trust staff, inclusive of all of the protected characteristics. There 
are no inequalities within the policy.  

 

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

 
Learning from patient safety incidets and Serious Incident Route Cause Analysis. 
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Equality Impact Assessment Stage 1 PART 3 

ACCESS TO SERVICES 

What are your standard methods of communication with service users? 

Please tick as appropriate. 

Communication Methods Yes No 
Face to Face Verbal Communication √  
Telephone √  
Printed Information (E.g. leaflets/posters) √  
Written Correspondence √  
E-mail √  
Other (Please specify)   
 

If you provide written correspondence is a statement included at the bottom of the 
letter acknowledging that other formats can be made available on request? 

Please tick as appropriate. 

Yes No 
√  
 

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

Interpreter & Translation Services Yes No 
Telephone Interpreters (Other Languages) √  
Face to Face Interpreters (Other Languages) √  
British Sign Language Interpreters √  
Information/Letters translated into audio/braille/larger print/other 
languages? 

√  

 

ACCESS 

Please tick as appropriate 

Is the building where the service is located wheelchair accessible? Yes No 
Does the reception area have a hearing loop system? √  
Does the building where the service is located have a unisex wheelchair 
accessible ‘disabled toilet? 

√  

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

√  

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

√  

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

√  
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EQUALITY IMPACT ASSESSMENT – STAGE 1 (PART 4) 

Protected 
Characteristic 

Positive 
Impact 

 
 

High 
Low 

None 

Negative 
Impact 

 
 

High 
Low 

None 

Reason/comments for positive 
Impact 

 
 

Why it could benefit any/all of the 
protected characteristics 

Reason/Comments for Negative 
Impact 

 
Why it could disadvantage 

any/all of the protected 
characteristics 

Resource 
Implication 

 
Yes / No 

Men  
high 

 

none All inpatients are to be 
assessed and managed 
according to the policy in the 
same way. There is no 
differentiation for any protected  

 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Women  
high 

 

none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
 

 

Younger 
People (17 – 

25) and 
Children 

high none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
 

 

Older people 
(60+) 

 
high 

 
 

none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
 

 

Race or 
Ethnicity 

 
high 

 
 

none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
 

 

Learning 
Disabilities 

 
high 

 
 

none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
 

 

Hearing 
impairment 

 
high 

 
 

none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
 

 

Visual 
impairment 

 
high 

 
 

none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
 

 

Physical 
Disability 

 
high 

 
 

none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
 

 

Mental Health 
Need 

 
high 

 
 

none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
 

 

Gay/Lesbian/Bi
sexual 

 
high 

 
 

none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
 

 

Trans  
high 

 
 

none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
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Faith Groups 
(please specify) 

 
high 

 
 

none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
 

 

Marriage & 
Civil 

Partnership 

 
high 

 
 

none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
 

 

Pregnancy & 
Maternity 

 
 

high 
 

none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
 

 

Carer Status  
 

high 
 

none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
 

 

Other Group 
(please specify) 

 
high 

 

none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
 

 

Applies to ALL 
Groups 

 
high 

 

none All inpatients are to be assessed 
and managed according to the 
policy in the same way. There is 
no differentiation for any protected  
 

 

 
INITIAL ASSESSMENT (PART 5) 

 
Have you identified any issues that you consider could have an adverse (negative) 
impact on people from the following protected groups? 
 
IF ‘NO IMPACT’ IS IDENTIFIED Action: No further documentation is required. 
 
IF ‘HIGH YES IMPACT’ IS IDENTIFIED Action: Full Equality Impact Assessment 
Stage 2 Form must be completed. 
 
 
 
 
(a) In relation to each group, are there any areas where you are unsure about the 
impact and more information is needed? 

 
 
 
 
 
 
 

(b) How are you going to gather this information? 
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(c) Following completion of the Stage 1 Assessment, is Stage 2 (a Full Assessment) 
necessary? NO 
 
 
Assessment Completed By:G.Pepper Date Completed: …24.5.2019…..….…… 
 
Line Manager ……Diane Edwards     Date…24.5.2019………………………….. 
 
Head of Department …Diane Edwards     Date…24.5.2019 
 
 
When is the next review? Please note review should be immediately on any  
amendments to your policy/procedure/strategy/service. 
1 Year √ 2 year 3Year 
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STAGE 2 – FULL ASSESSMENT & IMPROVEMENT PLAN 
MUST be completed if any negative issues have been identified at stage 1 

Protected 
Characteristic 

What adverse 
(negative) 
impacts were 
identified in 
Stage 1 and 
which groups 
were affected? 

What changes or actions 
do you recommend to 
improve the service to 
eradicate or minimise the 
negative impacts on the 
specific groups identified? 

Lead Time-scale 

Men 
Younger People (17-25) 
and Children 
 
Older People (50+) 
Race or Ethnicity 
 
Learning Disability 
 
Hearing Impairment 
 
Visual Impairment 
 
Physical Disability 
 
Mental Health Need 
 
Gay/Lesbian/Bisexual 
Transgender 
 
Faith Groups (please 
specify) 
 
Marriage & Civil 
Partnership 
 
Pregnancy & Maternity 
 
Carers 
 
Other Group (please specify) 
 
Applies to ALL Groups 

    

How will actions and proposals be 
monitored to ensure their success? 
Which Committee will you report to? (i.e. 
Divisional DQEC / Governance Meeting). 

 

Who will be responsible for monitoring 
these actions? 

 
 
 
 
 

 

Title of Service/Policy being assessed:  
 

Assessment Date:  
 

Is the service/policy aimed at a specific 
group of users? 
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Appendix 2 
 
Glossary of Terms used within Policy 
List all terms used within the policy and provide a summary of what the term means 
 

 
Maintain a record of the documents history or reviews and key changes made, including 
versions and dates) 

 
Appendix (must always be the last appendix) 
Version Date Comments Author 
1 3/7/15 Discussion at the Infection 

Prevention & Control Group 
A Example 

2 6/8/15 Amendments made and 
reviewed at Infection Prevention 
& Control Group. 
Policy approved by Group 

A Example 

 
Review Process Prior to Ratification: 
 
Name of Group/Department/Committee Date 
Infection Prevention & Control Group 06/08/15 
Quality & Governance Committee 30/12/15 

 
 
 
 
 



  

REPORT TO THE BOARD OF DIRECTORS REF: BoD/19/06/06/08 
SUBJECT: MEDICAL DIRECTOR’S QUARTERLY REPORT 

DATE: 6 June (May 2019 Q1: 2019/20) 

PURPOSE: 

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Andrew Wiles - Business Manager 
Dr Simon Enright - Medical Director 

SPONSORED BY: Dr Simon Enright - Medical Director 

PRESENTED BY: Dr Simon Enright - Medical Director 
STRATEGIC CONTEXT  

To provide an overview on a number of the Medical Director’s activities and to record particular 
events, meetings or publications that the Medical Director would like to bring to the Board of 
Directors’ attention. 

EXECUTIVE SUMMARY  
This report provides an update on the following key issues within the Medical Director’s portfolio:   
• Patient Safety 
• Clinical Audit, NICE and NCEPOD 
• Medical Education  
• Research and Development 
• Medical Appraisal  
• Key Projects 
 
(Medical Staffing and Mortality are discussed in detail in their own reports to Trust Board and 
Quality and Governance)  
 
The Directorate has continued to develop its people and processes over the last three to four 
months.  A number of key staff changes and developments are detailed in the paper. There have 
been a number of successes within all teams.  A number of the Projects that the Directorate is 
leading on are now coming to a conclusion, in particular the ICE Filing and D1 projects.  We 
continue to lead on a number of new developments including Clinical Guidelines/Policies and 
Junior Doctor induction.  The Directorate is developing a clear work plan and expects significant 
improvements in all the areas described over the next year. 
 
RECOMMENDATION(S)  

The Board of Directors is asked to receive, review and note the attached report. 

 
 



 
Subject: MEDICAL DIRECTOR’S QUARTERLY REPORT Ref: BoD/19/06/06/08 

 
1. INTRODUCTION 
1.1 Strategic Context  

1.1.1 To provide a brief overview on the different areas and activities within the Medical 
Director’s remit and to record particular events, meetings or publications that the 
Medical Director would like to bring to the Board of Directors attention. 

 
1.2 Team 

1.2.1 The Medical Directorate Team has continued to develop and diversify.  As 
reported in the last update we are due to make a number of appointments to the 
Medical Education Team commensurate with the increased workload in this 
department.  We have concluded the consultation and are about to embark on a 
recruitment campaign to appoint to the new posts agreed as part of the restructure.  

1.2.2 In conjunction with the IT department we have appointed Dr Dominic Bullas to 
EPR Clinical Lead and CCIO.  Dr Bullas was the current CCIO, however the duties 
of this role have been extended to cover the implementation of the new Electronic 
Patient Record (EPR).  The post was advertised and appointed to in April 2019.  
Dr Bullas will lead the implementation of the new system. 

1.2.3 As described in the last report to Board, Professor Suzanne Mason has now joined 
the Trust.  As Co-Director of Research and Development (R&D) she will lead the 
team during a period of significant growth in the work of this team.  Further 
information on this appointment is provided later on in this paper. 

1.2.4 A number of appointments have been made to lead roles within the Patient Safety 
team as detailed below. 

 
2. PATIENT SAFETY AND QUALITY IMPROVEMENT 
2.1 Team 

2.1.1 A Sepsis Clinical Lead was appointed in May 2019, Dr James Griffiths and is 
taking forward the work to continue reporting on sepsis as part of the standard 
national contract. 

2.1.2 The Lead Medical examiner was appointed in May 2019 and will set up the 
Medical Examiner Office with support from the patient safety team.  

2.1.3 The Medical examiner Officer post is due for advertisement in June 2019, Dr Julian 
Humphrey. 

 
2.2 Work Streams 

2.2.1 Work plans for the team are in place and are aligned to the Trust’s governance 
structure. To date there are over 20 work streams identified for the team including: 
• Quality Improvement Hub/Network 
• AHSN Innovation Strategy (draft proposal) 
• Patient safety alerts 
• Patient safety assurance reviews 
• Vital PAC 
• Sepsis Screening 
• Sepsis antibiotic within an hour 
• Sepsis dashboard 
• Missed medicines 
• Mortality 
• Medical Examiner’s Office 
• Learning from deaths   
• Medical device e-competency recording 
• Medical device training needs analysis for ESR 
• Local safety standards for invasive procedures (LocSSIPs), 



• Safety huddles,  
• Quality improvement training,  
• Human factors  
• Resuscitation training 
• Re design of the clinical cardiac arrest trolleys  
• DNACPR audit  
 

2.3 Key Priorities:  
2.3.1 Clinical Conditions & Avoidable Harms: Sepsis, Acute Kidney Injury (AKI) and VTE 

are complex clinical conditions that can lead to life threatening status and the team 
are keen to maintain improvements.  

2.3.2 Q4 Sepsis CQUIN results has shown improvements which the team aim to build 
on for: 
• Compliance of 100% for screening  
• Antibiotic administration within the hour to 90%  
• 93% of cases reviewed also had a clinical antibiotic review between 24 – 72 

 hours 
2.3.3 Care Flow alerting: Following the success of AKI alerting which is now switched on 

in VitalPAC, the team are trialling Careflow alerting for the Sepsis 6 bundle in ED, 
AMU and the ART.  

2.3.4 Quality Improvement (QI): The Team are seeking to move forward to developing a 
more strategic approach to quality improvement that will complement the existing 
quality strategy, with the aim of developing this further in one combined Quality 
Governance & Quality Improvement strategy document in 2020.  The current 
model for improvement focuses on building capacity through training in QI 
methodology.  Whilst this is still a priority there is a requirement for a focus on QI, 
either through and actual or virtual hub which will bring together the QI resource for 
the organisation.  

2.3.5 As well as learning from incidents the QI ‘hub’ approach wishes to further explore 
plans to learn from our successes and use coaching from where we have delivered 
good or excellent care 

2.3.6 Innovation: the team has commenced initial discussions with AHSN to work in 
partnership to link improvement and innovation together as a ‘first’ at Barnsley.  

 
2.4 Mortality 

2.4.1 Statistical and Learning detail is in the separate mortality paper which comes to 
Trust Board via Quality &Governance. 

2.4.2 The lead medical examiner for BHNFT was appointed in May and the medical 
examiner officer post will go to recruitment in June.  

2.4.3 Four other consultants have completed the Medical Examiner (ME) Training.  It is 
anticipated that BHNFT will fully implement the ME office in 2019. 

 
2.5 NEWS2 (National Early Warning System 2) 

2.5.1 NEWS2 was successfully deployed in Q4 as planned. 
 

2.6 Medical Devices 
2.6.1 In addition to the six monthly Clinical Business Unit (CBU) reports to the Patient 

Safety and Harm Group (PSHG), work is on-going to move the current paper-
based competency record system to an electronic system.  

2.6.2 This will compliment ESR and ensure a comprehensive list of devices that staff are 
competent to use in the organisation.  

2.6.3 Theatres have successfully tested the pilot system devised by IT and work is being 
undertaken to move paper-based records onto the electronic system before rolling 
out to other areas.  

2.6.4 The Trust policy on medical devices was reviewed and approved in March 2019. 
 
 



 
2.7 Local Safety Standards for Invasive Procedures (LocSSIPs) 

2.7.1 National Safety Standards for Invasive Procedures (NatSSIPs) was a high-level 
document produced by NHS England which set out the key steps necessary to 
deliver safe care for patients undergoing invasive procedures. 

2.7.2 BHNFT has worked towards having Local safety standards (LocSSIPs) in place. 
2.7.3 An assurance review is underway based on HRG codes.  

 
2.8 VTE 

2.8.1 Assessment compliance has been sustained and the focus of the work is now on 
learning from RCA’s. VTE assessment has been consistently >96% for the last 12 
months.  

2.8.2 Giving of information on prevention of VTE is being explored through inclusion in 
the discharge summary.  As part of the D1 workstream. 

 
2.9 QI Bronze and Human Factors Training 

2.9.1 In line with the three-year strategy to deliver training to 25% of key staff, further 
cohorts have been added into the ‘to be trained’ numbers.  We continue to 
overdeliver. 

2.9.2 Training Compliance – the following table provides some key training and QI 
targets for the Patient Safety Team: 

As of the end of Q4→ Jan-19 Feb-19 Mar-19 
BLS 83.82% 83.72% 84.43% 
ILS 79.7%  79.3%  85%  
pILS 79.46%  78.57%  82.06%  
Human Factors 44.1%  45.5%  46.1%  
VTE Training 43.39%  42.77%  44.04%  
QI Bronze 35.29%  36.84%   37.82%  

 
3. CLINICAL AUDIT 
3.1 Clinical audit activity and progress for Q4 (January to March) 2019 

3.1.1 Number of registered on-going/active projects (as at 22 May 2019): 

 
Priority  

 
CBU 1 Nationally 

mandated 
2 Locally 
mandated 

3 Local high 
priority 

4 Low 
priority Total 

1 21 22 16 14 63 
2 21 5 8 18 52 
3 8 1 31 22 62 

Corporate 9 4 4 2 19 
     196 

 
3.1.2 Number of projects completed/closed/removed from programme: 

 
Priority  

 
CBU 1 Nationally 

mandated 
2 Locally 
mandated 

3 Local high 
priority 

4 Low 
priority Total 

1 2 3 4 3 12 
2 2 3 2 12 19 
3 2 - 3 3 8 

Corporate 3 - - - 2 
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3.1.3 There were 42 clinical audits completed during Q4 (18/19).  All P1 to P3 audits 
24/42 (57%) have been presented and have action plans registered with the 
Clinical Audit Department.  The remaining eighteen P4 audits are managed at a 
CBU level. 

3.1.4 There were nine national audit reports available during this three-month period: 
National audit of Dementia: Spotlight on Delirium Assessment; National Diabetes 
Inpatient Audit 2017; NCEPOD Perioperative Diabetes Study; National Emergency 
Laparotomy Audit (NELA) Year 4 (1/12/16 to 30/11/17); National Audit of 
Pregnancy in Diabetes (NPID) Year 3: 2015; National Audit of Pregnancy in 
Diabetes (NPID) Year 4: 2016; National CQUIN: Antimicrobial Stewardship (AMR) 
Sepsis N2c 2018/19 Q3; Sepsis CQUIN 2018/19 Q3; National CQUIN: Risky 
behaviours (alcohol and tobacco) 2018/19 Q3. 

 
3.2 NICE update 

3.2.1 During Q4 (2018/19), 44 pieces of NICE guidance were published or updated.  As 
of 22 May 2019: 

Guidance Number 

Not applicable to Trust 25 
Applicable and full compliance achieved 9 
Awaiting response 4 
For information only (terminated appraisal) 6 

Total: 44 
 

3.2.2 Six quality standards were published or updated. 

Standards Number 

Not applicable to Trust 2 
Applicable and full compliance achieved 4 

Total: 6 
 
3.3 NCEPOD update 

3.3.1 The Trust is currently participating in the following NCEPOD studies; data 
collection is on-going: 
• Acute Bowel Obstruction  

3.3.2 All other studies are either in development or waiting national report. 
 

4. MEDICAL EDUCATION 
4.1 Team 

4.1.1 As described above the consultation for the restructure of the Medical Education 
Team has concluded.  The workload of the Medical Education team has increased 
recently, due to the increasing number of students from Sheffield Medical School 
and the work we are now undertaking with the Medical School in Nicosia.   

4.1.2 Over the next three months we expect to recruit to the new roles agreed as part of 
the restructure.  This will improve the performance and delivery of the Education 
team. 

4.1.3 We are due to reappoint to a number of clinical lead roles within the Medical 
Education team, including Undergraduate and Postgraduate leads.  Further 
information about this will be included in the next Medical Directorate report 

 



 
 
4.2 Junior Doctor Induction 

4.2.1 Following the successful planning for the rotation in February we are now in the 
planning stages for the August rotation.  As part of this we are refining the 
processes developed in the last induction and adding to the induction pack.  

4.2.2 The project team includes a wide range of people from a number of teams 
including: 
• Medical Education 
• Medical Staffing 
• Communications 
• IT / Clinical Systems 
• Estates 
• Security 
• CBU’s 
• College Tutors 

4.2.3 The August rotation is significantly larger, with close to 100 doctors being inducted.  
However, we expect the induction to run smoothly, given the planning that has 
gone into the project.  

 
4.3 Undergraduate 

4.3.1 Final year medical placements have been delivered across the Trust and Junior 
Doctors created a revision timetable for the students which have been well 
received and enabled the students to practice for their final OSCE exams. 

4.3.2 The Educational Pharmacist has settled in well and has delivered a mock 
Prescribing Assessment exam for our incoming August intake who take the exam 
in June. 

4.3.3 A mock OSCE was delivered for 30 students at the Trust on Saturday 16th March 
2019 this was hosted by Dr A Soliman (Consultant in Gastro) and Dr P Galaway 
(Core trainee in Medicine).  Over 30 real and surrogate patients and eighteen 
examiners assisted with delivery of the mock exam.  The examiners gave up their 
Saturday in Lieu of a donation to the Global Cancer Charity. 

4.3.4 Planning is ongoing to ensure that we meet the requirements and have adapted 
placement environments accordingly to meet the new curriculum changes from 
Sheffield Medical School. 

 
4.4 Nicosia Medical School 

4.4.1 Planning has commenced for the Year 5 OSCE and we have started recruiting 
examiners for this exam on 15th July 2019. 

4.4.2 Nicosia have confirmed we will be welcoming a further seven students from August 
2019 who will commence Year 5. 

4.4.3 Planning has commenced for Year 6 delivery which our current five students will 
commence from August 2019. 

 
4.5 Postgraduate 

4.5.1 Junior Doctors forums are running regularly, and the Juniors are engaged in a 
number of QIP and working groups across the Trust (including the D1 group and 
the new Bleep System). 

4.5.2 The results for the National Training Survey results were deemed unfit to release 
due to technical problems with the reporting and gathering of data.  HEE are 
working on the issues and will re run the survey in November 2019. 

4.5.3 The General Medical Council (GMC) survey closed at the beginning of May all 
trainees eligible to take the survey completed and 61% of Trainers at the Trust 
completed the survey.  The results should be available to the Trust by late July 
2019. 



 
 

5. Research and Development 
5.1 Review 

5.1.1 The research portfolio has grown significantly along with its complexity. 25 new 
studies opened in 2018/19, an increase of two studies from the previous year.  The 
proportion of new studies which are commercially sponsored has increased from 
17% in 2017-18, to 44% in 2018/19 

 
5.2 Recruitment 

5.2.1 The Clinical Research Netwook (CRN) set the Trust a recruitment target of 692 
participants to recruit into clinical trials listed on the national portfolio during 
2018/19.  1092 were recruited with average monthly recruitment at 91.  This is an 
achievement of 158% of target which is an increase of 45% on the previous year. 

 
5.3 Patient appointments 

5.3.1 Patient follow up forms a large proportion of workload, with some studies requiring 
follow up for a number of years.  The amount of time required for follow up is an 
important consideration when agreeing to host clinical trials as this can be time 
consuming with little financial benefit to the Trust.  The Research & Development 
Team have performed 2309 follow up appointments during 2018/19.  This is an 
increase of 1457 visits in 2017/18. 

 
5.4 Expression of Interest (EOI) 

5.4.1 The CRN circulate new commercially sponsored studies which need to identify 
participating sites and invite Trusts to submit an Expression of Interest (EOI). 124 
EOIs were received in 2018/19 and BHNFT has a response rate of 57%.  22 
studies were deemed suitable to run in the Trust and of these submitted EOIs, of 
the eighteen which had a site selection outcome in 2018/19, 8 have been 
successful in securing a new study, a 44% success rate. 

 
5.5 Commercial Research 

5.5.1 The number of commercial clinical trials the Trust is participating in or is selected 
to participate in, has grown significantly.  At Q4 44% of studies were commercial.  
Of those studies 21 were secured in 2018/19. 

 
5.6 Staffing 

5.6.1 Professor Suzanne Mason commenced in post in March 2019 as Co-Clinical 
Director for R&D.  Professor Mason has extensive experience in Emergency 
Medicine research and is a Theme Lead in the Collaborations for Leadership in 
Applied Health Research and Care (CLARHC).  Rikki Crawley was appointed in 
Q4 as Research Governance Lead and will join us from Sheffield Clinical 
Research Facility (CRF). 

 
5.7 Clinical Research Network 

5.7.1 R&D has been supported by the CRN cohort nursing team.  This support has been 
invaluable and has contributed significantly to our growth over the past year.  The 
cohort is currently under review and there will be limited support in Barnsley from 
June 2019.  This poses a risk to deliver future studies if resource is not replaced. 

 
6. Medical Appraisal  
6.1 Performance 

6.1.1 The Trust exited the 2018 – 2019 appraisal year on 31/03/2019 with 98.5% of 
Medical and Dental staff eligible for appraisal in date. Data for this appraisal year 
has been submitted to NHS England via the Annual Organisational Audit (AOA). In 



June/July we will receive an AOA Comparator report which compares us to “like” 
Designated Bodies (Acute Trusts) and All Designated  Bodies in England.  This 
data will be included in the September 2019 Board Report. 

6.1.2 The Trust exited April 2019 with 96.4% of Medical and Dental staff eligible for 
appraisal in date: 
• Consultants: of 140 doctors 137 are in date = 97.6% 
• SAS grades: of 43 doctors 41 are in date = 95.3% 
• In addition, 1 LAS doctor was also overdue for appraisal 

6.1.3 Six doctors overdue: 
• Five doctors whose reasons are acceptable by the Responsible Officer 
• One doctor whose reason for being overdue is being reviewed by the 

Responsible Officer. 
6.1.4 Appraisals in  date by CBU: 

• CBU1 Medicine:  96.4% 
• CBU2 Surgery:    96.4% 
• CBU3 Women’s & Children’s and Clinical Support:  97.8% 

 
6.2 Governance 

6.2.1 The updated Appraisal and Revalidation Policy has been agreed by JLNC 
(06/03/2019) and Patient Experience Group (PEG) (18/04/2019) and will proceed 
next to the Finance and Performance Committee. 

6.2.2 We have commenced recruitment for an additional ten Medical Appraisers with on-
site MIAD training booked for 17th October 2019.  We have six applicants so far of 
which three are SAS doctors.  The additional appraisers allow us to improve our 
ratio of appraisers to appraisees to approx. 1:7, in line with our Trust Appraisal 
Policy and NHS England Guidelines. 

 
7. Medical Directorate Projects / Task and Finish Group Involvement 
7.1 Fractured neck of femur best practice tariff group: 

7.1.1 Mortality rates within the Fractured Neck of Femur (NOF) patient group and 
pathway had been highlighted as an issue for concern by the National Hip Fracture 
Database.  Under the direction of the Medical Director a task and finish group was 
set up to look at this. 

7.1.2 The group is using the Best Practice Tariff criteria to measure improvements 
7.1.3 To achieve Best Practice Tariff (BPT) / Gold Standard, the service have to be 

compliant in the following areas:  
• Time to surgery within 36 hours from presentation 
• Assessed by a geriatrician within 72 hours of presentation 
• Pre-operative cognitive test (AMT) 
• Assessment for bone protection 
• Specialist falls assessment 
• Nutritional assessment on admission 
• Post-operative delirium assessment 
• Assessed by a physiotherapist on the day of surgery or the day after 

7.1.4 Achievement of BPT is considered on a case by case basis, with the aim to 
achieve 100% compliance.  Following the focus on this, Q3 BPT Oct-Dec analysis 
report and action plan showed significant improvement. Q4 data has not yet been 
published but the latest published data available in May 2019 was to February 
2019 and shows compliance at 84.4%. 

7.1.5 Compliance has steadily improved since the group was established. 
• Q4 Jan-March 2017/18 48.2% 
• Q1 April-June 2018 50.7% 
• Q2 July-Sept 2018 63.8% 
• Q3 October to December 80.3% 
• Q4 February 84% 

7.1.6 Time to theatre compliance has also improved since April: 



• Q1 April-June 2018 60.3% 
• Q2 July-Sept 2018 68.1% 
• Q3 Oct-Dec 2018 82% 
• Q4 February 84%  

7.1.7 Q4 February 2019: 
•  84% Time to surgery within 36 hours from presentation 
• 100% Assessed by a geriatrician within 72 hours of presentation 
• 100% Pre-operative cognitive test (AMT) 
• 100% Assessment for bone protection 
• 100% Specialist falls assessment 
• 100% Nutritional assessment on admission 
• 100% Post-operative delirium assessment 
• 100% Assessed by a physiotherapist on the day of surgery or the day after 

 
7.2 ICE filing implementation 

7.2.1 The ICE Filing project continues.  We have now completed a number of 
specialties, by the end of June 2019 it is expected that the following specialties will 
be live with ICE Filing: 
• Gastroenterology  
• Rheumatology 
• Cardiology 
• Diabetes & Endocrinology 
• Pharmacy 
• Dermatology  
• Haematology 
• Respiratory 
• Occupational Health 
• Elderly Care & Acute Stroke 
• Urology 
• Pathology 
• Oral Surgery 
• Ophthalmology 
• ENT 
• Obstetrics and Gynaecology 
• Paediatrics 
• Trauma & Orthopaedics 
• General Surgery 

 
7.2.2 The above represents nineteen of the 22 departments that are in scope of the ICE 

Filing project 
7.2.3 The Executive Team has signed off investment to develop Histopathology 

requesting into the ICE system.  Currently Histopathology tests are requested on 
paper, which leads to delay and inaccuracies in reporting of these tests. 

7.2.4 Paul White, Lead for Clinical Systems, has been appointed as the Project Manager 
for ICE Filing.  He will replace Faraaz Hussain who leaves at the end of July 2019.  
We thank Faraaz for all of his work on the ICE Filing project. 

 
7.3 EPR Programme 

7.3.1 The Medical Directorate are working closely with the IT department and CBU 
teams to understand the impact of the changes to the EPR and the move away 
from Lorenzo.   

7.3.2 Since the last report, and in conjunction with the IT department, we have appointed 
to an extended CCIO role to cover the implementation of the EPR.  This role will 
be responsible to both the IT and Medical Directorates.  Dr Dominic Bullas, who 



was the current CCIO, was appointed to this role.  He will manage and lead the 
programme from a clinical perspective over the next 12 to 18 months. 

 
7.4 D1 Task and Finish Group 

7.4.1 D1 performance remains consistently high, averaging above 85%.  As reported in 
the last board report performance has continued to improve, circa 10% comparing 
the same period last year.   

7.4.2 The development of the new eForm has continued.  The form has been developed 
in conjunction with the Trusts clinical teams, in particular Junior Doctors who use 
the form the most, Pharmacy and colleagues in Primary Care.  The form is now 
complete and is being tested.  A roll out and communication plan has been 
developed and it is expected that the form will be in use towards the end of the 
Summer.  

7.4.3 When the form has been implemented it is expected that both performance 
(beyond 90% compliance) and quality will significantly improve.  The real benefit is, 
however, the speed by which the form can be completed.  It is expected that we 
will be able to reduce the time it takes for a Junior Doctor to complete the form 
from roughly 20 minutes to 10 minutes. This will have a massive impact on a 
Junior Doctors time, allowing them to spend more time on clinical duties. 

 
7.5 Crash Bleeps and Secure Clinical Messaging 

7.5.1 Crash Bleeps – the new SwissPhone Crash Bleep solution is working well.  There 
have been no complaints with the working of the system and no incidence of the 
messages not getting through.  We have looked at the volume level of the devices 
as there have been some reports of the device being too loud in areas such as 
neonates.  We have decided to change the volume setting so we have an 
ascending bleep which gets progressively louder.  This allows the operator to 
move from the area where the high volume may cause a disturbance. 

7.5.2 Secure Clinical Messaging – the Trust’s Executive Team are due to receive a 
paper that describes the future proposals for the non-urgent bleep system or 
secure clinical messaging, currently the Trust uses the obsolete MultiTone system 
to deliver this type of messaging.  Following an option appraisal, a system has 
been selected that meets the criteria the Trust has set and gives us the 
functionality we require.  The system has been tested thoroughly and performance 
has been excellent.  Importantly, the system has minimal costs as we already have 
the devices.  It is expected that the system will be fully operational by the end of 
September 2019, assuming approval is given to proceed. 

 
7.6 New Consultants Development Group 

7.6.1 The ‘New Consultants Group’ continues and has now been running for over a year.  
Since our last report, sessions have been held on the following topics: 
• Research & Development 
• Job Planning 
• Appraisal & Revalidation / Employer Based Awards 
• Contracting & Finance 
• Clinical Coding 

 
7.6.2 We are continually refining and developing the programme.  The next session will 

look at Business Planning and Strategy and the role of the Non-Executive Director. 
 

7.7 Clinical Guidelines and Policies  
7.7.1 In May, in conjunction with the Nursing Directorate, the Executive Team received a 

proposal describing the way forward in developing a new system to collate and 
retrieve Clinical Guidelines and Policies.   

7.7.2 The proposal was accepted and the investment in the IT system and people 
resource required was agreed.  The project time will now begin to implement the 
proposed changes described.  A completion date of January 2020 has been set.  



 
 

8. Conclusion  
The Directorate has continued to develop its people and processes over the last three to 
four months.  A number of key staff changes and developments are detailed in the 
paper. There have been a number of successes within all teams.  A number of the 
Projects that the Directorate is leading on are now coming to a conclusion, in particular 
the ICE Filing and D1 projects.  We continue to lead on a number of new developments 
including Clinical Guidelines/Policies and Junior Doctor induction.  The Directorate is 
developing a clear work plan and expects significant improvements in all the areas 
described over the next year. 
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REPORT TO THE BOARD OF 
DIRECTORS REF: BoD 19/06/06/09 

SUBJECT:   SAFEGUARDING ANNUAL REPORT  

DATE:          6 June 2019   

PURPOSE:  

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

PREPARED BY: 
Jayne Axe, Named Nurse Safeguarding Children 
Deborah Longmore, Named Nurse Safeguarding Adults 

SPONSORED BY: Heather McNair, Director of Nursing & Quality 
PRESENTED BY: Heather McNair, Director of Nursing & Quality 
STRATEGIC CONTEXT 
 
There is a requirement for the Board to receive an Annual Safeguarding Report in order to be 
provided with assurance of the safeguarding arrangements within the Trust. 
 
 
EXECUTIVE SUMMARY 
 
This Annual Report is jointly produced by Adult, Children and Midwifery Safeguarding Teams 
to provide assurance that the Trust has effective systems and processes in place to 
safeguard patients who access services in the Trust and demonstrates that the Trust is 
meeting its statutory responsibilities in relation to safeguarding. The Annual Report provides 
details of risks identified and the actions to be taken, the high level risks identified are in 
relation to safeguarding training and compliance.  
 
 
RECOMMENDATIONS 

The Board is asked to receive, review and endorse the attached report. 
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20.0 Conclusion 

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

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

1.2 The Trust continues to deliver the standards for safeguarding as outlined by Section 11 
of the Children’s Act 2004 arrangements and requirements for safeguarding set out by 
Barnsley Safeguarding Children’s Board (BSCB) and Barnsley Safeguarding Adult 
Board (BSAB).  The Care Quality Commission inspection of the Trust 2017 highlighted 
areas of concern for Safeguarding Children and Adults, these were reported to the trust 
in January 2018 and the required actions have been implemented over the 2018/19 
financial year. 

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

the NHS Contract and further underpinned by our duties under Section 11 of the 
Children Act 2004, Working Together 2018, Mental Capacity Act 2005, and the Care Act 
2014 

 
3.0 Safeguarding Responsibilities (Executive Team) 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Chief Executive Trust Board 

Director of Nursing and Quality 
(Executive Lead for Safeguarding 

Adults and Children) 

Deputy Director of Nursing 
(Lead for Safeguarding Adults) 

Named Nurse Children 1.0 wte 

Named Midwife 0.5 wte 

Safeguarding Advisor Children 
0.75 wte 

Named Doctor Safeguarding  

Designated Doctor 
Safeguarding 

Designated Doctor Looked 
After Children  

Barnsley Safeguarding 
Children Board 
Representative 

Chair Safeguarding Steering Group 
and Representative on Quality and 
Governance Committee  

Barnsley Safeguarding 
Adults Board 
R t ti  

Barnsley Safeguarding 
Children Board Sub Groups  

Named Nurse 
Adults 1.0 wte 
 
Learning Disability 
Liaison Nurse 1.0 
wte 

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

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

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

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

 
5.2 An action plan was devised to address these concerns and implemented into this 

financial year. All actions are complete with the exception of the concern that; 
Safeguarding training level 3 for the Emergency Department (ED) and Paediatrics to 
achieve the trust standard including all Paediatric Nurses on the Day unit to be level 3 
safeguarding children training compliant. A training programme detailed in section 8.13 
has been delivered to ED.  Overall compliance is currently at 89% an increase of 34% 
from 2017 CQC inspection. A plan is in place to achieve and monitor compliance.   

 
5.3 An internal audit review by 360 Assurance was completed in October 2018 in respect of 

the Trust’s response to the CQC’s findings 2017 inspection.  It focused on the required 
actions from the CQC report.  It concluded that there was ‘Significant Assurance’ that 
the Trust risk management activities and controls were suitably designed, and were 
operating with sufficient effectiveness, to provide reasonable assurance that the control 
environment was effectively managed during the period under review. 

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

Section 11 of the Children Act (2004).  Self-assessments against these requirements 
are completed on a bi-annual basis and submitted to the BSCB for scrutiny.  The last 
assessment completed in summer 2017 raised no concerns with compliance, there has 
not been an assessment undertaken in this financial year as the next assessment will 
be due 2019-2020. 
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6.2 The Trust completes a quarterly Adult Safeguarding Assurance report, which is subject 
to scrutiny from the BSAB.   

 
6.3 The Trust attends Performance Management and Quality Assurance Sub-group for 

BSAB which provides continual external scrutiny and assurance. 
 
7.0 Policies, Procedures and Guidelines 
 
7.1 Policies, Procedures and Guidelines are in place to support and guide staff and an audit 

programme is in place to monitor adherence and effectiveness.  The following Barnsley 
Safeguarding Board’s policies have been introduced in 2018/2019: 

 
• Barnsley Safeguarding Adult’s Board – Self Neglect and Hoarding 

 
• Barnsley Safeguarding Children’s Board – Multi-Agency joint bruising protocol for 

pre-mobile infants. 
 

The following Trust Policies were reviewed and updated: 
 
Adults 

• Self Neglect and Hoarding 
• Managing Allegations against staff inclusive of  Person in Position of Trust 

(PiPot) 
• Standard Operating Procedure (SOP) for Adult patients transferred from an 

Inpatient Mental Health Trust to Barnsley Hospital NHS Trust 
• Drug Related Death Protocol 

 
Children / Midwifery 

• Multi-Agency Bruising in non-mobile infants Protocol 
• Child Protection Medical Pack and Guidance, including skeletal survey 

protocol 
• Safeguarding Children Supervision Policy 
• Standard Operating Procedures for accessing Safeguarding children alerts on 

CP-IS, ED version, CAU version, Maternity version. 
• Standard Operating Procedures for FGM-IS 

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

mandatory requirement for a three yearly update at level 1 and level 2.  The intention of 
training is to ensure all staff have skills and awareness to fulfil their responsibilities in 
relation to safeguarding.  The safeguarding training provision includes Prevent and 
Mental Capacity Act training for staff. 
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Training Compliance 2017/2018 
 

Training Percentage 
Compliant 

Target  RAG  

Safeguarding Adults (Patient Contact) 88% 90% AMBER 
Safeguarding Adults (Non-Patient Contact) 94% 90% GREEN 
Mental Capacity Act and DoLS (Patient Contact) 94% 90% GREEN 
Learning Disabilities Awareness  80% 90% RED 
Prevent  
Basic Awareness Level 1 & 2 

 
89% 

 
90% 

 
GREEN 

WRAP  Level 3 67% 85% AMBER 
Safeguarding Children Basic Awareness (Non patient 
Contact) Level 1 

94% 90% GREEN  

Safeguarding Children Basic Awareness (patient 
Contact) Level 2 

89% 90% AMBER 

Safeguarding Children Level 3   66% 90% AMBER 
 
Safeguarding Adults Training 
 
8.3 Compliance has been sustained from the previous year across all training.  Compliance 

is on target with the exception of Adult Safeguarding training for staff with patient 
contact and Prevent WRAP Level 3. 

 
8.4 There is a plan in place to address compliance for staff regarding Safeguarding Adults 

with patient contact and Prevent WRAP Level 3; this includes bespoke training for 
specific teams, a combination of adult only and joint adult and children sessions, and 
promotion of the electronic learning package when appropriate.  Engagement with 
CBUs as taken place to identify their specific needs to achieve and maintain compliance 
following a flexible approach to learning through face to face and e-learning. 

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

improved in Quarter 4.  Additional training sessions are in place and a blended 
approach is available via face to face and an e-learning package. 

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

requirement.  
 
8.9 There has been an improvement of 2% from last year for level 2 patient contact 

compliance.  Additional joint level 2 adult and children training sessions have been 
provided.  A plan is in place, as discussed in section 8.4, to increase compliance to 
Trust target of 90% by end of June 2019.  This includes the delivery of x2 more 
additional joint adult and child level 2 training sessions. 

 
8.10 A programme of level 2 training is delivered to all new junior doctors when they join the 

Trust on induction. 
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8.11 Level 3 training is delivered externally which the Trust’s Safeguarding Children’s Team 

contribute to this provision.  Complexities with understanding compliance with level 3 
Training continues to be an issue.  Information on ESR is inconsistent with SharePoint 
and information returning to the Safeguarding team from BSCB is not always consistent 
with agreed study leave figures via Practise Development.  There also continues to be 
issues with the electronic system (POD) introduced for booking and monitoring 
attendance at training by BMBC.  Concerns have been raised with BSCB who have 
acknowledged the issue and are reviewing efficacy of the system.  A training needs 
analysis has taken place with the Safeguarding Children Team and CBUs to achieve 
and maintain compliance. A plan is in place to address this including delivering bespoke 
in-house training, promotion of the e-learning package and BMBC training courses for 
relevant staff. The safeguarding team and practice development are working with the 
BSCB to improve attendance monitoring and reporting. 

 
8.12 As stated in section 5 the CQC have raised concerns regarding level 3 compliance 

specifically in the Emergency Department (ED). The Safeguarding Children’s Team 
provided a level 3 training programme throughout this financial year for ED Nurses in 
order to increase compliance.  This was extended to include medical staff in March 
2019.  Compliance for ED is now 89% overall.  The Safeguarding Children Team 
continue to work with the clinical educators in the department to support maintenance of 
compliance. 

8.13 A training programme will be implemented jointly with BSCB and the Safeguarding 
Children Team to provide level 3 training for Obstetricians. Historically Obstetricians 
have worked at level 2, this training programme will bring them in line with the 
Intercollegiate Document 2019 

 
8.14 In May 2018 the Named Doctor participated in delivered training on the BEST event. 

This is a training event for GP’s, the session included raising awareness of the role of 
the paediatrician, current processes for child protection medicals and recognising and 
responding to bruising in children aged under 2 years.  

 
9.0 Safeguarding Children Supervision 
 
9.1 Safeguarding supervision is an essential component of good safeguarding 

arrangements.  The Trust has a policy that was revised this year in line with national 
guidance (Working Together to Safeguard Children 2018).  Staff in relevant areas 
access supervision as per Trust Policy.  Compliance is routinely monitored by the 
Safeguarding Children Team and the Safeguarding Steering Group.  

 
9.2 Compliance for this reporting period has been variable across the areas but has 

finished the year on an overall compliance across the Trust of 93%.   
 
9.3 The provision of ad-hoc supervision, advice and support remains in place for staff. 
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9.4  A qualitative audit has commenced this financial year to conclude 2019/2020 to 
measure the views of staff receiving safeguarding supervision. Findings and action plan 
will be presented to the Safeguarding Steering group in July 2019. 

 
9.5 Safeguarding children peer review sessions were introduced  into the weekly training 

programme for paediatricians and junior medical staff in February 2019.  Reflection and 
learning from cases is discussed to promote evidence based practice and increase 
confidence in management of these sensitive cases. These are attended by the 
Designated Doctor for Safeguarding Children and members of the Safeguarding 
Children Team and other relevant members of the multi-disciplinary team.  

 
 
 
 
 
 
 
 
 
 
 
 
 
10.0 Multi-Agency Reviews 
 
10.1 Safeguarding Adult Reviews and Learning 
 

10.1.1 There have been 20 cases considered by BSAB Multi Agency Executive Panel 
for Safeguarding Adult Reviews (SAR).  Of the 20 cases considered, none met 
the SAR criteria.   

 
10.2 Serious Case Reviews (SCR) 
 

10.2.1 Following the implementation of new arrangements relating to the notification of 
serious child safeguarding incidents in the light of the Children and Social Work 
Act 2017, introduced in June 2018, Local Authorities will be required, under a 
new statutory duty, to notify the National Child Safeguarding Practice Review 
Panel within five working days of the Local Authority becoming aware of the 
incident where they know or suspect that a child has been abused or neglected 
and: 
(a) the child dies or is seriously harmed in the Local Authority’s area; or  
(b) while normally resident in the Local Authority’s area, the child dies or is 

seriously harmed outside England.  
 

10.2.2 In line with the above new regulations, 4 cases were considered by BSCB and 
referred to the panel. Two cases was deemed not to reach the threshold one 
case was deemed not reach the threshold for a SCR but a Learning Lesson 
Review (LLR) has been commissioned and one case has reached the threshold 
for SCR.  

Annual Compliance for Safeguarding Children Supervision 
 Q1 Q2 Q3 Q4 
Community midwives (needs updating) 72% 96% 77% 81% 

Community Children’s Nurses 100% 91% 87% 92% 

Emergency department paediatric nurses 63% 97% 83% 97% 

Named Nurses / Midwife 100% 100% 100% 100% 
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10.2.3 The LLR is in respect to a young person who the Trust had significant contact. A 

report and chronology was completed and submitted to the review author. 
Meetings have been held internally with practitioners involved and a multi-agency 
practitioner’s focus group has been held.  The Safeguarding Children Team have 
participated with the process and will disseminated lessons from the review once 
it is complete.  Initial indications would suggest that the Trust worked well with 
other agencies and went over and above our responsibilities to ensure the young 
person was safeguarded. 

 
During the review it has been highlighted that there are other young people living 
with similar issues who access care at the Trust. The Safeguarding Children 
Team and ED are working with multi-agency partners to explore ways of 
recognising and responding to the needs of these young people who become 
‘frequent attenders’ to ED. 

 
10.2.4 A SCR was commissioned in March 2019 following the death of a baby who died 

from suspected inflicted head trauma.  The review is in its initial stages. On 
review of the mother’s maternity records and the baby’s records no gaps or risks 
have been identified at this time. 

 
10.2.5 The Trust’s Safeguarding Children’s Team contributed to the quarterly BSCB 

SCR Sub-group where learning from the local, regional and national SCR’s is 
discussed in relevance to Barnsley.  Findings and implications for the Trust are 
considered at the Safeguarding Steering Group.  No risks have been identified 
this year.  Learning from the Sub-group is shared via newsletters, in 
safeguarding supervision and training. 

 
10.3 10.3 Domestic Homicide Reviews (DHR) 
 

10.3.1 The Trust is a member of the Barnsley DHR arrangements and participates fully 
to investigate and learn the lessons from reviews.  This year has seen no DHR 
commissioned by the Community Safety Partnership 

 
10.4 Managing Allegations made against Members of Staff 
 

10.4.1 During 2018/2019 the LADO process in relation to children was initiated on 
seven occasions.  All seven cases followed the LADO process, six have now 
concluded and one continues to be monitored.  

 
10.4.2 The Policy for Managing Allegations against Staff was revised to incorporate 

Barnsley Safeguarding Adults Person in Position of Trust Policy (PiPoT).  There 
have been two allegations managed within the PiPoT Policy.  One  allegation 
was unsubstantiated and the other continues to be investigated at the time of the 
annual report. 

 
10.5 Multi Agency Risk Assessment Conference (MARAC) and Domestic Abuse (DA) 
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10.5.1 Both Safeguarding teams attend and contribute to the information sharing for 

MARAC.  This is where victims, perpetrators and children involved in high risk 
cases of domestic abuse are discussed .  The number of cases discussed at 
MARAC this year has increase by 39% from 291 to 405 cases.  The increase has 
resulted in a significant impact on workload for the Safeguarding Teams.  

 
10.5.2 During 2018/2019 Trust referrals to MARAC increased by 40%.  Although not as 

great an increase as 2017-2019 this would indicate that training has been 
effective and staff are recognising and adhering to the Domestic Abuse Policy 
and Procedures. 

 
10.5.3 During 2018/19 saw the introduction of a Health Independent Domestic Violence 

Advocate (IDVA) for the Trust.  The role is managed via Independent Domestic 
Abuse Service (IDAS) and the role has an honorary contract with the Trust.  The 
service provided by the Health IDVA is an in-reaching support to patients and 
professionals within the Trust and health community. 

 
10.6 Child Death Overview Panel (CDOP) 
 

10.6.1 In accordance with Working Together to Safeguard Children (2018) and Children 
Act (2004) BSCB CDOP review the deaths of all children from the local area, 
expected and unexpected.  

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

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

 
10.6.3 During 2018/2019 there were 22 child deaths an increase from 2017/18 of 29%. 

11 deaths were expected and 11 unexpected.  Two of the unexpected deaths 
were considered for SCR as discussed in section 10. 

 
11.0 Audit and Effectiveness 
 
11.1 A programme of Adult Safeguarding audits has been agreed.  Multi-agency audits 

have been undertaken these included an audit to assess the quality of information 
provided on the Adult Safeguarding Concern Forms and an Evaluation of self neglect 
cases identified.  Audit results are monitored by the Safeguarding Steering Group and 
Performance and Quality Assurance Subgroup of BSAB.  The audit outcomes 
identified no concerns for the Trust.  

 
11.2 The Trust has commenced a combined programme for clinical audit for adults and 

children.  The adult audit registered is to provide a baseline audit of the completion of 
the mental capacity act assessment using the 5 key principles and two stage test, to 
be reported and in Q1 2019/2020 actioned once completed. 

 



Safeguarding Annual Report 2018-2019 Page 11 

 

11.3 Safeguarding Children and Midwifery Team have undertaken a programme of Trust 
audits that are monitored at the Trust Safeguarding Steering Group..  These  audits 
include review of the process for children ‘Was not Brought’ to Outpatient 
appointments that identified staff were considering safeguarding but not always using 
the correct process or paperwork.  An action plan has been devised to address the 
issues raised.  Audit of safeguarding supervision has commenced as discussed in 
section 9.  

 
11.4 An audit looking into compliance with Female Genital Mutilation process has been 

completed. The overall results of the audit were positive for example 100% of cases 
were identified in the antenatal period. Shortfalls occurred regarding referral to the 
specialist obstetrician. The pathway and policy is currently under review 

 
11.5  The Safeguarding Children Team have contributed to the programme of audits 

commissioned by BSCB via their Sub-groups.  These are recorded on the audit report 
submitted quarterly to the Safeguarding Steering Group.  No concerns were identified 
for the Trust.  

 
11.6 A Trust programme of safeguarding children, midwifery and adult audits will continue 

to be monitored via the Safeguarding Steering Group.  These will include an audit on 
compliance with routine enquiry in maternity services and a service evaluation of 
midwives confidence in working with safeguarding issues. 

 
12.0 Learning Disabilities 
 
12.1 In November 2016 NHS England commenced the Learning Disability Mortality Review 

(LeDeR) process.  The Trust established a process for the reviews and continues to 
undertake and submit the information to NHS England.  

 
12.2 Nine reviews have been allocated in 2018/2019 to the Trust, of the reviews completed 

there have been no areas of improvement identified for the Trust. 
 
12.3 There is a well established interface with the structured judgement mortality review 

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

 
12.4 The Learning Disability Improvement Standards for NHS Trusts identified standards 

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

part due to the impact of poverty, poor parenting, chaotic lifestyles and abuse or 
neglect.  They may also have missed out on routine health surveillance and health 
promotion.  A Consultant led service, with regular weekly clinics, provides holistic, 
comprehensive initial health assessments and personal Healthcare plans to children 
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coming into care; in line with statutory guidance.  There has unfortunately been a slight 
deterioration in achieving Statutory time scales compared to last year. For Barnsley 
Children the main reason for this were cancellations of the initial appointment that was 
offered, delay in notification and delay in paperwork received. On a few occasions the 
assessment was delayed due to the child being in hospital. Clear processes remain in 
place and data is regularly reviewed at strategic meetings in addition to regular 
meetings between Health and Social Care Senior Professionals. An action plan is in 
place to achieve compliance with statutory time frames.  

 
 For children placed in Barnsley from other Local Authorities the reason for not 

achieving completion within the statutory timeframe was entirely due to late notification 
from the placing authority.  

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

Barnsley 
Children/YP offered 
appointment 

Children/YP 
seen 

Seen and Paperwork 
completed within 20 
working days 

Not seen within statutory 
timeframe 

 
131 
 
31 appointments 
changed 
 
5 appointments 
cancelled as no 
longer needed 
 
1 DNA 

 
94 

 
68 (72.3%) 
 
 
 
 
 
 
 

 
26 (27.7%) 

Children from Out 
of area placed in 
Barnsley offered 
appointment 

Children/YP 
seen 

Seen within 20 working 
days 

Not seen within statutory 
timeframe 

37 
  
8 appointments 
changed 
1 appointment no 
longer needed 
1 DNA 
 

 
27 

 
8 

(29.6%) 

 
19 

(70.4%) 

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

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

 
13.4 Training and supervision for health professionals, who undertake Health Assessments, 

is provided as well as multiagency training.  Performance is reviewed regularly and 
shared with appropriate services to enable continuous multiagency improvement. 
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13.5 The link to neighbouring Trusts is strengthening. The  LAC Unwarranted Healthcare 

Variations Regional Network has been established with various work streams and task 
and finish groups to align services across South Yorkshire and Bassetlaw. From April 
2019 the same paperwork for Initial Health Assessments will be used across the 
region.  

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

 
14.0 Safeguarding Adults Referrals and Outcomes 
 
14.1 During 2018/2019 the Trust’s Safeguarding Adults Team received 559 adult 

safeguarding contacts from staff.  This shows a slight increase of 35 from the previous 
year of 524.  The nature of the contacts range from preventing harm from occurring 
through personal safety planning and actions, low level safeguarding concerns 
addressed through signposting and support and taking action against individuals or 
organisations where abuse or neglect as occurred.  All contacts are reviewed by the 
Adult Safeguarding Named Nurse. 

 
14.2 From the 559 initial contacts, 45 were taken into formal Safeguarding Adult process 

and resulted in a safeguarding Section 42: Duty of Enquiry.  This year demonstrates a 
small decrease from pervious year.  The remaining concerns were managed with 
proportionate multi agency working and personalised focused outcomes utilising the 
six key principles of the Care Act 201 and Making Safeguarding Personal Guide 2014. 

  
14.3 From the 45 adult safeguarding enquires, 18 involved safeguarding concerns related 

to the care provided within the Trust.  The majority of concerns about hospital care 
were raised by care home managers and community nursing teams and the majority 
related to categories of neglect or acts of admission. There has been no abuse 
substantiated.  Learning is shared with the organisation if deemed necessary following 
the concerns raised.  

 
15.0 Safeguarding Children and Midwifery Activity 
 
15.1  During 2018/19 there has been an increase in the amount of contacts to the team for 

support/advice regarding child safeguarding concerns.  In 2018/19 there has been an 
increase of 44%, a total of 1214 recorded compared with 846 recorded in 2017/18. 
While it is not possible to fully identify the reason for the increase it would indicate that 
the introduction of using DATIX, with identified criteria, for notification of safeguarding 
concerns to the safeguarding children team has increased staff awareness, 
recognition and response to safeguarding children concerns. 

 
15.2 There were  76 child protection medicals undertaken this year; 30 were for children 

under 2 years and followed the joint multi-agency Bruising to non-mobile baby’s 
procedure. This involves members of the safeguarding children team supporting staff 
to attend a strategy meeting. A strategy meeting is a formal process under Working 
Together to Safeguard Children (2018) that considers any immediate risks and actions 
that need to be considered.  



Safeguarding Annual Report 2018-2019 Page 14 

 

 
15.3 Daily visits to the Emergency Department, Maternity and Paediatric areas by the 

Safeguarding Children Advisor continues to be welcomed by ward staff and 
Paediatricians.  It serves to increase the visibility of the Team, encourages staff to 
have safeguarding at the forefront of their  minds and encourages early recognition 
and response to safeguarding concerns for children and families.  

 
15.4 During 2017/2018 Barnsley Metropolitan Borough Council (BMBC) 0-19 service 

commenced a review of the Paediatric Liaison Health Visitor post, this review has 
been on going over 2018/19.  Currently the model includes a Paediatric Liaison Health 
Visitor post employed by Health Visiting Services but based at and working into 
Barnsley Hospital NHS Foundation Trust (BHNFT). the presence of the Liaison post 
holder on site has now reduced from 5 to 3 days per week. There continues to be 
uncertainty as to the impact this will have on the Trust. The 0-19 service based in 
BMBC have been requested to provide a detailed report of the any changes to the 
service they currently provide so the Trust can consider any risks or actions required. 
A quality impact assessment has been completed jointly by the Named Nurse-
Safeguarding Children BHNFT and  community 0-19 service to identify any risks. This 
is currently under review to assess actions required by the Trust to mitigate these. 

 
15.5 The Child Protection Information Sharing System  (CP-IS) is an NHS England 

sponsored work programme that provides  staff in unscheduled health settings with 
social care information on children who have a current Child Protection Plan (CPP), 
children who have had a CPP in the last 12 months, mothers of unborn babies who 
have a pre-birth CPP and Looked After Children. There was a requirement for CP-IS 
implementation into all unscheduled health and social care settings by March 2019Led 
by the Information Computer Technology (ICT) programme lead the system has been 
successfully implemented in ED, Child Assessment Unit (CAU), Maternity birthing 
centre and triage unit. Staff in the areas have worked hard with the ICT team and 
safeguarding children team to implement CP-IS by 15-12-18. Implementation within this 
timeframe secured the trust an incentive payment of £9000. Standard Operating 
Procedures (SOP) and training programmes have been devised and implemented for 
each area. 

.  
15.6 Daily ‘safety huddles’ between  nursing, medical and other members of the multi-

disciplinary teams are being introduced on the children’s ward, neonates and maternity 
ward. Combined with safety concerns on the ward including staffing, bed capacity and 
challenging patient/parents the ‘safety huddles’ encourage a focus on any safeguarding 
children concerns. 

15.7 During the period 2018-2019 Mental Wellbeing Midwife received 274 referrals for 
pregnant women who required specialist care for mental health illness. Specialist 
multiagency  training was provided to 124 staff in partnership perinatal mental health 
service. 118 vulnerable mothers attended a support group run in partnership with the 
charity MIND. 50 referrals were received for counselling regarding termination of 
pregnancy or miscarriage 
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15.8 During the period 2018 – 2019 181 pregnant women were referred to the Specialist 
Substance Misuse Midwife. 66 of these cases had on going drug use in pregnancy and 
23 required joint care with Human Kind prescribing services 

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

professionals to report “known cases” of FGM in under 18’s to the Police.  There have 
been no identified cases of FGM in under 18 year olds for the Trust 2018/2019. 

 
16.2 The Trust identified 8  cases of historical FGM in 2018/2019  All these cases were 

pregnant women. This is an increase of 3 from 2017/2018. 
 
16.3 The system known as Female Genital Mutilation – Information System (FGM-IS) was 

introduced and went live in BHNFT in January 2019. The implementation of FGM-IS 
was led by ICT programme lead and supported by the safeguarding children/midwifery 
team.  
This is a national safeguarding system to share information, which: 

• Enables a medical professional to record when a girl under 18 years has a family 
history of FGM 

• Shares that information with other professionals who treat her as she grows up 
• Prompts the clinicians to consider if they need to take safeguarding/other action. 

 
17.0 Mental Capacity Act (MCA) 2005 
 
17.1 The Mental Capacity Act 2005 provides a statutory framework for acting and making 

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

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

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

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

and as such, is underpinned by the Mental Capacity Act legal framework.  In 
2018/2019 162 DoLS applications were made and subsequently authorised.  This is 
an increase of 33 from previous year 2017/2018, which was reported as a decrease on 
the previous year of 40 applications due to low applications.  Adult Safeguarding and 
Learning Disabilities Nurse continues to support staff and ward areas with requesting 
urgent and standard  DoLS applications. 

 
18.0 Human Resources  
 
18.1 Disclosure and Barring Scheme (DBS) Checks 
 

18.1.1 The Trust introduced a contract with Atlantic Data from 1 June 2015 for the 
supply of a web based on line service for the processing of all DBS checks for 



Safeguarding Annual Report 2018-2019 Page 16 

 

prospective job candidates.  This has speeded up our DBS checking from on 
average 2 weeks to within 5 working days.  The cost of the DBS check and 
Atlantic Data’s admin fee is re-charged to the candidate on appointment by way 
of staggered salary deduction and so the cost is neutral to the Trust. 

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

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

 
18.2 Safer Recruitment Training 
 

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

 
19.0 Priorities for 2019/2020 
 
19.1 Safeguarding Adults 
 

19.1.1 Safeguarding Adults profile continues to raise throughout Barnsley.  The Trust 
will continue to work with partners to achieve the six guiding principles of the 
Care Act 2014:  Empowerment, prevention, Proportionality, Protection, 
Partnership and Accountability. 

 
19.1.2 The Trust Safeguarding Adult Team will place greater emphasis on making 

safeguarding personal and support staff to provide inclusive and individualised 
safeguarding. 

 
19.1.3 Priority will also be given to Mental Capacity Act adherence and Deprivation of 

Liberty Safeguards (DoLs).  This will include the introduction of ward based 
training sessions linking with the perfect ward to increase staffs working 
knowledge.  In addition to this the Trust will roll out set guidance templates to aid 
the documentation of the 5 key principles and the two stage test.  The trust will 
work closely with Adult Social Care in preparation for the change of arrangement 
from the current DoLs to the proposed Liberty Protection Scheme (LPS) in 2020. 

 
19.1.4 The Safeguarding Adults policy will be reviewed and revised in the light of the 

new South Yorkshire Adult Safeguarding Policy. 
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19.1.5 Multi-agency training work to be undertaken with partner agencies to support the 
development and implementation of a robust programme of multi-agency training 
to Trust staff. 

 
 
 

19.2 Safeguarding Children & Midwifery 
 
19.2.1 Ensuring the actions from the  safeguarding children CQC action plan are 

monitored for continuing compliance  is a key priority for 2019-2020.  
 
19.2.2 To achieve Trust standards for safeguarding children Level 3 training. The 

safeguarding children and midwifery teams  will work with CBUs to improve 
uptake of training and improve recording processes to more accurately reflect 
compliance. 

 
19.2.3 The Trust Safeguarding Children Team will work with clinical areas to increase 

the profile of and focus on safeguarding children. Each area will have a 
Safeguarding Champion who will link with the Safeguarding Children Team. 

 
19.2.4 Priority will be given to reviewing the Section 11 self assessment requirements to 

ensure the Trust achieves full compliance. 
 
19.2.5 Achieving and maintaining Trust standard for Safeguarding Children supervision 

will remain a priority for 2019-2020.  
 
19.2.6 The teams will continue to work with BSCB and multi-agency partners to ensure 

lessons learnt from  Serious Case Review /Learning Lesson reviews and internal 
reviews are disseminated across the Trust and embedded into practice. 

 
19.2.7 All revised and new pathways will be integrated into practice and monitored for 

compliance. 
 
19.2.8 An electronic recording system will be introduced from April 2019 to improve and 

strengthen oversight of cases in maternity where there are safeguarding 
concerns. 

 
20.0 Conclusion  
 

20.1 Safeguarding remains a key priority for the Trust. We continue to work with 
partner agencies to help protect and promote the welfare of children and 
vulnerable adults. The safeguarding teams have worked in partnership with 
external partners and BSCB to ensure  the Trust meets it’s duty under s11 of the 
Children Act 2004.  
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20.2 The safeguarding teams have worked with departments to address the concerns 
raised by the CQC and have achieved fulfilment of all actions except one 
regarding training compliance for which there is a robust plan in pace to address.  

 
20.3 The increased level of training and visibility has resulted in a high level of activity 

for the safeguarding teams that would indicate safeguarding awareness is being 
embedded in the practice of staff caring for children and adults. The increase in 
workload will be monitored and assessed to addressed any gaps that may arise. 

 
20.4 We will continue to ensure appropriate systems and processes are in place, 

maintain an awareness of the role of external regulators, and work with Barnsley 
CCG and Barnsley Metropolitan Borough Council to evidence the required 
quality assurance standards.   
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APPENDIX 1 
 
TERMS OF REFERENCE FOR THE SAFEGUARDING STEERING GROUP 

 
1. Constitution 
 
1.1 The purpose of the Safeguarding Steering Group is to ensure that all relevant clear and 

robust processes are developed and in place to safeguard all vulnerable people including 
adults, children and young people within the statutory framework and ensure that the Trust 
is enabled to play a full partnership role within the Local Safeguarding Children’s Board 
(LSCB) and Local Safeguarding Adult Board (LSAB). 
 

1.2 The Safeguarding Steering Group is a sub group of the Quality & Governance Committee. 
 

1.3 This Group has no executive powers other than those specified within these Terms of 
Reference or in the Trust scheme of delegation. 

 
1.4 The Group, in its workings, will be required to adhere to the Constitution of the Barnsley 

Hospital NHS Foundation Trust, the Terms of Authorisation and Code of Governance issued 
by the Independent Regulator for NHS Foundation Trusts, Monitor. 

 
1.5 The Group is authorised to investigate any activity within its Terms of Reference and to 

seek any information it requires from any employee.  All employees are directed to co-
operate with any request made by the Group. 

 
1.6 Accountable to the Chief Executive and the Board of Directors (through the Quality and 

Governance Committee) for overseeing delivery of the children’s and adult’s safeguarding 
agenda and associated work streams in line with statutory requirements/guidance. 

 
2. Duties 
 
This Group is responsible for ensuring that the Trust fulfils it’s statutory and corporate functions 
regarding the safeguarding of children and adults and that the Board of Directors, LSCB, LSAB 
and external agencies are assured of this. 
 
This will be achieved by: 
 
2.1 Identifying the overall strategic work streams required for safeguarding children and adults 

including but not exclusive to areas such as Learning Disabilities, PREVENT, Deprivation of 
Liberty Standards, Mental Capacity Act, Female Genital Mutilation, Child Sexual 
Exploitation and Tissue Viability. 
 

2.2 Identifying the required organisational focus and work streams in response to: 
• External – including multi agency requirements 
• Internal drivers and requirements 
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2.3 Agree processes for delivery and analysis of the work streams and collation of regular work 
stream in relation to: 

• External Reports 
• Audit of outputs 

 
2.4 Overseeing the required work linked to Serious Case Reviews or Individual Management 

Reviews.  Providing briefing papers for the Quality and Governance Committee and/or the 
Trust Board on key issues. 

 
2.5 Ensure processes are in place that enables delivery for the Safeguarding Standards within 

the Care Quality Commission framework and full regulatory framework. 
 

2.6 Ensuring that appropriate training strategies are in place and monitored. 
 

2.7 Oversee the Tissue Viability work plan and receive updates against this plan. 
 

2.8 Oversee delivery of safeguarding KPI’s and CQUIN requirements. 
 

2.9 Monitor single sex accommodation national requirements and seek assurance of any 
breaches. 

 
2.10 The Safeguarding Department will undertake or co-ordinate audits and associated work 

streams. 
 

3. Membership 
 
Membership will comprise: 
 

• Director of Nursing and Quality (CHAIR) 
• Deputy Director of Nursing (Corporate) 
• Named Nurses/Midwife – Safeguarding Children 
• Designated Doctor – Safeguarding Children 
• Named Doctor – Safeguarding Children 
• Head of Midwifery/Associate Director of Nursing 
• Nurse Advisor, Children and Young People – Matron CBU 3 
• Matron/Consultant – Emergency Department 
• Named Nurse – Safeguarding Adults 
• Learning Disabilities Liaison Nurse 
• Allied Health Professional representative 
• Representative from each CBU 
• Designated HR representative 
• Tissue Viability Clinical Nurse Specialist 
• Dementia Nurse Specialist 
 
 

Co-opted Members as required: 
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• Equality and Diversity Advisor 
• Information Governance Department Representative 

 
4. Attendance 
 

• Designated Nurse – Children, BCCG 
• Designated Nurse – Adults, BCCG 

 
4.1 The chair of the group may extend invitations to other persons with relevant skills, 

experience or expertise as necessary to deal with the business on the agenda. 
 

5. Responsibility of Members 
 
Members of the Group have a responsibility to: 
 
5.1 Attend at least 3 out of 4 meetings, having read all papers beforehand; act as ‘champions’, 

disseminating information and good practice as appropriate. 
 

5.2 Prepare and submit papers for the meeting, at least 5 working days before the meeting. 
 

5.3 If unable to attend send their apologies to the Chair and Secretary prior to the meeting and 
provide a deputy. 

 
5.4 When matters are discussed in confidence at the meeting, to maintain such confidences. 

 
5.5 At the start of the meeting declare any conflicts of interest and potential conflicts of interest 

in accordance with the Barnsley Hospital NHS Foundation Trust policies and procedures. 
 
6. Quorum 
 
A quorum shall be ten members to include representatives from both Safeguarding Teams and 
each CBU. 

 
7. Frequency of Meetings 
 
The Group will meet once per quarter year. 
 
8. Authority 
 
The Safeguarding Steering Group is authorised by the Quality and Governance Committee. 
 
9. Reporting 
 
The Group will report to the Patient Safety and Harm Group via the Chair’s Log. 
 
10. Administrative Arrangements 
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The Safeguarding Team Secretaries will provide administrative support to the Group. 
 
 
 

Date of Approval by the Safeguarding Steering Group Oct 2017 
 

Date of Reviews 2015 
2017 
2018 
 

To be reviewed annually date for next review Oct 2019 
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

 

 
 

REPORT TO THE BOARD OF DIRECTORS REF: BoD:19/06/06/10 

SUBJECT:   CELEBRATING OUR PEOPLE 

DATE:          6 JUNE 2019  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Katie Claydon, Communications Assistant 

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 3,700 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:19/06/06/10 

 
 
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: Maria Cooper, Lead Nurse 

 
The Trust has received a letter from the wife of a very seriously ill man who was 
treated on ward 32 in March 2019. She wished to highlight that Maria did so much to 
support her husband and that his care was "efficiently and seamlessly undertaken 
and she found it in her day to pay attention to her as well as her husband, stating that 
Maria treated her with kindness ,empowering her to cope with the gravity of the 
situation. She states that Maria is "hugely instrumental in creating the best possible 
atmosphere in the most dreadful of circumstances and feels that she will be forever 
grateful to Maria. She states that Maria is a credit to herself and a tremendous 
ambassador to the Trust 
 

2.2 Nominees: 
 
Marie Fenton, Diabetes Administator 
Marie is an integral part of the diabetes team. She multi-tasks on a daily basis with 
increasing demands and always with a smile on her face. Our team would not be able 
to function without her, she goes above and beyond what is asked of her and knows 
what we want before we do! No task is ever too much for Marie. Not only does she 
organise our day-to-day work life, she manages consultant clinics, operational 
meetings, audit and patients experiences alongside her administrative duties. Marie is 
always keen to contribute to the improvement and development of our service. She 
builds rapport with all health professionals, children and families that she comes into 
contact with and this is reflected in the feedback we get from them. She was recently 
recognised and praised in our Peer Review for how well she arranged the visit and 
how much she contributed to the Peer Review Process. 
 
She is the glue that holds our team together, every team should have a Marie! 

 
Iris Brown, Health Care Support Worker 
We have received a letter from the wife of a patient who has outlined that Iris made 
her and her husband feel so safe and comfortable. She wrote Iris is "homely, practical 
and capable" and that Iris had a complete grasp of their feelings at such a devastating 
time which made their situation "so much more bearable". Iris treated her husband 
with dignity and respect and that she remains thoroughly appreciative of her 
watchfulness, attention to detail and overwhelming care. 
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Greer Sherriff, Auxiliary Nurse 
I joined Gynaecology outpatients department in January, Greer was my mentor, 
training me all about my position. Greer has worked for the hospital over 20 years and 
the training she has given me has been outstanding, not only this but Greer has made 
me feel really welcome in the team and nothing has ever been any trouble even when 
she has been rushed off her feet. Outstanding individual always happy to help and 
support her colleagues. This has made me so much more confident within my role on 
the department and I will take this with me moving forward. 
 
Polly Westwood, Day Surgery Support Worker 
Polly is outstanding. She has a wonderful patient manner and has been instrumental 
in the lithotripsy service. She is reliable and engaged. She goes to prove that to make 
a real difference you do not need to be the person in charge. She is a real asset to 
the hospital. 
 
Diane Edwards, Associate Director of Nursing  
I would like to nominate Diane as the support she has recently given me has been 
outstanding. Diane has gone above and beyond to ensure I have felt fully supported 
at work throughout a very stressful period due to family situations. Over the past 9 
weeks Diane demonstrated what a caring, professional and personal approach she 
has. Being available out of hours and over the weekend, genuine concern for me and 
my family, taking the time to explain and care when things have been really upsetting. 
Knowing that I would be supported by her and her team when I have come to work 
even when it has been very tough has kept me going. Without her support I am 
unsure if I would have been able to come to work everyday and this could have 
possibly prevented me from going off sick. My role is a very pressured role and 
knowing that the support has been in place from the CBU and especially from Diane 
on a personal approach has made a huge difference and enabled me to ensure I 
turned up everyday regardless of the daily challenges I have faced both personal and 
workwise enabling me to improve my resilience. 

 
 

3. TEAM BRILLIANT AWARD 

Winner: BFS Staff  who were involved with the powercut 
Following  the electrical crash when all the generators went down the team below did 
a fantastic job sorting the problem out and getting electricity reinstated to the hospital. 
Members of staff were coming in on their days off to help ensure that the hospital 
could carry on operating and the whole team went above and beyond in ensuring that 
our patients and staff suffered as little as possible.  
 
The above meant that once the mains power was reinstated we could start the resets 
in record time to get services back up and running. I would also say that the Trust and 
in-particular Abi Trainer dealt with the situation brilliantly, it was understood and 
received without panic and dealt with diligently and considered to limit disruption to 
our patients.  
 
All repairs are now complete and we are have returned fully to mains power but we 
are still investigating the possible cause of the fault. 
 
• Mick Bailey - Head of Commercial Services -  (Authorised Person HV/LV) 
• Steve Butler – Estates Manager - (Authorised Person HV/LV) 
• Ian Austin - General Foreman – (Authorised Person LV): Ian was on annual leave 

but noticed the power outage on Twitter (Thanks to Emma for the comms) and 
decided to come in and help. 
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• James Dyson – Electrical – similarly James was not in work and after contact 
came in to assist.  

• Keith Latham – Electrician  
• Dan Sargent – Electrician  
• John Ingram – Mechanical  
• Dave Sheppard - Electrical  
• Sheffield Electrical – Sheffield electrical regularly work on site and are a valued 

supplier. Two of their electricians pulled off their job to assist along with their 
contracts manager who again had listened to the outage on the news and came in 
to assist on his day off.  

• Mike Lees - BSU 
 

3.2 Nominees: 
 

Lynda Oakley, Kay Richardson and Georgie Botham 
The National Asthma and COPD Audit Programme (NACAP) has recognised the 
Hospital as one of the top performing sites in the country in terms of numbers of 
records entered for Asthma patients. This is credit to Lynda Oakley- (Asthma nurse) 
and Kay and Georgie who support from an audit perspective. The National Asthma 
and COPD Audit Programme would like the hospital to share best practice for there 
first edition of the adult asthma good practice repository. The information will be 
communicated via programme news letters and social media.  
 
This is a great achievement for Barnsley Hospital and indeed the team. 
 
 

4. PUBLIC BRILLIANT AWARD 

4.1 Winner: Tom Spencer, Sonographer 
Myself and my husband attended for an ultrasound due to some problems in early 
pregnancy. Tom knew we were worried and anxious at the prospect of miscarriage. 
He greeted us with a reassuring smile, introduced himself, chatted to us en route to 
the room and generally made us feel at ease with him straight away. As soon as he 
was able to he confirmed that baby was doing fine and continued on to give us a 
good look at baby and talk us through what he was doing and seeing at all times. As 
it’s my 3rd pregnancy I’ve had many ultrasound scans and have even paid for 
additional for private scans but I can honestly say that the experience Tom gave us 
far outweighs any experience we’ve had in the past - considering how we felt going 
into that room I would say that is excellent, we felt he gave us an opportunity to really 
see and bond with the baby - even just for a few minutes. Please give Tom the 
recognition he deserves an pass on our sincere thanks to him. 
 

4.2 Nominees: 
 
Ward 29 
I would like to nominate the entire staff on ward 29 for the care they have recently 
given to my mum during her short stay on the ward. This is the second time she has 
had to be admitted to the ward in a few weeks and the dedication and caring shown 
during both stays has been outstanding. The staff on the ward are a true credit to our 
NHS. Thank you once again. 
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SPONSORED BY: Francis Patton, Non Executive Director, Chair Finance & Performance 
Committee 

PRESENTED BY: Francis Patton, Non Executive Director, Chair Finance & Performance 
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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 month one position is a deficit position of £0.589m, against a plan of £1.197m, 
which is £0.608m favourable to plan. Planned Provider Sustainability Funding of £0.597m has been 
accrued in full. CIP is £0.183m against a plan of £0.358m, which is £0.175m adverse to plan. The cash 
position at the end of the month is £5.194m, which is £4.194m ahead of plan. A loan repayment of 
£2.870m has been made in month. The capital expenditure as at month 1 was £0.436m, which is £0.211m 
adverse to plan. 
In terms of performance the Trust continues to deliver exceptionally well. The 4 hour emergency access 
standard was successfully delivered in April at 96%. The validated position for RTT shows delivery in 
March at 95.2%. Diagnostic wait performance remains compliant with 99.9% of patients accessing 
diagnostics with 6 weeks, Cancer performance shows delivery against all cancer access standards with 



the exception of 38 day inter provider transfer standard. Improvements were observed in 2 week wait 
performance and 62 day GP referral to treatment and 62 day screening access for the validated month of 
March.      
In terms of People sickness is running at 4.12% (down on March by 0.51%) with a cumulative figure of 
4.24%, training is at 90.9% and appraisals at 7.6%. The committee continues to review 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. 
The committee received a business case for a Plastic Surgery service at BHNFT and a paper proposing 
an increase in staffing levels in Blood Services both of which it signed off.  
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 one.  
- The Board notes the month one underperformance against the CIP target. 
- The Board notes the continuing excellent delivery of operational performance. 
- The Board notes the ongoing development of the People agenda and the performance statistics 

for month one. 
- The Board notes the commencement of the Medway System C project. 
- The Board notes the sign off of the Plastic Surgery Business case and the paper for increased 

staffing within Blood Services 
- The Board takes assurance that the BAF/CRR are being regularly reviewed. 



Subject: Finance & Performance Committee Assurance Report Ref: BoD:19/06/06/11 

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

Committee / Group Date 30th May 2019 Chair 
Finance and Performance Committee May 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  

At month one the Trust has a consolidated year to date deficit position of £0.589m, 
against a plan of £1.197m, which is £0.608m favourable to plan. Planned Provider 
Sustainability Funding of £0.597m has been accrued in full. CIP is £0.183m against a 
plan of £0.358m, which is £0.175m adverse to plan. The cash position at the end of the 
month is £5.194m, which is £4.194m ahead of plan. A loan repayment of £2.870m has 
been made in month. The capital expenditure as at month 1 was £0.436m, which is 
£0.211m adverse to plan. 
The committee discussed the profiling of the plan and requested that going forward there 
was a table explaining how monies from PSF and FRF are profiled over the year to bring 
the Trust into balance in order to give full assurance on delivery of the control total at the 
year end. 

Board For information 
and Assurance 

2.  CIP 

Month 1 saw actual savings of £182,963 against a plan of £358,000 resulting in 
an under achievement of £175,037. Looking back over the last five years’ programmes, 
the Trust has never hit Month 1 but still succeeded in achieving the overall target by the 
end of the year. Therefore, whilst much work is still to be done, experience tells us that 
this under achievement at Month 1 is not as impactful as the shortfall to plan might 
suggest. 
In terms of the 2019/20 Programme Position the forecast overall programme position 
against target has reduced since last month from £3,856,481 to £3,779,199 to (a fall of 
c.£77k) which leaves a deficit of just under £2.96m against the £6.74m target. 
Recurrency ratio is 89% which is a 1% drop since last month. There are 58 schemes in 
the Programme, 6 less schemes than last month as unviable schemes are removed as 
part of the validation process. Of these schemes, 19 are at full maturity, with a value of 
£2,646,199. Four schemes have progressed to maturity level 4 since the last meeting 
(£964k). There are currently 39 schemes in the pipeline, of which 27 have no value 
assigned yet. The full pipeline scheme list was reviewed. Of the 27 with no value, there 
did not appear to be sufficient schemes to deliver the £2.96m gap to target and although 
schemes have progressed in maturity over the last month, few new schemes have been 
introduced. The committee was informed that the CIP meeting had reinforced to the 
group that more new schemes were needed and that there needed to be a significant 
shift in the programme by the June meeting with progression of the schemes already in 

 
 
 
 
 
 
 
 
Board 

 
 
 
 
 
 
 
 
For information 
and Assurance 



Log 
Ref Agenda Item Issue and Lead Officer 

Receiving 
Body, i.e. 
Board or 
Committee 

Recommendation
/ Assurance/ 
mandate to 
receiving body 

the pipeline. CBU leads were also tasked with identifying more cost reduction schemes 
between now and the next meeting as a significant number of schemes in the programme 
are currently income based (61%). The committee were assured that there were likely to 
be more coding opportunities within elective and there was definitely potential of cost 
reduction with regard to reducing agency and nurse bank/agency. 
In terms of risks the main risks are the lack of new schemes being introduced to the 
Programme and the number of identified schemes that are still to be worked up at CBU 
level with 27 out of 39 schemes having no value. Based on past programme 
performance, the level of risk at the current time is relatively low as we have been in this 
position in previous years and still achieved plan. However, as we are already nearing 
the end of Month 2 progress must be made over the next one to two months to bolster 
the programme position with new schemes and work up existing pipeline schemes. 
The committee agreed that this would be an area of focus for the next meeting coupled 
with a review of the 5 year CIP delivery. 
The committee also received a review of the 2018/19 programme which included a 
recommendation that the Cost & Productivity Group is discontinued as the Carter Group 
can be restructured to support the identification of savings opportunities. In addition the 
Cost & Productivity Group’s role in oversight of the business planning process has been 
superseded by the re-introduction of the Business Planning Steering Group. 



Log 
Ref Agenda Item Issue and Lead Officer 

Receiving 
Body, i.e. 
Board or 
Committee 

Recommendation
/ Assurance/ 
mandate to 
receiving body 

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: Continued delivery of the 4 hour access 
standard has been observed in April at 96%, showing considerable improvement 
from April 2018. High demand for urgent and emergency care services remains, 
with non-elective admissions 8% above plan and ED attendances 7% above plan. 

- RTT: 18 week access for elective remained strong for the validated and submitted 
March position at 95.2%. At a specialty level, recovery plans in Dermatology have 
been delivered on time with Trauma & Orthopaedics expected to be compliant at 
a specialty level in May 2019.  
 

- Cancer: The Trust delivered against all cancer access standards with the 
exception of 38 day inter provider transfer standard. Improvements were 
observed in 2 week wait performance and 62 day GP referral to treatment and 62 
day screening access. 

- Diagnostic Waits: Diagnostic wait access remains compliant with 99.9% of 
patients accessing diagnostic tests within the required 6 week timeframe 

Board For information 
and Assurance 
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Ref Agenda Item Issue and Lead Officer 

Receiving 
Body, i.e. 
Board or 
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Recommendation
/ Assurance/ 
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4.  Business Cases 

The committee received a business case for sign off for the introduction of a Plastic 
Surgery Service at BHNFT. 

The paper proposed that BHNFT would work in partnership with Mid Yorkshire Hospitals 
NHS Trust (MYHT) to develop a local Plastic Surgery Service at BHNFT. Currently there 
is no Plastic Surgery service at Barnsley Hospital NHS Foundation Trust (BHNFT). All 
General Practitioner (GP) referrals are signposted to neighbouring organisations and 
therefore if BHNFT were to provide this service the Trust would benefit from additional 
income for activity repatriated from other providers without any additional cost to the 
Clinical Commissioning Group (CCG). In addition, patients would benefit from being seen 
closer to home thus avoiding the need to travel. Initial discussions have been held with 
colleagues at MYHT and a three phase approach to implementation of the new service 
has been suggested. 

Phase 1: out-patient and day case service at BHNFT, carrying out non-complex day case 
Plastic Surgery procedures 

Phase 2: expansion of service to increase out-patient and day case capacity as well as 
introducing inpatient operating 

Phase 3: introduction of a paediatric plastic surgery service locally 

The estimated return on investment for phase 1 is £55k during year one, rising to £105k 
during year two. 

The committee signed off the business case. 

 

Board For information 
and Assurance 
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5.  Business Cases 

The committee received a paper requesting an increase in staffing levels for Blood 
sciences. The service has seen an increase in workload and income over the last few 
years as well as changes in clinical service provision resulting in increased work outside 
the current ‘core’ day, such as evening and weekend clinics, GP hubs etc., changes to 
international accreditation standards (move to UKAS ISO:15189) which have increased 
demands on the service, increased clinical requirements (Royal College of Pathologists 
telephone guidelines) and equipment failures but the workforce has remained at the 
same level.  

This has put huge pressure on the service resulting in fewer staff wishing to undertake 
overtime making filling shifts problematic, increased staff sickness due to stress related 
illness, non-compliance with working time directive, high staff attrition, difficulty in 
recruiting, extensive use of locums and poor staff survey results. 

The paper presented four options with the preferred option being to increase the number 
of staff and change the system of out of hours working within the department to a full 
AFC shift system to address these issues. There will be a financial impact from the 
proposal with the costings based upon actual expenditure rather than budget because of 
the effect of long term vacancies and use of locums on budget. This option would cost 
the Trust an extra £127,300 in 19/20, £162,050 in 20/21 and £292,600 in 21/22 and 
ongoing. 

The committee agreed to sign of option 3. 

Board For information 
and Assurance 



 

6.  People 

 In terms of workforce:- 
- Sickness absence has decreased from last month by 0.51% to 4.12%, with an 

improvement in short term sickness to 1.3% but a slight increase in long term 
sickness rate to 2.95%. The cumulative figure is at 4.24%. It sits below the 
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 main reason for sickness absence remains stress, anxiety, 
depression and other psychiatric illness, with 1083 FTE days lost in April. There 
were 51 manager, 36 self, 5 stress and 4 MSK fast track referrals to Occupational 
Health received in April 2019. Psychological wellbeing (including home and work 
related stress) has continued to remain the top reason for referrals for the last 
year. Mental Health Awareness week featured in the latest OH and Wellbeing 
staff newsletter and a further wellbeing event for staff is scheduled to be held on 
29 July 2019.   

- Headcount for month is 3885. The actual FTE is 3187. The figure reported this 
month for funded establishment FTE is 3274. This figure is in the process of being 
updated after the ward and department budgets set for this new financial year 
have been reconciled into ESR from Agresso. The number of open vacancies in 
month actively being recruited to are 138.11FTE. 

- Turnover rate excluding TUPE transfers is at 7.7% and therefore within the target 
range of between 7 – 10%. There were 52 leavers and 38 starters this month. 

- Mandatory training compliance is at 90.9% (an increase of 0.6% from last month) 
and continues to be above the 90% compliance target for the second consecutive 
month. Moving & Handling Back Care Awareness (once only) continues to be the 
topic with the highest compliance at 97.1%. Moving & Handling Practical Patient 
Handling Level 1 (3-yearly) has the lowest compliance at 82.9% The topic with the 
highest number of people not in date is Fire, Health & Safety with 445 people out 
of date. 

- This year’s staff appraisal window opened on 1 April 2019 and the compliance so 
far is 7.6%. 

- The bi- monthly staff pulse check survey via Survey Monkey has run in January 
and March and is due to run again in May. The Pulse check has 13 questions, 9 
of which are directly comparable to the annual Staff Survey to enable the Trust to 
monitor the overall staff engagement score which is based on a 0 – 10 point 
scale. The results as at March 2019 show the overall staff engagement score is 
6.6. This is based on 10.6% of staff who responded to the survey (compared to 
50% of staff who responded to the 2018 annual staff survey and whose 
responses to the questions gave an overall staff engagement score of 7.0). Full 
details of the March 2019 results including the responses to the 3 additional 
questions and the free text comments are to be presented at the People & 
Engagement Group in May for further discussion. 

Board For information 
and Assurance. 



The committee then had a long detailed discussion on how the report could evolve from a 
historic review of performance to a forward looking report with more information within it 
and a second quarterly report that reviewed the development of the workforce and 
included a more detailed focus on organisational development. The Director of Workforce 
will develop both of these and bring them to future meetings of F&P. 
The committee also reviewed the People Strategy which showed good progress against 
the plan and also identified future work streams to ensure successful delivery of the 
strategy including: 
 Commis s ioning a  pie ce  of cons ulta ncy work to s cope  out the  re quire me nts  for 
developing a talent management framework and succession planning structure for the 
Trust. Also to review and recommend a new approach to CBU triumvirate and senior 
leadership development 
 Aligning the  va lue s  be ha vioura l fra me work a nd le a de rs hip compe te ncie s framework to 
medical staff and their appraisal process 
 P roducing a  Trus t wide  workforce  pla n 
 P roducing Trus t wide rostering performance reporting at governance committees 
 De ve loping le a de rs hip dive rs ity a ction pla n 
 Cre a ting conditions  to give  s ta ff pe rmis s ion to cha lle nge  colle a gue s  who do not behave 
in line with the Trust’s values 
The Trust commended the team on the work to date. 

7.  ICT 

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

- System C Medway EPR project. A successful launch event took place 29th April 
2019 with a follow-on drop in session on Monday 13th May. There is an overview 
session planned for 21st May with the first steering group chaired by Richard 
Jenkins on 31st May. The project is on schedule with fantastic engagement 
across the Trust. 

- 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. NHS X are hoping to secure additional monies 
and we have just been informed that we are unlikely to hear further about the 
outcome until summer. 

- VitalPAC (VP) An ET paper and business case is being compiled for Phase 2 of 
the project. 
 

- Bleeps. 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 are testing 
performance. Multi-tone bleeps cannot be removed until all groups have a fully 
implemented solution. A paper is scheduled for ET early June. 

Board For information 
and Assurance 



8.  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. Board For information 

and Assurance 

9.  
Committee 
Annual 
effectiveness 
Review 

The committee received a series of sub-committee annual effectiveness reviews which 
will form the basis of the F&P annual effectiveness review. This will come to F&P in June 
with the Terms of Reference for review and sign off and then to Board in early July.  

Board For information 
and Assurance 
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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:  
Continued delivery of the 4 hour access standard has been observed in April at 96%, showing considerable 
improvement from April 2018. High demand for urgent and emergency care services remains, with non-elective 
admissions 8% above plan and ED attendances 7% above plan.  
 
RTT:  
18 week access for elective remained strong for the validated and submitted March position at 95.2%. At a 
specialty level, recovery plans in Dermatology have been delivered on time with Trauma & Orthopaedics expected 
to be compliant at a specialty level in May 2019.  
 
Cancer:  
The Trust delivered against all cancer access standards with the exception of 38 day inter provider transfer 
standard. Improvements were observed in 2 week wait performance and 62 day GP referral to treatment and 62 
day screening access.  
 
Diagnostic Waits:  
Diagnostic wait access remains compliant with 99.9% of patients accessing diagnostic tests within the 
required 6 week timeframe 
 

2. Quality of Care: 
 
2.1 Patient Safety: 
 
 Please note that although data on falls and pressure ulcers continues to be collected the 2019/20 quality indicators 
will not be agreed until end April 2019. These will be included in the IPR from May 2019 with retrospective 
reporting against the agreed quality indicators for April 2019. 

 



Incidents 
Severe 

• Inpatient fall resulting in a fractured neck of femur 

Four Serious Incidents reported in the month:  
 
• 2019/7936– Diagnostic delay (Occurred in March 2019) 
• 2019/7980 – Intra-uterine death (occurred in March 2019) 
• 2019/7946 – inpatient fall resulting in bilateral fractured neck of femur (occurred in January 2019) 
• 2019/7968 – inpatient fall resulting in head injury (occurred in February 2019) 

 
2.2 Patient Experience: 
During April the Trust received 19 new complaints.  The complaints were allocated as follows:  CBU 1 – 8, CBU 2 – 
6, CBU 3 – 3 and Corporate Services 2.   The primary themes were clinical care and treatment, communication 
issues and access issues.  The percentage of cases closed within agreed timeframe or agreed extension for the 
month was 100%.    The average number of working days to investigate complaints was 60 days.  73% of complaints 
closed within April were upheld or partly upheld. The PA&C Team dealt with 185 concerns and 31 general enquiries 
(total 216) during the month.  
 

3. People:  
 
Sickness has continued to decrease this month by 0.51% to 4.12% and is lower than in the same month in 2018 
when it was at 4.34%). The shift has been due to a reduction in short term sickness by 0.65% to 1.30%, however 
there has been an increase in long term sickness by 0.27% to 2.95%. Delivery of the sickness absence reduction 
action plan and management of the sickness hot spot areas within CBUs continues to be monitored monthly at 
People & Engagement Group. 
  
Staff Turnover is within the expected range at 7.74%.  
 
Mandatory Training is at 90.9% and continues to be above the 90% compliance target for the second consecutive 
month.   
 
Staff Appraisal Rate This year’s appraisal window opened on 1 April 2019 and the compliance so far is 7.6%. 
  

4. Finance:  
 
• The Trust has a consolidated year to date deficit position of £0.589m, which is £0.608m favourable to plan.  
• Clinical activity based income is £0.460m favourable to plan year to date 
• CIP delivery for the year is adverse to plan by £0.175m. 
• Cash is £4.194m favourable to plan.  
• Capital expenditure is £0.211m less than plan 

RECOMMENDATIONS 

Trust Board is asked to receive and endorse the latest Integrated Performance Report  
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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 2019/20. In 

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

This report details the latest validated information available.

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

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

2. Background and Introduction:

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

quality care for patients.

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

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

areas along with actions being taken to address required improvements.

Executive Summary 
April 2019 
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Capital Plan

The Trust has a consolidated year to date deficit position of £0.589m, which is £0.608m favourable to plan. 

Clinical activity based income is £0.460m favourable to plan year to date. 

CIP delivery for the year is adverse to plan by £0.175m.  

Cash is £4.194m favourable to plan. 

Capital expenditure is £0.211m less than plan

Sickness has continued to decrease this month by 0.51% to 4.12% and is lower than in the same month in 2018 when it was at 4.34%). The shift

has been due to a reduction in short term sickness by 0.65% to 1.30%, however there has been an increase in long term sickness by 0.27% to

2.95%. Delivery of the sickness absence reduction action plan and management of the sickness hot spot areas within CBUs continues to be

monitored monthly at People & Engagement Group.

 

Mandatory Training is at 90.9% and continues to be above the 90% compliance target for the second consecutive month.  

Staff Appraisal Rate  -  This year’s appraisal window opened on 1 April 2019 and the compliance so far is 7.6%.

 Staff Turnover is within the expected range at 7.74%. 

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

Continued delivery of the 4 hour access standard has been observed in April at 96%, showing considerable improvement from April 2018. High 

demand for urgent and emergency care services remains, with non-elective admissions 8% above plan and ED attendances 7% above plan.

18 week access for elective remained strong for the validated and submitted March position at 95.2%. At a specialty level, recovery plans in 

Dermatology have been delivered on time with Trauma & Orthopaedics expected to be compliant at a specialty level in May 2019.

Cancer performance was delivered against all access standards with the exception of 38 day inter provider transfer standard. Improvements were 

observed in 2 week wait performance and 62 day GP referral to treatment and 62 day screening access.

Diagnostic wait access remains compliant with 99.9% of patients accessing diagnostic tests within the required 6 week timeframe

Patients Partnerships People Performance  

BHNFT At-a-Glance 
April 2019 
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Patient 

Experience

Clinical 

Effectiveness

Rolling 12 Month HSMR - March 18 - February 2019 - 100.3

SHMI - Latest Data December 2018 - 101

During April the Trust received 19 new complaints.  The complaints were allocated as follows:  CBU 1 – 8, CBU 2 – 6, CBU 3 – 3 and Corporate Services 2.   The primary themes were clinical care and treatment, 

communication issues and access issues.  The percentage of cases closed within agreed timeframe or agreed extension for the month was 100%.    The average number of working days to investigate 

complaints was 60 days.  73% of complaints closed within April were upheld or partly upheld. The PA&C Team dealt with 185 concerns and 31 general enquiries (total 216) during the month.

Incidents

Severe

• Inpatient fall resulting in a fractured neck of femur

Four Serious Incidents reported in the month: 

• 2019/7936– Diagnostic delay (Occurred in March 2019)

• 2019/7980 – Intra-uterine death (occurred in March 2019)

• 2019/7946 – inpatient fall resulting in bilateral fractured neck of femur (occurred in January 2019)

• 2019/7968 – inpatient fall resulting in head injury (occurred in February 2019)

Please note that although data on falls and pressure ulcers continues to be collected the 2019/20 quality indicators will not be agreed until end April 2019. These will be included in the IPR from May 2019 with 

retrospective reporting against the agreed quality indicators for April 2019.

Patient Safety

Patients Partnerships People Performance  

BHNFT At-a-Glance 
April  2019 



1 2 3 4 6 7

Domain KPI Standard
Standard
(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 Apr-19

Dementia - Find/Assess 90% (>) National 91.3% 92.9% 93.4% 93.7% 91.4% 91.8% 92.7% 92.5% 93.8% 95.3% 95.0% 94.7% 91.9% 91.3% 90.5%

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

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

Hand washing 95% (>) National 94% 94% 98.9% 100% 100% 99% 99% 100% 99% 99% 95% - - - - 94%

Hospital Acquired Clostridium Difficile 19 (<) 1 NHSE 1 1 - 0 1 0 0 2 2 3 1 2 0 2 2 1

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

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

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

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

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

FFT Response Rate ED G >= 10%, R < 10% BHNFT 1.3% 1.3% - 1.3%

FFT Response Rate IP G >= 10%, R < 10% BHNFT 32% 32% - 32%

FFT Response Rate MAT G >= 10%, R < 10% BHNFT 32.6% 32.6% - 32.6%

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

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

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

<82.5% (> )
BHNFT 98% 98.2% 97.5% 98% 98% 98% 98% 97% 96% 98% 97% 97% 97% 99% 98% 98%

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

<82.5% (> )
BHNFT 94.1% 94.1% 95.2% 94% 95% 96% 96% 96% 98% 94% 94% 93% 96% 94% 96% 94%

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

<82.5% (> )
BHNFT 71.1% 71.1%

 Complaints closed within target or agreed extension % G >90%, A >=70%-90%, R <70% (>) BHNFT 100% 100% 91.1% 90% 68.4% 80% 84.8% 100% 100% 97.1% 96.9% 100% 100% 100% 100% 100%

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

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

VTE Screening Compliance G>= 95%, R < 95% NHSE 98.1% 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% 98.1%

Sepsis Screening G >= 90%, R < 90% National 100%

Sepsis-Antibiotics given within Hour of diagnosis G >= 90%, R < 90% National 92.9%

 HSMR (Rolling 12 months) Latest Data is February 2019  - - - 108.5 108.9 109.8 110.1 109.4 109.8 106.6 104.9 103.3 102.8 100.3

Crude Mortality (Number of Deaths) - - - 106 85 82 88 74 80 78 80 102 114 96 92 100

SHMI (Rolling 12 months) Latest Data is December 18 - - - 102.0 103.0 101.0

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 for 2019/20 to be defined and included in IPR from May 2019

Please note that although data on falls and pressure ulcers continues to be collected the 2019/20 quality indicators will not be agreed until end April 2019. These will be included in the IPR from May 2019 with retrospective reporting against the agreed quality indicators for April 2019.

Quality Performance Scorecard
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People and Patient Access Scorecard

Domain KPI Standard
Standard
(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 Apr-19

People will be proud to work for us

Staff Turnover (Rolling 12 months) G <=10%, A >10%-11%, R >11% (<) BHNFT 7.7% 7.7% 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% 7.7%

Staff Appraisal Rate G >90%, A >=70%-90%, R <70% (>) BHNFT 7.6% 98% 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% 7.6%

Mandatory Training G >90%, A >=85%-90%, R <85% (>) BHNFT 90.9% 90.9% 90% 88.4% 88.2% 88% 88% 86.7% 86% 86% 87.9% 88.4% 88% 89% 90.3% 90.9%

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

(<)
BHNFT 4.12% 4.12% 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% 4.12%

Performance matters - Key Performance Indicators

RTT Incomplete Pathways (March 19) 92% (>) National 95.5% 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% 95.2%

Q - Cancer 2 Week Waits 93% (>) National 95.9% 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% 95.6%

Q - Symptomatic Breast 2 Week Waits 93% (>) National 94.8% 93.7% 93.4% 93.7% 92.7% 91.7% 96.5% 91.3% 92.0% 94.7% 92.2% 93.6% 94.4% 95.3% 94.6%

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

Q - 31 Day - Subsequent Treatment (Surgery) 94% (>) National 91% 98% 99.2% 100% 100% 100% 100% 100% 100% 100% 100% 100% 91% 100% 83%

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

Q - 38 Day - Inter-Provider Transfer 85% (>) BHNFT 59.1% 72.9% 75.6% 63.2% 64.3% 70.6% 80.6% 90% 93.1% 61.5% 62.1% 92.3% 66.7% 50.0% 58.6%

Q - 62 Day - GP Referral to Treatment 85% (>) National 89.5% 88.9% 88.7% 92.7% 87.3% 90.6% 83.7% 91.8% 87.7% 91.4% 85.7% 87% 85.4% 94% 89.2%

Q - 62 Day - Screening Referral to Treatment 90% (>) National 93.9% 88.4% 86.9% 85.7% 83.3% 88.5% 93.8% 100% 71.4% 73.3% 92.0% 78.6% 89.5% 93.8% 100%

Q - 62 Day - Consultant Upgrade to Treatment 85% (>) BHNFT 96.3% 91% 86.3% 33% 81% 100% 83% 100% 100% 81% 86% 100% 91% 100% 100%

Emergency % Patients Waiting <4 Hours 95% (>) National 96.0% 96% 95% 90.3% 93.0% 95.4% 92.1% 97.2% 98.6% 95.4% 97.4% 96.7% 91.1% 92.9% 96% 96%

Average Length of Stay - Elective (Spell) G <=3.45, A >3.45-3.91, R >3.91 (<) BHNFT 2.64 2.65 - 3.27 3.26 3.08 2.66 2.38 2.44 2.94 2.60 3.14 2.88 2.32 2.72 2.65

Average Length of Stay - Non-Elective (Spell) G <=3.45, A >3.45-3.91, R >3.91 (<) BHNFT 3.41 3.07 - 3.85 3.40 3.65 3.16 3.26 3.40 3.26 3.19 3.12 3.48 3.37 3.38 3.07

Re-admissions % (Validated) 8% 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% 0.0

Cancelled Operations - Breaches of the 28 day rule 0 0 National 0 0 - 0 0 0 0 0 0 0 0 0 0 0 0 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% 0.5%

DNA Outpatient DNA Rates
G <=7.2%, A >7.3%-8.5%, R >8.6% 

(<)
7.2% BHNFT 6.8% 6.8% 7.1% 6.8% 7.1% 7.6% 7.2% 7.3% 7% 6.9% 7.0% 7.3% 6.4% 6% 6.5% 6.8%

RAG Description

RED Failed Target

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

achieved)

GREEN Achieved Target

< Less Is Good 

> More is good

Q KPI is in the Quality Schedule 

NOTE: National Indicators such as Cancer, RTT, Cancelled Ops, etc. are considered as being either Achieved or Failed.  These are therefore RAG rated as Green or Red.

All other indicators are classed as Achieved or Failed with the exception of all Workforce KPIs, Average Length of Stay & DNA rates which detail the tolerances applied in the Target column.

Operational 

Efficiency

Workforce

Elective Access

Cancer
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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
93% 97% 100% 82% 3.0 2.4 5.4

Registered Nurses

Ward 18
82.7% 110.5% 101% 190.8% 3.7 3.1 6.8

Registered Midwives

Ward 19 

Elderly
80.4% 86.4% 108.6% 115.3% 2.7 4.7 7.4

Unregistered health care/midwifery care assistants

Ward 20 

ASU
81.0% 95% 108% 141.2% 2.7 5.1 7.8

Unregistered nursing/midwifery auxiliaries.

Ward 21 
100.9% 90% 101.7% 105% 2.7 2.6 5.4

Ward 22 

Diabetes/E

ndo

96.3% 99.8% 103.4% 118.2% 2.7 2.9 5.7

Ward 23 

Frailty Unit
85.4% 117.9% 98.3% 123.3% 3.2 4.4 7.5

Ward 24
94.8% 106.8% 103.5% 133.3% 4.7 3.9 8.5

Ward 29 

SSU
100% 97.4% 107.9% 100% 2.6 1.8 4.4

Ward 30 

General 

Medical 

100% 100% 113.6% 100% 2.8 1.9 4.7

AMU
88.0% 94.6% 107.2% 126.6% 5.8 4.3 10.1

CCU
84.6% 98.4% 100% - 11.2 1.9 13.0

Ward 31 

SA 95.4% 104.2% 101.7% 100.1% 3.2 2.9 6.1

Ward 32
87.7% 102.6% 106.8% 108.4% 3.5 3.8 7.3

Ward 33
84.1% 95.3% 101.8% 115% 3.1 4.7 7.8

Ward 34
74.8% 100% 108% 103.5% 7.3 4.8 12.0

ITU
100% 80% 99% - 29.5 2.0 31.5

SHDU
92% 82% 100% - 15.2 4.0 19.2

AN/PN 
98% 98% 99% 100% 5.3 2.1 7.3

Birthing 

Centre 
99% 97% 100% 93.5% 34.5 5.1 39.6

Gynae 

Inpatient 

Ward

100% 100% 97% 100% 3.3 3.3 6.6

Ward 15 

NNU
100% 93% 98% 91.3% 12.1 1.5 13.6

Ward 37 
101% 90% 100% 85.4% 8.6 2.2 10.9

430 - GERIATRIC MEDICINE

303 - CLINICAL HAEMATOLOGY

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:

307 - DIABETIC MEDICINE

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
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301 - GASTROENTEROLOGY

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 only ward 34 this month whereby the staffing levels fell below 80% 

for registered nurses on day shifts a significant improvement from previous 

months. Ward 34 does not always need the planned number of staff due to 

the numbers of patients on the ward at any time. 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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 High Level Summary 
 
Sickness  -  has continued to decrease this month by 0.51% to 4.12% since its spike in January 2019 at 4.96% 
(and is lower than in the same month in 2018 when it was at 4.34%). The shift has been due to a reduction in 
short term sickness by 0.65% to 1.30%, however there has been an increase in long term sickness by 0.27% to 
2.95%. Delivery of the sickness absence reduction action plan and management of the sickness hot spot areas 
within CBUs continues to be monitored monthly at People & Engagement Group.  
 
Staff Turnover—  is within the expected range at 7.74%.  
 
Mandatory Training  -  is at 90.9% and continues to be above the 90% compliance target for the second 
consecutive month.   
 
Staff Appraisal Rate  -  This year’s appraisal window opened on 1 April 2019 and the compliance so far is 7.6%. 
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People - Trend Analysis 
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Please the latest Sickness absence  benchmarking data is only avaliable  upto December 2018 
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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:
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The Trust continues to validate readmissions via a daily process which feeds in to quarterly reconciled 

position with Barnsley CCG. Clinical audit of readmissions in key areas have demonstrated that there are no 

clinical concerns and that activity around ADT processes are in place and accurate, supported by the daily 

validation process.
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New Follow Up Total Standard 2017/18

Cancelled Operations target is '0' 
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0.8% 

1.1% 
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Cancelled Operations 

28 Day Breaches % Cancelled Ops Standard

Cancelled Operations Target '0' 

7.5% 7.1% 
8.0% 7.6% 8.1% 

7.1% 7.2% 7.8% 
7.1% 6.8% 

6.2% 
7.7% 7.5% 

8.4% 
7.2% 
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Cumulative Validated Re-admissions 
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Diagnostic Tests over 6 Weeks 

Standard Actual % 1718/1819
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Emergency Access and Patient Flow (1)
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• 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 ‘longstaywednesday’ process has now been rolled out across the Trust. This is a multidisciplinary process to review all patients with a length of stay over 21 days. The collaboration 

takes place between partners from SWYFT, medical staff, social services and the Trust Discharge Matron.

• The Trust has submitted its planned trajectory to NHSI in relation to reducing length of stay for patients over 21 days. An internal Trust target has also been put in place to reduce 

patients with a length of stay over 7 and 14 days by 20 % in the next 12 months. This trajectory will be monitored via the A&E delivery board.

• The Trust continues to have an active role in the SAFER Red2Green collaborative via NHSI

85.5% 

89.9% 
91.1% 

90.3% 

93.0% 

95.4% 

92.1% 
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95.4% 
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100%
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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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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 Apr-19

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)

Patients Partnerships People Performance  

Emergency Access and Patient Flow (3)

ED Delivery Dashboard V4
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - 18 Week Referral to Treatment

As stated 

RTT 18 Week Performance - March 2019
Validated Position

Comments
Specialty <18 >18 Total %

CARDIOLOGY 395 2 397 99.50%

DERMATOLOGY 929 50 979 94.89%

E N T 933 38 971 96.09%

GASTROENTEROLOGY 676 3 679 99.56%

GENERAL MEDICINE 142 0 142 100.00%

GENERAL SURGERY 1616 106 1722 93.84%

GERIATRIC MEDICINE 157 0 157 100.00%

GYNAECOLOGY 891 17 908 98.13%

OPHTHALMOLOGY 1429 57 1486 96.16%

ORAL SURGERY 1254 109 1363 92.00%

OTHERS 774 10 784 98.72%

RESPIRATORY MEDICINE 286 0 286 100.00%

RHEUMATOLOGY 270 11 281 96.09%

TRAUMA AND ORTHOPAEDICS 1001 113 1114 89.86%

UROLOGY 739 63 802 92.14%

Total 11492 579 12071 95.20%
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Incompletes - Standard 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. Oral and Maxillofacial Surgery has challenges with 

regard to demand for paediatric general anaesthetic operating sessions but, following 

data validation, is compliant at the end of March. Additional general anaesthetic 

operating sessions are being commissioned.

Orthopaedics performance improved from February to March 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 

the end of April or in May. The 2019/20 orthopaedics production plan takes into account 

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

surgery.
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - Cancer

Shared Pathways 
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Actual Standard

Shared pathway performance showed an increase from 50% to 
58.6% between February and March against a local target of 
85%. 12 out of 29 pathways were non compliant, 
predominantly in surgical specialties.  
 
Actions to address include the additional provision of capacity 
in key areas of radiology which will be provided sustaianbly by 
the increased number of consultants providing support in 
breast and lung. The continued implementation of national 
timed pathways in colorectal and head & neck will reduce time 
to definitive diagnosis. Straight to test protocols have been 
agreed on our colorectal pathway with recruitment underway 
and commencement of a revised process from July 2019. 
Weekly PTL sessions are in place, tracking each patient journey 
individually. 
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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 
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62 Day - Screening Programme 
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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 89.2%.  With 1 Lung, 1 Upper GI and 4 Urology breaches.  

38 Day Inter-Provider Transfers:

 

March 2019 has seen a slight increase in performance for the 38 day IPT standard at 58.6% compliance against a target of 85%. This is due to only 17 out of 29 patient transfers being before day 38. Straight to Test for Colorectal service will

commence in July which will reduce the demand on 2 week wait appointments, resulting in early treatment plan discussions. The cancer service is working closely with CBU teams to deliver recovery plans, which include implementation of targeted

actions specific to challenges in each pathway and support services. A weekly PTL meeting commenced in early May, tracking at a pathway level, every single patient journey in order to troubleshoot any delays in joining up services to deliver timely

access. Support is being provided by the SY&B Cancer alliance where delivery of this standard is recognised as a priority with Barnsley being in the strongets position in the alliance. Targeted short-term investment and front-loaded funding inititatives

have been used to support individual organisations with specifically identified challenges in terms of staffing resource, expertise and equipment.

 

Breast Symptomatic:

Validated position for March 2019 was compliant at 94.6%

 

2 Week Waits:

In March, all specialities achieved the two week wait standard, as a Trust 95.6% was achieved against a target of 93%.

Also, 31 day’s treatment standard was 98.6 %.

 

62 Day Screening:

The validated March performance against the 62 day cancer pathway standard for the Trust was compliant at 100%. 

 

62 Day Consultant Upgrade:

March compliance was achieved at 100%.

17



Performance Matters
Activity

18/19 19/20 19/20

Actual Plan Actual Variance %

Elective Daycases 1,928 2,219 2,315 96 4%

Elective Inpatients 335 266 324 58 22%

Elective Total 2,263 2,485 2,639 154 6%

Non Elective Total 2,891 3,422 3,682 260 8%

Maternity Pathway Total 574 508 502 -6 -1%

A&E Total 6,841 8,164 8,726 562 7%

Outpatients Total 24,299 25,929 29,356 3427 13%

* Please note excess bed days are not included in these figures. 2019/20 Activity Plan

2019/20 Activity Actual

2019/20 Activity Plan 2019/20 Activity Plan

2019/20 Activity Actual 2019/20 Activity Actual
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Performance Matters
Activity

2019/20 Activity Plan 2019/20 Activity Plan

2019/20 Activity Actual 2019/20 Activity Actual

Comments:

2019/20 Activity Plan

2019/20 Activity Actual
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Main area of under performance is in Electives. The main area of over performance is A&E.

 

Day case under performance is Gastro inc Bowel Screening/Scope -49, T&O -379, Paediatric Oral 

Surgery -113, Respiratory Medicine -143, Cardiology -92 and Dermatology -99. Specialities over 

performing are General Surgery +276 and Ophthalmology +148.

 

Elective under performance: T&O -165, Colorectal -69, Cardiology -54 and Gynaecology -113. 

Specialties over performing are: General Surgery +46 and ENT +67.

 

Outpatients: New attendances are under performing by -1297 and follow ups are over performing by 

+6543.
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SUMMARY

Item RAG

1

2

3

4

Comments

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 

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. 

18.10%

819

Current position is 126.87%

Metric Metric Current Position

Outpatient missing and incomplete coding. Average outpatient tariff / patient record Average tariff:£98.20

Action 

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

Clinic Cleanse

Referral Management - Patients on Active 

Monitoring > 11 Months

Referral Management - Management of 

multiple pathways from the same referral.

Patients Partnerships People Performance  
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Financial 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 266 324 21.80% 58 266 324 21.80% 58 EBITDA -624 -20 96.79% 604 -624 -20 96.79% 604

Day Cases 2,219 2,315 4.33% 96 2,219 2,315 4.33% 96 Depreciation -478 -483 -1.05% -5 -478 -483 -1.05% -5

Non-elective inpatients 3,427 3,682 7.44% 255 3,427 3,682 7.44% 255 Restructuring & Other 0 0

Outpatients 25,702 29,083 13.15% 3,381 25,702 29,083 13.15% 3,381 Financing Costs -95 -86 9.47% 9 -95 -86 9.47% 9

A&E 8,164 9,726 19.13% 1,562 8,164 9,726 19.13% 1,562 SURPLUS/(DEFICIT) -1,197 -589 50.79% 608 -1,197 -589 50.79% 608

'Clinical' Activity

Other (excludes direct access tests) 8,231 8,443 2.58% 212 8,231 8,443 2.58% 212 SOFP £'000 £'000 £'000 £'000 £'000 £'000

Total activity 48,009 53,573 11.59% 5,564 48,009 53,573 11.59% 5,564 Capital Spend -647 -436 -32.61% 211 -647 -436 -32.61% 211

Inventory 2,812 3,144 -11.81% -332

CIP £'000 £'000 £'000 £'000 £'000 £'000 Receivables 14,188 18,964 -33.66% -4,776

Income 85 76 -10.59% -9 85 76 -10.59% -9 Payables (inc. Accruals) -16,992 -23,537 38.52% 6,545

Pay 115 99 -13.91% -16 115 99 -13.91% -16 Other Liabilities -1,410 -1,918 36.03% 508

Non-Pay 158 8 -94.94% -150 158 8 -94.94% -150

Total CIP 358 183 -48.88% -175 358 183 -48.88% -175

Cash & Loan Funding £'000 £'000 £'000

INCOME £'000 £'000 £'000 £'000 £'000 £'000 Cash 1,000 5,194 419.40% 4,194

Clinical (Activity) 16,579 16,657 0.47% 78 16,579 16,657 0.47% 78 Loan Funding -70,426 -67,556 4.08% 2,870

Other Clinical 75 160 113.33% 85 75 160 113.33% 85

CQUINS 190 190 0.00% 0 190 190 0.00% 0 KPIs

Risks & Penalties -16 -16 -16 -16 EBITDA % -3.31% -0.11% 96.83% 3.21% -3.31% -0.11% 96.83% 3.21%

Non Recurrent Income 0 0 #DIV/0! 0 0 0 #DIV/0! 0 Deficit % -6.35% -3.10% 51.26% 3.26% -6.35% -3.10% 51.26% 3.26%

PSF Funding 597 597 0.00% 0 597 597 0.00% 0 Receivable Days 21.8 29.5 -35.52% -7.7

Other 1,407 1,441 2.42% 34 1,407 1,441 2.42% 34 Payable (excluding accruals) Days 70.9 70.5 -0.59% -0.4

Total income 18,848 19,029 0.96% 181 18,848 19,029 0.96% 181 Payable (including accruals) Days 70.9 99.6 40.44% 29

Use of Resource metric 3 3 0.00% 0

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

Pay -14,070 -13,854 1.54% 216 -14,070 -13,854 1.54% 216

Drugs -1,365 -1,296 5.05% 69 -1,365 -1,296 5.05% 69

Non-Pay -4,037 -3,899 3.42% 138 -4,037 -3,899 3.42% 138 Consolidated

Total Costs -19,472 -19,049 2.17% 423 -19,472 -19,049 2.17% 423 excl charity

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

Payables are Trade & Other only

Financial Overview

Finance

Performance - Financial Overview Performance - Financial Overview

The Trust has a consolidated year to date deficit position of £0.589m, against a plan of £1.197m, which is £0.608m favourable to plan. CIP delivery for 

the year is adverse to plan by £0.175m. Provider Sustainability Funding has been accrued in full. Capital expenditure is £0.211m less than plan.

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

 
The key points derived from this table are as follows: 
 
• Total activity is favourable to plan year to date across all points of delivery.  

 
• CIP achievement is adverse to plan by £0.175m. 

 
• Clinical activity based income is £0.460m favourable to plan year to date. This is prior to incorporating a provision relating to prior year contract income of £0.400m.  The main variances are 

elective and daycase £0.206m favourable and Outpatients £0.249m favourable.   
 

• Operating costs are £0.423m favourable to plan in total.  Pay is £0.216m favourable. 
 

• Non-pay costs total are £0.138m favourable to plan. 
 

• EBITDA is £0.624m favourable to plan. 
 

• Depreciation and finance costs are broadly to plan,.  
 

• The overall financial position is £0.608m favourable to plan. 
 

• Capital expenditure is £0.211m less than plan. 
 

• Inventory is £0.332m above plan. 
 

• Total receivables incl. prepayments are £4.776m higher than plan. 
 

• Total payables incl. accruals are £6.545m higher than plan.  
 

• Cash is £4.194m favourable to plan.   
 

• Debtor days are 29.5 year to date, which is  7.7 days adverse to plan. 
 

• Payable days are 70.5 year to date which is  0.4 days less than plan.  Payable days have been calculated  excluding accruals, because whilst accruals include certainties in respect of future 
payments, the timing of these payments is uncertain. 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD: 19/06/06/13 

SUBJECT:   EU-EXIT “NO DEAL” UPDATE 
DATE:          6 JUNE 2019 PRIVATE & CONFIDENTIAL 

PURPOSE:  

 Tick as 
applicable   Tick as 

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

PREPARED BY: Mike Lees, Head of Business Security 
SPONSORED BY: Dr Richard Jenkins, Chief Executive Officer 
PRESENTED BY: Bob Kirton, Chief Delivery Officer 
STRATEGIC  CONTEXT 
For the past two and a half years, central government including the NHS have been continuing a 
significant programme of work to ensure that the UK will be ready for a EU-Exit (Brexit) in all 
scenarios, including a still potential ‘no deal’ outcome in October 2019. 
 
Although there has been a significant political pause in the process alongside forthcoming 
leadership bids, confirmatory vote or the revoking of Article 50, planning on a regional and 
national basis has continued  

The Business Security Unit has also continued to 'horizon scan' in respect of the risks to the Trust 
and BFS of a possible 'no deal' EU-Exit and monitoring the Government's on-going preparations 
should the UK leave the EU without any deal on 31st October 2019.  Further to the previous 
updates to the Board, this latest paper provides the most recent information and assurance that 
the Trust is taking action to ensure we are as prepared as possible whatever the scenario. The 
Operational Readiness Guidance previously submitted continues to be current and the 
cornerstone of Trust planning and readiness. 

 
EXECUTIVE SUMMARY 
 
The “no deal” risk (entry 2121) remains one of the Trust’s greatest concerns and is regularly 
reviewed through the Trust governance processes. A well publicised commentary on events in 
both Parliament and Europe with the likelihood of a “no deal” has been maintained and 
sharpened by the current political dynamics. On the 31st May 2019 the CBI announced that a ‘no 
deal’ EU-Exit would be ‘disastrous to UK businesses’. 
 
Trust management leads are working closely in partnership with professional colleagues and 
peers both nationally and regionally to ensure that issues affecting all NHS organisations are 
considered and to ensure that efforts are not duplicated or vital topics lost. 
 
The Trust’s Business Security Unit continues to network with EPRR colleagues, working in 
partnership, on EU-Exit preparations for the NHS. The latest meeting and discussions took place 
at the LHRP meeting on 29th May 2019 followed by an EPRR operational meeting in the 
afternoon.  This multi-agency approach and monitoring can be linked into our current business 
continuity planning alongside our more flexible adaptive approach. 



 
 
With less than 35 parliamentary working days before a possible ‘no deal’ EU-Exit the government 
and regional approach outlined in the guidance continues to be followed with the below actions: 

• Brexit lead for the Trust continues to be the Chief Delivery Officer 
• Identify any update of risks to the Trust associated with the UK leaving the EU  
• The BSU continues to provide regular updates with daily monitoring of EU-Exit intelligence 
• Local business continuity arrangements via BC-Lite are well maintained with possible 

response scenarios 
• The regional approach as advised by the South Yorks EPRR SRO was updated at 29th May 

meeting and subject to any dramatic change NHSE/I will increase planning momentum from 
August 2019 

• Weekly Brexit steering group chaired by the Chief Delivery Officer is to review latest political 
and operational information on 24th June 2019. 

• Group membership remains unchanged and contacts maintained 
• Updates to be issued via committees, Board and communications plan following the June 

review meeting 
• Brexit risk register continues to be maintained and updated 

 
RECOMMENDATION(S) 

To receive this latest update. Discuss, note and make any further recommendations for action to 
be taken. 
 

 



EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

  

REPORT TO THE  
BOARD OF DIRECTORS REF: BoD: 19/06/06/14 

SUBJECT:   CHAIRMAN’S REPORT 
DATE:          6 JUNE 2019  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For 
decision/approval 

  Assurance  

For review   Governance  
For information   Strategy  

PREPARED BY: Trevor Lake, Chairman  
SPONSORED BY: N/A 
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 and key performance indicators for the year 
2018-19 in line with expectations and submitted its annual report and accounts, following 
their approval at the Extraordinary Board Meeting on 23 May, in due time to NHSi.  

• The Trust welcomed the newly appointed Non-Executive Director, Sue Ellis, on board. 
Barnsley Hospital Charity and the Trust hosted the Heart Awards on Friday 24 May 
recognising and celebrating the hard work of Barnsley Hospital colleagues and volunteers. 

• Barnsley Hospital Charity continues to enjoy the benefits of significant fundraising activity 
and is well on the way to achieve its goal of raising £1m for the Tiny Hearts appeal. 

 
The Board of Directors is asked to receive and note this report. 
  
 
 
 
 
 



 
 

Subject: CHAIRMAN’S REPORT Ref: BoD: 19/06/06/14       
 
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 has delivered its financial position and key performance indicators for the 
year 2018-19 in line with expectations and submitted its annual report and accounts, 
following their approval at the Extraordinary Board Meeting (EBM) on 23 May, in due 
time to NHSi. 

 
2.2 As a result of the excellent work carried out across the Trust particularly in relation to 

finance and quality the Auditors, Grant Thornton, have provided the Trust with an 
unqualified audit report (ISA 260) opinion as a result of their audit report findings. 

 
3. COUNCIL OF GOVERNORS  

3.1  The Trust welcomed Governors to the Governor’s Quality & Governance Sub Group 
meeting on 8 May. Ms Gill Feerick, Head of Quality & Clinical Governance, presented 
an update to the Governors on the recent Care Quality Commission mock inspection 
carried out by the Trust. The Chair of the Quality & Governance Committee provided 
an update on the Committee’s work alongside a review of the Integrated Performance 
Board report.  

 
3.2 A number of Governor Development and Training sessions have now been planned in 

for the year, with the first session on Tuesday June 11 focusing on ‘Holding to 
account’. This will be presented by Ruth Mason, Associate Director of Organisational 
Development at Calderdale and Huddersfield Foundation Trust, alongside an update 
on the Medway EPR system implementation plan by Tom Davidson, Director of ICT at 
Barnsley Hospital. 

 
4. NEWS AND EVENTS: 

 
4.1 In addition to the Board, the EBM and the Non-Executive Director Board Workshop in 

May, I also attended several formal, informal and ad-hoc visits and meetings. These 
included meeting with Dan Jarvis, MP for Barnsley East and Mayor of Sheffield City 
region, with Martin Jackson, staff side representative for GMB, attending the Schwartz 
round seminar in May, meetings with the Chief Executive and Trust Board Secretary 
and attending the Quality & Governance Committee, the Finance & Performance 
Committee and the Audit Committee. 

 
4.2 I chaired the interview panel for the recruitment and appointment of a new Director of 

Nursing, also reviewing the shortlisting for the appointment of the new Director of 
Governance and Trust Secretary role, in addition taking several calls for further 
information from interested candidates for this role. During this month I also carried out 
all the end of year appraisal reviews for the Non-Executive Directors and also for the 
Chief Executive, discussing and agreeing their objectives for 2019-20. 

 



4.3 The Trust hosted a meeting of the Barnsley Integrated Care Partnership Group, 
chaired by myself, and received a briefing and update from the Integrated Care 
Delivery Group on its five priorities: PCNs/Neighbourhoods, Frailty, Population Health 
Management Unit, Stroke and Communications.              

       
4.4 Visits this month include presenting awards to the recently graduated Nursing 

Associates and a show round of Gynaecology and Obstetrics meeting with the 
clinicians and colleagues, a show round of the Diabetes service and a show round of 
the Pre-Assessment unit.  In addition visits to the Frailty team in Colliers restaurant 
during Frailty week and to the Stroke services team to support National Stroke 
awareness month.   

 
4.5 I attended a South West Yorkshire Partnership NHS Foundation Trust Council of 

Governors meeting in Huddersfield, representing the Trust as a partner member. 
 

4.6 I presented a number of Brilliant Awards to our hospital staff, including Ward 18 
Respiratory, the Acute Medical Unit, the Fracture Clinic and a colleague from the 
Medical Secretary team.  

 
4.7 I was honoured to be a part of the Hospital’s 10th Anniversary Annual Heart Awards 

evening on behalf of the Trust and the Charity. A fantastic event organised by the 
Trust and supported by sponsors, recognising the hard work and dedication of 
Barnsley Hospital colleagues and volunteers with some outstanding and thoroughly 
deserving nominees and winners. 

 
5 Barnsley Hospital Charity 
 

5.1  Barnsley Hospital Charity continues to enjoy the benefits of significant fundraising 
activity and as well on the way to achieve the goal of raising £1m for the Tony Hearts 
appeal which stood at £881,068.97 as at the end of April.  There have been some 
great donations coming from a wide range of benefactors including the Penistone 
Tractor Run, Persimmon Homes Community Fund, the Tour de Barnsley Hospital 
event and a significant personal donation from Dickie Bird. 

 
  

 
Trevor Lake, Chairman 
June 2019 
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RECOMMENDATIONS 

STRATEGIC CONTEXT 

  
REPORT TO THE  
BOARD OF DIRECTORS REF: BoD: 19/06/06/15 

SUBJECT:   CHIEF EXECUTIVE’S REPORT 
DATE:          6 JUNE 2019  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For 
decision/approval 

  Assurance  

For review   Governance  
For information   Strategy  

PREPARED BY: Emma Parkes, Director of Marketing & Communications 
SPONSORED BY: Dr Richard Jenkins, Chief Executive 
PRESENTED BY: Dr Richard Jenkins, Chief Executive  

 
To report particular events, meetings publications and decisions that the Chief Executive would 
like to bring to the Board’s attention. 

 
This report is a brief summary of key meetings and events attended by the Chief Executive. 

 
The Board of Directors is asked to receive and note this report. 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

Subject: CHIEF EXECUTIVE’S REPORT Ref: BoD: 19/06/06/15       
 
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 HOSPITAL  
 

2.1   Smokefree at Barnsley Hospital  
 

Barnsley Hospital went smokefree across its entire site - starting from the World 
Health Organisation’s (WHO) ‘World No Tobacco Day’ on Friday May 31. 
 
From that date, Barnsley Hospital will support everybody who smokes to stop - 
including its staff - and create a hospital free from tobacco and smoking. We now 
know that with the right treatment and support, which is all available on the NHS, 
smokers can successfully quit.  
 
The hospital will ensure it promotes health and the prevention of disease by 
minimising harm from smoking - saving lives in Barnsley every year. From 31 May all 
patients, staff and visitors to the hospital will be asked not to smoke on or around the 
site and new signs will make this very clear. 

 
2.2   Staff Engagement  

 
2.1.1 Staff Survey  
 

On 3 May I held the final drop in for staff to come and talk through the detail of our 
staff survey for 2018-19.  Work is now well underway to review and address feedback 
and findings from the survey.  This is monitored and managed by the People and 
Engagement Group each month.  

 
2.2.2 International Nurses Day  

 
On 12 May, the Trust celebrated our valued nursing staff as part of International 
Nurses Day.  Nurses were given celebration bags at the hospital and the Executive 
Team committed to walk in the shows of our nurses by undertaking some shadowing.  
I am pleased that social media was extremely busy with positive feedback and 
comments about our nurses from colleagues and patients.   

 
On 24 May, I undertook shadowing of the Children’s Community Nursing team, as part 
of our celebrations of our nursing staff.  

 
2.2.3 HEART Awards  

 
On 24 May the Trust held the 10th annual Heart Awards ceremony.  The awards 
celebrate and recognise our wonderful staff and the contributions they make towards 
the hospital and our services.  Our staff received over 200 nominations this year.  
Thank you to all our event sponsors and well done to all of our nominees and winners 
this year who are: 



 
• Barnsley Facilities Services (BFS) Award – Decontamination Services  
• Brilliant Award, Individual – Karen Dawn  
• Brilliant Award, Team – DDH Ultrasound Screening Services 
• Charity Award – Anaesthetic Secretaries  
• Individual Clinical Award – Michael Paddock  
• Individual Non-Clinical – Daniel Froste  
• Innovation Award – Nutritional Support Volunteers 
• Patient Choice Award – NeoNatal Unit  
• Patient Safety Award – ICE Filing Project Team  
• Team Clinical Award – Claire Marples and the Acute Response Team  
• Team Non-Clinical – Emergency Department Clerical Officers 
• Volunteer of the Year – Anne Chambers 
• Governors Award – Emergency Department  
• Chief Executive’s Award – Clinical Coding  
• Chairman’s Award – Frailty Team  

 
2.3   Tour de Barnsley Hospital  
 

To celebrate the Tour de Yorkshire starting in Barnsley, myself and eighteen other 
members of staff took part in head-to-head heats in a static cycle ride.  Volunteers 
also ran a Bake Sale and helped out with the bucket collection on the day. All of the 
staff and volunteers were great sports and we received lots of positive comments 
about the camaraderie and team spirit on the day. The total raised for Barnsley 
Hospital Charity was £727.15. 

 
2.4    Casualty 24/7  

 
The second series of the successful Casualty 24/7 television show will air on Channel 
5 at 9pm on 5 June.  Each of the twelve, hour-long episodes will focus on the staff, 
volunteers, patients and visitors within the hospital’s Emergency Department.  Last 
year, each episode attracted 1million viewers.  

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

SYSTEM (ICS) ACTIVITIES 
 

2.1 Integrated Care Partnership  
 
On 16 May I chaired the SYB Stroke Implementation Group at Barnsley Hospital.  
 
On 22 May, myself and colleagues took part in the SYB ICS Place Review, which was 
held in Barnsley.   
 

3. PARTNERSHIP WORKING WITH OTHER ORGANISATIONS 
 

3.1 NHS ‘Twitter Takeover’ 
 
From Monday 27 May I took part in a week long twitter takeover of the national @NHS 
account. During the takeover, there was a significant amount of engagement and 
debate on a range of topics.  It was an honour to be asked to be part of this and 
highlights the external recognition Barnsley Hospital is receiving.  
 

4. SUMMARY OF MEETINGS ATTENDED  
 



• On 10 May I took part in the interviews for the Director of Nursing position.   
• On 15 May I chaired the QUIT Steering Group. 
• On 16 May I chaired the Urgent and Emergency Care Delivery Board for Barnsley. 
• On 30 May I attended the Integrated Partnership Board Meeting.  
• On 31 May I attended the first Medway Steering Group.  

 
 
 
Dr Richard Jenkins  
Chief Executive 
June 2019  
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BOARD OF DIRECTORS REF: BoD: 19/06/06/16  
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DATE:          6 JUNE 2019  

PURPOSE:  

 Tick as applicable   Tick as 
applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: EMMA PARKES, DIRECTOR OF MARKETING & COMMUNICATIONS 
SPONSORED BY: DR RICHARD JENKINS, CHIEF EXECUTIVE 
PRESENTED BY: EMMA PARKES, DIRECTOR OF MARKETING & COMMUNICATIONS  

 
To provide a brief overview of NHS Choices reviews and ratings together with information on relative 
key developments, news and initiatives across the national and regional healthcare landscape which 
may impact or influence the Trust’s strategic direction.    

 
Summary of content:  
 

• MY NHS/NHS Choices Feedback  
• Fibre Optic broadband for NHS Hospitals  
• Sheffield CCG Update  
• Commercial Arrangements with Technology Companies 
• New national unit to oversee innovation and medicines. 
• NHSE – Provider collaborative for Mental Health and Learning Disabilities 

 
 

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



 

Subject: INTELLIGENCE REPORT  Ref: BoD: 19/06/06/16 

 
*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 
 
X-ray-great. 
I visited the medical imaging department. My appointment was 
at 4pm but I was called through at 3.50 to put in a gown. I waited 
around 5 mins then I was called through. The lad who X-rayed 
me was lovely n kind and knowledgeable, as I asked him some 
questions which he answered. I was out of the hospital around 
4.10pm. I am really happy with how quick I was dealt with. 
Everyone knew what they were doing and did it thoroughly. 
 
Children’s A&E 
My 3 year old son was treated by paramedics at home and 
taken to Barnsley Hospital with breathing difficulties. I would like 
to highly commend all the staff who were involved in his care. 
We had excellent treatment from the paramedics, nursing staff 
and doctors. They each did their jobs so professionally and 
cared so warmly for him. You may well get lots of feedback 
when things are not as people want, but I wanted to pass on my 
gratitude today for a job really well done. Thank you Barnsley 
Hospital and thank you NHS. 
 
Credit where credit is due 
No one wants to stay in hospital do they. On ward 33, I can 
honestly say the staff have gone above and beyond in my care. 
The ward was busy but I was never left unattended for long. 
Staff made sure the elderly who could not feed themselves were 
fed and made sure they were always comfortable. Speaking to 
everyone like they mattered and taking time to explain 
everything. I am humbled that the staff were so caring. I would 
recommend this hospital to anyone of my family or friends if this 
is what all the staff are like I cannot thank you all enough for not 
leaving me in pain. 
 
A&E visit 
I would like to leave you a 5 Stars for your A&E Department after 
my visit this afternoon. I was highly impressed by the 
professionalism of the staff that I saw, how quickly I was 
attended to (I envisaged a 4 hour wait with the number of people 
in the waiting area). I was called within 5 minutes and expected 
to be sent back into the waiting area but I was treated there and 
then. Very pleased. 
 
 
 

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



Release 
Type 

Detail Impact/ Action/ 
Owner / Will 
Board are 
involved? 

 
 All NHS Hospitals and GP Practices to have fibre optic 

broadband  
 
The DHSC has not set a date to complete the rollout, as 
organisations in rural locations may not have the infrastructure 
necessary to support fibre optic broadband. The DHSC, NHSX 
and the Department for Digital, Culture, Media and Sport will 
work together to upgrade rural practices and hospitals using 
slower copper cable internet. The upgrades are being funded in 
part by the Health and Social Care Network Marketplace, 
managed by NHS Digital.  
 

 

 Sheffield CCG Accountable Officer  
 
The CCG confirmed Maddy Ruff would be leaving her post to 
join Humber, Coast and Vale Health and Care Partnership, the 
STP covering Humber and east and north Yorkshire.  A CCG 
spokeswoman said the process to recruit an interim accountable 
officer would get underway shortly, with Brian Hughes, the 
current deputy AO, continuing to provide leadership. 
 

 

 NHS trusts will be asked not to enter into deals in which 
they share patient information exclusively with one tech 
company. 
 
A letter will shortly go out from the Department of Health and 
Social Care telling trusts they should not enter an exclusive 
commercial arrangement to share patient data. One-off deals 
between individual trusts and technology companies may 
prevent sharing patient data for other purposes. These deals 
could also undermine government efforts to collect and share 
patient data nationally. Several companies have signed data-
sharing deals with NHS hospital trusts to help them develop and 
test software, including artificial intelligence.  
 
AI company Google Deepmind has signed several data-sharing 
deals with NHS trusts, most notably with Royal Free London 
Foundation Trust – an arrangement later deemed unlawful.  
Sensyne Health has a data sharing deal with Oxford University 
Hospitals Trust to help develop software, including AI, and has 
similar arrangements with several smaller hospital trusts in the 
West Midlands. 
 
In September last year, the DHSC published a code of conduct 
for “data-driven health and care technology”. Among other 
recommendations, it advised NHS organisations that: “Careful 
consideration should be given before granting exclusivity of 
access to data, as exclusivity can limit the benefit to the health 
and care system.” 
 
 

 



Release 
Type 

Detail Impact/ Action/ 
Owner / Will 
Board are 
involved? 

 
  

New national unit to oversee innovation and medicines. 
 
The Department of Health and Social Care has announced a 
new unit in NHS England and NHS Improvement, which will be 
led by Sam Roberts as Chief Executive. Dr Roberts is currently 
NHSE and I’s Director of Innovation and Research. 
 
The unit will have an integrated innovation and medicines senior 
management team and bring together the coordination of 
medicines policy, commercial agreement and broader innovation 
policy and delivery. 
 
The innovation unit will house the accelerated access 
collaborative, which was set up last year, along with an 
accelerated access pathway, with the aim of improving access 
to breakthrough treatments. 
 

 

 NHS England has invited providers to take on specialised 
commissioning powers across the country in an expansion 
of its mental health new care models programme 
 
NHSE has set a new target for setting up provider collaboratives 
for children and adolescent mental health inpatient services, 
adult secure mental health services, and adult eating disorder 
services, with the  expectation that people with learning 
disabilities and/or autism are included in the population served 
by the provider collaborative. 
 
The collaboratives are expected to take on the responsibilities 
and budgets - across the whole of England by 2022, and in 75 
per cent of areas by 2020. They will have a lead provider which 
will coordinate services. It will involve substantial input from 
private organisations which are major providers on inpatient 
mental health and learning disabilities beds. 
 
The ambition is for 75 per cent of the country to be covered by 
provider collaboratives by April 2020, increasing to 100 per cent 
in the subsequent two years. 
 
Provider collaboratives will assume full responsibility for the 
budget for their population, along with the freedom to innovate 
and develop new services, in line with national clinical and 
service standards and local ICP/STP plans. They will also 
assume much of the responsibility for some critical 
commissioning functions including contract management, quality 
assurance and workforce planning. 
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